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Letters  to  the  Editor 


A 


Doctors  and  Lawyers:  An  Uneasy  Relationship 

Editor's  note;  The  next  two  letters  were  sent  to  Anne  Duvoisin,  the 
Durham  attorney  who  wrote  "Lions  and  Hyenas  in  Love:  The 
Promise  of  the  Medicolegal  Guidelines"  (NC  Med  J  1 996;57:296-7) 
which  appeared  in  the  September/October  Journal.  We  publish 
them  here,  with  permission  from  Dr.  Au  and  Dr.  Demas,  accompa- 
nied by  Ms.  Duvoisin's  responses. 

To  the  Editor: 

Ms.  Duvoisin  can  surely  answer  the  hypothetical  questions 
she  poses  to  herself  in  her  article,  "Lions  and  Hyenas  in  Love." 
I  am  a  plastic  surgeon  who  is  sometimes  called  in  to  see  patients 
in  the  emergency  department.  Afterward,  I  often  receive  an 
unpleasant  surprise  in  the  form  of  a  subpoena  to  appear  as  a 
witness.  The  sheriff  may  even  serve  this  on  me  in  front  of  my 
waiting  patients.  Just  once,  it  would  be  nice  to  receive  some 
advance  request  from  the  participating  lawyers  to  discuss  the 
case,  the  fees  involved,  and  so  on.  I  know  that  lack  of  notifica- 
tion is  part  of  the  turf,  but  I  didn't  know  it  when  I  chose  my 
professional  direction  in  college.  Had  I  known,  I  would  prob- 
ably still  be  an  engineer. 

I  don't  choose  who  I  see  in  the  emergency  department.  But 
I  can,  and  do,  choose  whom  to  see  in  the  office.  The  nature  of 
our  court  system  is  adversarial.  Doctors  can  count  on  being 
subpoenaed  and  savaged  by  one  side  or  the  other.  Conse- 
quently, I  no  longer  see  or  evaluate  new  liability  patients  in 
consultation  for  their  attorneys.  Why  would  anyone  in  their 
right  mind  willingly  do  that?  I  don't  blame  attorneys  entirely, 
because  without  the  demand,  there  would  be  no  suits.  It's  the 
system,  a  system  that  lawyers  don't  seem  to  want  to  change. 
You  can't  blame  doctors  for  being  reluctant  to  be  drawn  into  an 
arena  full  of  hyenas,  where  we  feel  more  like  lambs  than  lions. 

Victor  K.  Au,  MD 

Southeastern  Plastic  Surgery  Center,  PA 

2430  S.  Church  St.,  Suite  B 

Burlington,  NC  27215 


Ms.  Duvoisin  responds: 

Dr.  Au  is  right;  Medical  students  should  learn  about  the 
legal  implications  of  their  choice  of  profession.  A  desire  to  be 
involved  with  the  judicial  system  is  not  what  motivates  one  to 
enter  medical  school.  Nonetheless,  it  is  a  virtually  certain 


component  of  most  medical  careers,  particularly  the  surgical 
specialties.  A  short  course  on  the  professional  obligations  of 
medical  witnesses  to  their  patients  and  to  the  legal  system 
would  allow  students  to  choose  specialty  areas  more  intelli- 
gently, even  whether  to  pursue  a  medical  career  at  all. 

The  Medicolegal  Guidelines  cannot  solve  this  missing  link 
in  the  medical  educational  system,  but  they  do  address  and  can 
resolve  the  problems  Dr.  Au  describes.  Physicians  who  feel  that 
attorneys  have  abused  the  subpoena  power,  or  been  unfair  in 
terms  of  notice  or  fee  payment  should  complain  to  the  Joint 
Committee  of  the  NC  Medical  Society  and  the  NC  Bar  Associa- 
tion, or  their  local  Bar  Association's  medicolegal  liaison  com- 
mittee for  dispute  resolution.  (Alamance,  Buncombe,  Durham, 
Forsyth,  and  Mecklenburg  County  Bar  Associations  have  such 
committees.) 

Most  trial  attorneys  do  accommodate  physicians'  sched- 
ules and  honor  their  fees  for  expert  services — but  it  only  takes 
a  few  rotten  apples  to  make  the  whole  barrel  look  bad.  Provi- 
sions of  the  Guidelines  explicitly  address  Dr.  Au's  complaints: 

Subpoenas.  Part  III(A)  discusses  subpoenas  at  length: 

1 .  Under  NC  law,  physicians  are  required  to  be  subpoenaed  so 
that  an  expert  witness  fee  may  be  awarded  to  them  after  they 
have  testified. 

2.  Attorneys  should  accommodate  patient  scheduling  needs  of 
physicians  and  notify  them  early  and  often  of  when  they 
might  be  needed  as  witnesses. 

3.  Physicians  must  understand  that  the  business  of  the  courts 
cannot  be  governed  by  the  convenience  of  witnesses,  whom- 
ever they  may  be. 

Pretrial  communication.  Part  11(D)  addresses  pretrial  dis- 
cussions between  attorneys  and  treating  physicians.  I  was 
surprised  to  learn  when  first  chairing  a  medicolegal  liaison 
committee  that  many  physicians  were  angered  by  the  failure  of 
attorneys  to  consult  them  about  their  patients,  their  testimony, 
and  fee  issues  prior  to  subpoenaing  them.  For  years  I  had 
listened  to  lawyers  gripe  (and  griped  myself)  about  physicians 
who  would  not  respond  to  letters  or  calls  regarding  their 
patients/clients  or  who  refused  to  meet  with  attorneys  prior  to 
taking  the  witness  stand.  Because  of  those  "rotten-apple"  expe- 
riences, I  did  not  (and  many  attorneys  still  do  not)  know  that 
most  physicians  would  appreciate  communication  from  attor- 
neys planning  to  call  them  as  witnesses.  The  rules  vary  depend- 
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ing  on  whether  the  lawyers  subpoenaing  the  doctor  represent 
the  patient  or  not. 

The  patient's  lawyer.  The  Guidehnes  encourage  physi- 
cians to  communicate  frankly  with  their  patients'  lawyers  "for 
the  purpose  of  obtaining  a  complete  understanding  on  the  part 
of  each  as  to  the  medical  and  legal  issues  involved.  An  exchange 
of  facts  and  opinions  in  advance  of  such  testimony  minimizes 
confusion  and  time  demands,  encourages  settlements,  and 
enhances  the  understanding  of  the  roles  of  the  two  professions." 

Other  lawyers.  The  Guidelines  warn  that  doctors'should 
not  communicate  with  any  person  without  the  patient's  consent 
or  a  court  order.  Often  the  subpoenaing  lawyer  does  not  repre- 
sent the  patient  and  is  ethically  and  legally  prohibited  from 
consulting  with  the  patient's  physician.  Nonetheless,  that  law- 
yer is  entitled  to  and  may  be  obligated  to  depose  or  subpoena  the 
treating  physician  in  order  to  fulfill  his  or  her  obligations  to  the 
clients.  An  example  would  be  acase  where  a  party  adverse  to  the 
patient  seeks  to  prove  that  claimed  injuries  are  bogus,  exagger- 
ated, or  were  not  caused  by  their  client. 

To  the  Editor: 

We  have  had  medicolegal  guidelines  in  Charlotte  for  more 
than  10  years,  the  result  of  planning  between  the  medical  and 
legal  professions.  I  have  been  involved  in  a  number  of  court 
cases,  and  most  of  them  involved  good  relationships  with  the 
attorneys,  but  there  have  been  exceptions. 

I'm  concerned  that  the  guidelines  sometimes  seem  to  have 
no  value  for  the  physician.  I  have  experienced  this  myself  in  a 
few  instances.  I  have  received  a  number  of  subpoenas,  most 
without  any  preceding  letter  from  the  attorney  involved.  I  keep 
these  in  a  box,  anticipating  that  I  will  probably  never  be  called 
to  court.  Some  attorneys  do  tell  me  when  to  expect  a  subpoena 
and  whether  I  will  be  called  to  court.  Then  there  are  those 
instances  in  which  it  is  clear  that  we  will  be  going  to  court,  and 
the  attorney  will  want  talk  to  me  beforehand.  Finally,  I  have,  on 
occasion,  been  summoned  to  court  at  the  last  minute — on  a  case 
involving  a  patient  that  I  may  not  have  seen  for  several  years — 
without  the  attorney  ever  having  spoken  to  me. 

I  am  particularly  concerned  with  how  physicians  are  reim- 
bursed for  time  spent  in  court  and  in  preparation  for  a  case.  Until 
recently,  the  guidelines  in  Charlotte  recommended  that  the 
physician  charge  up  to  $300  an  hour  for  his  or  her  time.  New 
recommendations  are  now  $400  an  hour.  About  two  years  ago, 
I  was  involved  in  a  case  in  which  the  attorney  had  not  bothered 
to  talk  to  me  before  subpoenaing  me,  and  my  testimony  was,  for 
the  most  part,  detrimental  to  his  case.  The  judge  awarded  me 
$50  an  hour,  which  I  protested.  The  guidelines  state  that  the 
attorney  should  assist  the  judge  in  arranging  adequate  reim- 
bursement. But  in  this  case,  the  attorney  explained  frankly  that 
if  I  had  helped  him  win  the  case  then  he  could  have  been  more 
sympathetic  m  providing  truly  adequate  reimbursement.  I  dis- 
cussed this  with  the  attorney  in  the  next  case  that  came  up.  I 
received  the  same  blatantly  unethical  advice:  If  I  expected 
appropriate  reimbursement  by  the  court,  then  I  would  have  to 


help  the  attorney  who  subpoenaed  me  win  the  case. 

I  would  appreciate  suggestions  on  how  to  deal  with  attor- 
neys who  take  such  an  unethical  position.  When  I  brought  the 
issue  to  our  liaison  committee  in  Charlotte,  they  were  sympa- 
thetic, saying  that  perhaps  the  attorney  should  not  have  taken 
this  position.  But  I  couldn't  expect  anything  to  be  done  about  it 
or  to  change  the  format  of  how  physicians  are  reimbursed  for 
their  time. 

Of  course,  I  am  adamantly  against  going  to  court  for  the 
attorney's  sake.  I  am  there  strictly  to  provide  an  honest  ap- 
praisal of  the  patient's  condition  and  to  assist  with  an  under- 
standing for  the  jury  and  involved  participants.  In  some  cases  I 
find  myself  advocating  strongly  for  the  patient,  primarily  be- 
cause of  the  adversarial  nature  of  the  attorney  who  may  deny 
fully  acknowledging  the  patient's  significant  disorder. 

Fortunately,  most  attorneys  I  have  dealt  with  in  court  or  at 
depositions  have  been  honest  and  forthright.  And  they  guaran- 
tee me,  at  the  outset,  that  my  testimony  will  be  reimbursed  at  the 
going  rate  regardless  of  what  I  might  have  to  say  as  long  as  I  am 
honest  and  competent. 

Ronald  C.  Demas,  MD 
Demas  Neurology  and  Medical  Rehabilitation,  PA 

2219  E.  Seventh  St. 
Charlotte,  NC  28204 

Ms.  Duvoisin  responds: 

It  is  imperative  that  physicians  and  attorneys  understand 
their  respective  roles  in  litigation.  The  Guidelines  distinguish 
them: 

Fees.  Fees  are  generally  addressed  in  Guideline  Part  IV.  A 
fee  should  never  be  contingent  on  the  outcome  of  the  physician' s 
testimony.  Dr.  Demas  testified  pursuant  to  subpoena  and  the 
court  ordered  a  fee  that  was  grossly  inadequate.  It  was  the  duty 
of  the  attorneys  "to  assist  the  trial  judge  in  determining  a 
reasonable  fee."  The  attorneys  who  called  Dr.  Demas  as  a 
witness  ascribed  their  lack  of  vigor  in  performing  this  duty  to  his 
failure  to  provide  favorable  testimony.  The  conduct  Dr.  Demas 
describes  is  addressed  by  both  the  Rules  of  Professional  Con- 
duct (RPC)  governing  attorneys  and  the  Medicolegal  Guide- 
lines. 

Violations  of  the  RPC.  The  NC  State  Bar  licenses  and 
disciplines  NC  attorneys.  Possible  disciplinary  actions  range 
from  warnings  to  disbarment.  Anyone  can  report  a  grievance  to 
the  State  Bar  by  calling  9 1 9/828-4620.  The  behavior  Dr.  Demas 
mentions  is  addressed  in  RPC  7.9(B),  which  prohibits  attorneys 
from  paying,  offering  to  pay,  or  acquiescing  in  the  payment  of 
compensation  to  witnesses  contingent  on  the  content  of  their 
testimony  or  the  outcome  of  the  case.  RPC  7.9(C)  prohibits 
lawyers  from  offering  inducements  to  witnesses  to  testify 
falsely.  The  purpose  of  the  Rule  is  obvious:  "Witnesses  should 
always  testify  truthfully  and  should  be  free  from  any  financial 
inducements  that  might  tempt  them  to  do  otherwise." 

Violations  of  the  Guidelines.  The  Joint  Committee  of  the 
NC  Medical  Society  and  the  NC  Bar  Association  has  a  mandate 
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to  assist  attorneys  and  physicians  who  "experience  problems 
related  to  a  failure  of  adherence  to  these  Guidelines."  Com- 
plaints about  possible  violations  of  the  Guidelines  should  be 
addressed  to:  NCBA  Medicolegal  Liaison  Committee,  P.O. 
Box  3688,  Gary  27519,  919/677-0561.  Part  IV  of  the  Guide- 
lines disapproves  conduct  by  a  lawyer  which  suggests  that 
payment  of  a  physician's  expert  witness  fees  is  wholly  or 
partially  contingent  on  the  outcome  of  the  matter  in  which 
medical  testimony  is  offered. 

What  remedies  exist  for  Dr.  Demas  for  what  has  already 
happened?  Complaints  to  the  State  Bar  or  to  the  Joint  Commit- 
tee could  lead  to  discipline  and/or  resolution  of  the  past  fee 
dispute.  What  can  be  done  to  prevent  future  occurrences? 
Physicians  should  address  with  the  attorney  the  issue  of  hourly 
rates  and  who  will  pay  for  their  time  spent,  whether  for  depo- 
sitions, consultations,  or  in-court  testimony,  before  any  ser- 
vices are  rendered  to  any  attorney. 

Two  rules  restrict  fee  arrangement:  Outcome-oriented  fee 
agreements  are  prohibited  and  attorneys  cannot  pay  their  client's 
expert  witness  fees,  although  they  can  advance  them.  The 
Guidelines  distinguish  between  treating  and  non-treating  phy- 
sician witnesses  but  allow  each  to  contract  for  the  payment  of 
the  fees.  Treating  physicians  are  limited  to  reasonable  compen- 
sation. Non-treating  physicians  providing  expert  assistance  are 
entitled  to  fees  "as  negotiated  between  the  physician  and  the 
contracting  parties,"  whether  reasonable  or  not. 

An  agreement  between  Dr.  Demas  and  the  contracting 
attorney,  whether  he  was  a  treating  or  non-treating  expert, 
obligates  the  attorney  to  pay  in  accordance  with  the  agreement 
even  if  the  court  orders  a  lesser  amount.  The  Guidelines  provide 
that  "all  fees  agreed  to  by  an  attorney  for  the  physician's 
assistance  in  legal  matters  should  be  promptly  paid  by  the 
attorney  in  accordance  with  the  agreement." 

Investigating  NC's  Medical  History 

To  the  Editor: 

I  recently  received  a  copy  of  "^he  November  1995,  North 
Carolina  Medical  Journal,  a  special  issue  on  the  history  of 
medicine  in  your  state.  The  article  on  Confederate  hospitals  and 
Civil  War  medicine  (NC  Med  J  1995;56:548-53)  was  espe- 
cially interesting  because  it  helped  me  answer  a  visitor's 
specific  question,  and  the  sources  cited  in  the  article  will  enable 
this  visitor  to  investigate  these  hospitals  more  fully. 

I  hope  that  the  Journal  devotes  future  issues  to  North 
Carolina's  rich  medical  history. 

James  Ogden,  III,  Historian 

US  Department  of  the  Interior,  National  Park  Service 

Chickamauga  and  Chattanooga  National  Military  Park 

P.O.  Box  2128,  Fort  Oglethorpe,  GA  30742 


Celebrating  the  "Art"  of  Aging 

To  the  Editor: 

I  thoroughly  enjoyed  Dr.  Assad  Meymandi's  introductory 
remarks  in  the  November/December  special  issue  devoted  to 
aspects  of  eldercare  in  North Carolina(NC  Med  J  1995:57:342). 
I  was  fascinated  by  his  reference  to  the  "art"  of  aging,  which  I 
am  fearful  that  I  will  never  develop!  It  would  be  interesting  if 
that  concept,  along  with  "the  art  of  loving,"  that  is,  loving  others 
as  a  positive  force  in  a  life,  could  be  developed  for  another  issue 
of  the  Journal.  I  believe  these  subjects  would  interest  a  great 
majority  of  people — even  doctors! 

Carolyn  R.  Ferree,  MD 

President,  North  Carolina  Medical  Society 

Professor,  Department  of  Radiation  Oncology 

Bowman  Gray  School  of  Medicine 

Medical  Center  Boulevard 

Winston-Salem  NC  27157 

What's  In  a  (Compound)  Name? 

To  the  Editor: 

I  enjoyed  Dr.  Meymandi's  article,  "The  Art  of  Aging"  (NC 
Med  J  1995;57:342).  I  am  a  retired  physician,  age  81 ,  and  have 
written  quite  a  bit  myself.  I  give  Dr.  Meymandi  an  "A*"  for  the 
effort,  and  I  am  glad  that  he  is  a  member  of  the  Journal's 
Editorial  Board. 

I  am  a  stickler  for  keeping  facts  correct,  and  I  did  discover 
one  mistake  in  the  article.  The  beginning  of  the  piece  mentions 
Ehrlich's  Salvarsan,  a  compound  with  which  I  am  familiar. 
During  medical  school  in  Philadelphia  from  1935-1939, 1  had 
the  opportunity  to  give  many  shots  of  Salvarsan  to  the  unfortu- 
nate people  who  came  down  with  syphilis.  Salvarsan  was  more 
commonly  known  as  arsphenamine  at  that  time,  and  we  medical 
students  composed  a  popular  song  by  that  name  sung  only  in  the 
confines  of  taverns. 

Salvarsan  was  synthesized  as  Compound  "606,"  not  "666," 
as  Dr.  Meymandi  wrote.  It  was  the  606th  compound  tested  and 
the  first  found  to  successfully  kill  spirochetes.  Later  on,  Ehrlich 
came  up  with  compound  "914,"  which  was  even  deadlier  for 
spirochetes,  but  "606"  was  used  more,  since  it  was  easier  to 
produce.  So  much  for  "606." 

Dr.  Meymandi's  remarks  about  his  mother  reminded  me  of 
my  older  brother.  At  84,  and  a  retired  philosophy  professor 
whose  career  spanned  50  years,  he  still  calls  me  weekly  from 
Boston  to  ask  me  what  book  I'm  reading! 

Abe  L.  Feuer,  MD,  FACS 
1006  Fairfield  Drive 
Gastonia,  NC  28054 

continued  next  page 
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Taking  a  Stand  on  Pain  Management 

To  the  Editor: 

Drs.  Grosshandler  and  Stratas  did  an  excellent  job  in 
raising  our  level  of  awareness  in  their  article,  "Opiates  for 
Chronic  Nonmalignant  Pain?"  in  the  Septeinber/OctoberyoMr- 
nal  (NC  Med  J  1996;57:288-90). 

During  his  tenure  as  North  Carolina  Medical  Board 
(NCMB)  president,  Dr.  Stratas  asked  for  a  "pain  policy."  We 
have  made  one,  with  the  aid  of  our  staff  (especially  Dale 
Breaden)  and  in  consultation  with  experts  in  the  field  of  pain 
management  (especially  David  Joranson,  and  Drs.  David 
Haddox,  June  Dahl,  and  Gerald  AronofO-  The  NCMB  adopted 
a  position  statement  on  the  "Management  of  Chronic  Nonma- 
lignant Pain"  on  September  13, 1996,  after  studying  this  issue 
for  two  years.  [An  abbreviated  version  appears  at  right. — 
Eds.]  The  American  Academy  of  Pain  Medicine  and  the 
American  Pain  Society  recently  developed  and  approved  a 
consensus  statement  on  "The  Use  of  Opioids  for  the  Treat- 
ment of  Chronic  Pain."  Our  statement  borrows  from  that 
document  and  from  the  pain  policies  of  several  other  state 
medical  boards  across  the  nation.  We  will  consult  these 
sources  again  for  our  educational  program. 

Accumulated  data  suggest  that  chronic  nonmalignant 
pain  is  often  undertreated  or,  at  best,  poorly  treated.  The  use 
of  opioids  is  only  one  facet  of  treatment,  yet  it  probably  ranks 
as  the  most  controversial.  Some  of  this  controversy  was  nicely 
outlined  in  the  paper  by  Drs.  Grosshandler  and  Stratas  and  it 
is  specifically  addressed  in  our  position  statement. 

Our  guidelines,  intentionally  kept  brief  in  the  policy 
statement,  parallel  and  complement  those  of  the  authors.  Our 
intent  is  to  foster  a  statewide  educational  program,  hopefully 
through  the  state's  Area  Health  Education  Centers  (AHECs), 
that  will  allow  physicians  to  learn  more  about  this  type  of  pain 
management.  To  help  develop  and  implement  this  program, 
we  hope  to  draw  on  the  skills  of  pain  management  specialists 
like  Dr.  Grosshandler  in  Chapel  Hill,  Dr.  Spanos  in  Raleigh, 
Dr.  Aronoff  in  Charlotte,  and  others.  If  possible,  we  would 
also  like  to  involve  the  North  Carolina  Medical  Society,  the 
Drug  Enforcement  Administration,  and  pharmacists  across 
our  state. 

The  Board  is  aware  of  the  risks  associated  with  the 
adoption  of  this  position  statement,  some  of  which  were 
suggested  in  the  Journal  paper.  We  are  also  concerned  about 
such  risks  as  diversion,  iatrogenic  problems,  and  misuse  or 
misinterpretation  of  the  statement  by  some  physicians.  We 
hope  to  minimize  those  risks  by  educating  and  distributing 
information  to  physicians  in  North  Carolina. 

We  feel  the  ultimate  beneficiaries  of  this  position  state- 
ment will  be  the  citizens  of  North  Carolina.  We  call  on  all 
North  Carolina  physicians  to  help  us  make  this  a  successful 
endeavor. 

Charles  E.  Trado,  MD,  Vice  President 

North  Carolina  Medical  Board 

P.O.  Box  20007,  1203  Front  St. 

Raleigh,  NC  27619 


A  Summary  of  the  NCMB  Position  Statement: 

Management  of  Chronic 
Nonmalignant  Pain 

Effective  pain  management  is  a  low  priority  for  our  health 
care  system.  Little  information  on  the  subject  is  integrated 
in  medical  education  and  clinical  practice.  In  addition,  few 
practitioners  are  specifically  trained  to  manage  pain,  and 
the  fear  of  legal  consequences — for  physician  and  pa- 
tient— exists  when  controlled  substances  are  used. 

Pain  can  be  categorized  as  acute,  cancer-related,  and 
chronic  nonmalignant.  Our  statement  focuses  on  chronic 
nonmalignant  pain  since  it  is  often  difficult  to  diagnose, 
intractable,  and  undertreated.  The  NCMB  recognizes  that 
many  strategies  exist  for  treating  this  type  of  pain.  Because 
such  pain  may  have  many  causes  and  perpetuating  fac- 
tors, treatment  varies  from  behavioral  and  rehabilitation 
approaches  to  the  use  of  a  number  of  medications,  includ- 
ing opioids.  Specialty  groups  point  out  that  most  chronic 
nonmalignant  pain  is  best  managed  using  a  number  of 
strategies  simultaneously.  Inadequate  pain  management 
is  not  uncommon,  however,  despite  the  availability  of  safe 
and  effective  treatments. 

Some  physicians  avoid  prescribing  controlled  sub- 
stances, such  as  opioids,  in  treating  chronic  nonmalignant 
pain.  These  physicians  should  not  abandon  their  reserva- 
tions about  using  opioids  in  such  situations.  However,  the 
Board  recognizes  that  opioids  can  be  an  appropriate  treat- 
ment for  chronic  pain. 

Effective  chronic  pain  management  should  consist  of: 
/  documenting  all  aspects  of  the  patient's  assessment 

and  care, 
/  taking  a  history  and  physical  examination,  including  a 

drug  and  pain  history, 
/  conducting  appropriate  studies, 
/  developing  a  working  diagnosis  and  treatment  plan, 
/  establishing  a  rationale  for  the  treatment  selected, 
/  educating  patients  and  ensuring  that  they  understand 

their  physician's  treatment  methods  and  goals, 
/  formulating  a  mandatory  follow-up  protocol, 
/  assessing  treatment  efficacy  regularly, 
/  consulting  with  specialists  in  pain  medicine  when  war- 
ranted, and 
/  using  a  multidisciplinary  approach,  when  indicated. 

The  Board  expects  physicians  using  controlled  sub- 
stances to  manage  chronic  pain  to  be  familiar  with  condi- 
tions such  as:  physical  dependence,  respiratory  depres- 
sion and  otherside  effects,  tolerance,  addiction,  and  pseudo- 
addiction.  Literature  is  abundant  on  these  topics  and  on  the 
effective  management  of  pain.  Physicians  should  regularly 
update  their  knowledge  in  these  areas. 

No  physician  need  fear  reprisals  from  the  Board  for 
appropriately  prescribing,  as  described  above,  even  large 
amounts  of  controlled  substances  indefinitely  for  chronic 
nonmalignant  pain.  Nothing  in  this  statement  should  be 
construed  as  advocating  the  imprudent  use  of  controlled 
substances. 
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Because  this  is  no  place 
for  a  doctor  to  operate. 


wm. 


J  Txifessional  J-^otection  Qxclusively  since  1899 

To  reach  your  local  office,  call  800-344-1899. 


THE      STATE      OF      OUR      HEALTH 


Conjoint  Report 

To  the  North  Carolina  Medical  Society  and  the 
North  Carolina  Commission  for  Health  Services 


Editor's note:Th\s  report  is  an  adaptation  of  State  Health 
Director  Dr.  Ronald  H.  Levine's  address  to  the  North 
Carolina  Medical  Society  during  its  Annual  Meeting  at 
Pinehurst  on  November  15,  1996. 


I  take  this  opportunity  to  present  a  summary  of  issues  central  to 
the  heahh  and  well-being  of  the  citizens  of  North  Carolina. 


Birth  Outcomes 

I  am  extremely  happy  to  report  that,  in  1995,  North  Carolina's 
infant  mortality  rate  declined  to  9.2  deaths  per  1,000  live 
births — the  lowest  rate  in  state  history,  and  a  26%  decline  from 
1988.  The  total  number  of  infant  deaths  in  the  state  dropped 
below  1,000  for  the  first  time  since  records  have  been  kept. 
Rates  for  both  white  and  nonwhite  infants  were  the  lowest  in 
state  history.  These  good  results  are  a  testimony  to  the  efforts  of 
thousands  of  people  across  our  state  who  are  working  to  reduce 
infant  morbidity  and  mortality. 

The  medical  community  has  played  a  key  role  in  improving 
birth  outcomes.  Efforts  to  provide  more  accessible  care  are 
reflected  in  the  higher  percentage  of  women  who  initiated 
prenatal  care  in  the  first  trimester  of  pregnancy .  The  percentage 
of  women  who  smoke  during  pregnancy  fell,  suggesting  that  the 
effort  of  providers  to  promote  healthy  behaviors  is  making  a 
difference.  More  widespread  use  of  effective  treatments,  such 
as  corticosteroids  and  surfactant,  improved  the  survival  of 
severely  preterm  infants. 

Although  the  trends  are  most  encouraging,  we  must  not 
lose  sight  of  the  fact  that  North  Carolina's  infant  mortality  rate 
is  still  well  above  the  national  average,  and  the  rate  for  minority 
infants  is  twice  as  high  as  that  of  white  infants.  The  rates  of  low 
and  very  low  birth  weights  continue  to  be  unacceptably  high, 
particularly  among  minorities,  indicating  our  relatively  minor 
successes  in  coping  with  the  fundamental  problem  of  preterm 
birth.  Much  more  to  do  here. 


Child  and  Adolescent  Health 

Again  on  the  positive  side,  our  child  fatality  rate  dropped  to  89 
deaths  per  100,000  children,  a  9%  reduction  from  the  previous 
year,  and  a  26%  reduction  since  1988.  The  number  of  deaths 
declined  in  all  age  categories  except  1 6-  to  1 7-year-olds,  where 
motor  vehicle-related  deaths  continue  to  rise.  I  am  encouraged 
that  local  child  fatality  prevention  teams  are  now  active  in  each 
county.  These  teams  review  the  deaths  of  resident  children  and 
seek  to  develop  ways  to  prevent  further  such  deaths.  I  encourage 
physicians  to  participate  on  the  teams  in  their  communities. 

We  are  working  hard  to  help  adolescents  gain  access  to 
preventive  health  care  services  through  the  development  and 
use  of  school-based  and  school-linked  adolescent  health  cen- 
ters. I  am  pleased  to  report  that  a  network  of  more  than  30  such 
centers  is  now  in  place.  We  recently  received  grants  from  the 
Robert  Wood  Johnson  Foundation  and  the  Duke  Endowment  to 
enhance  and  expand  this  initiative.  Both  foundations  based 
their  awards  in  part  on  the  support  of  these  centers  by  practicing 
physicians,  and  for  this  we  are  extremely  grateful. 

One  effort  that  I  am  quite  excited  about  is  the  "Healthy 
Child  Care"  campaign — a  collaborative  effort  of  our  Depart- 
ment, the  Department  of  Human  Resources  and  the  North 
Carolina  Pediatric  Society  aimed  at  enhancing  linkages  be- 
tween health  care  providers  and  child  day  care  providers  to 
assure  healthier  and  safer  child  care  environments.  Campaign 
components  include  the  recruitment  of  physicians  to  act  as 
consultants  to  child  care  centers;  the  development  of  programs 
to  educate  both  physicians  and  child  care  operators  about  health 
and  safety  issues;  the  initiation  of  a  hotline  to  respond  to 
providers'  questions;  and  a  host  of  awareness  activities  to 
encourage  both  child  care  providers  and  parents  to  model 
preventive  health  behaviors  for  children. 


The  Rabies  Epidemic 

I  am  sorry  to  report  that  58  of  our  100  counties  have  now  been 
visited  by  the  current  rabies  epidemic.  The  number  of  animal 
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cases  has  more  than  doubled  each  year  since  1990.  Wild 
animals  account  for  the  vast  majority  of  cases,  but  rabies  has 
occurred  in  cats,  dogs,  horses,  and  cattle.  We  even  had  a  rabid 
rabbit  in  Harnett  County,  a  very  rare  event. 

Our  staff  is  engaged  in  multiple  educational  efforts  about 
rabies,  including  education  for  medical  professionals  through 
the  AHEC  system.  Consultants  are  available  in  the  Department 
to  respond  to  questions;  we  have  produced  a  booklet  titled 
"Management  of  Animal  Bites."  Call  919/733-3410  durmg 
working  hours  or  733-3419  after  hours,  on  holidays  or  week- 
ends, for  consultation  or  to  request  a  copy  of  the  booklet. 


AIDS  and  HIV  in  North  Carolina 

More  than  6,700  people  have  developed  the  acquired  immuno- 
deficiency syndrome  (AIDS)  in  North  Carolina  since  1983, 
when  the  disease  was  made  reportable  in  our  state.  Since  1989, 
and  every  year  thereafter,  more  AIDS  cases  have  been  reported 
among  African  Americans  than  among  whites.  The  cumulative 
total  of  AIDS  cases  reported  through  the  end  of  September, 
1996,  shows  that  61%  are  African  American,  2%  are  Hispanic, 
and  1%  are  American  Indian. 

Dealing  with  Human  Immunodeficiency  Virus  (HIV)  in- 
fection of  pregnant  women  and  interruption  of  transmission  of 
the  virus  to  their  babies  is  an  area  where  the  health  care  system 
must  be  more  proactive.  The  most  recent  Survey  of  Childb ear- 
ing Women  indicates  that,  in  1994,  three  of  every  2,000  women 
who  gave  birth  in  North  Carolina  was  HIV-positive;  among 
African- American  women,  the  figure  was  10  of  every  2,000.  In 
some  counties  the  prevalence  of  HIV  exceeded  one  per  hundred 
African- American  women  giving  birth.  This  distressing  knowl- 
edge, in  combination  with  the  demonstrated  success  of 
zidovudine  (AZT)  treatment  in  reducing  transmission  of  HIV 
from  mother  to  fetus,  prompted  our  Health  Commission  to  pass 
a  rule  requiring  HFV  counseling,  and  strongly  encouraging  HIV 
testing  as  a  part  of  routine  prenatal  care  for  all  women.  This  is 
an  area  where  the  medical  community  can  tremendously  help 
the  state's  prevention  efforts. 


The  State  of  the  Public  Health  System 

I  close  by  sharing  several  concerns  regarding  the  continued 
vitality  of  your  public  health  system.  I  consider  the  system  to  be 
facing  very  substantial  challenges,  including  the  following: 

1 .  Our  much-beloved  North  Carolina  tradition  of  home  rule 
and  local  autonomy  has  led  to  an  unacceptably  great  range  of 
scope  and  quality  of  public  health  programs  and  services. 
Recognizing  that  the  state  has  no  authority  to  compel  our 
smallest  counties  to  join  together  in  multicounty  districts  (al- 
though that  arrangement  has  proven  to  be  highly  effective), 
county  commissioners  all  too  often  maintain  very  small  health 
departments.  These  depend  on  a  small  tax  base,  pay  low 
salaries,  face  overwhelming  problems  in  recruiting  and  retain- 


ing qualified  staff,  and  are  often  unable  to  attract  key  health 
professionals  such  as  nutritionists,  health  educators,  and  envi- 
ronmental health  specialists.  Rather  than  supporting  the  obvi- 
ous answer  to  this  dilemma  (grouping  counties  together  into 
fewer  but  vastly  stronger  administrative  units)  local  elected 
officials  instead  opt  to  combine  weak  county  health  programs 
with  weak  county  welfare  programs,  a  recipe  sure  to  produce 
weak  so-called  "human  service"  programs,  the  abolition  of 
professional  oversight  Boards,  and  the  transfer  of  critical,  often 
sensitive  health  decisions  away  from  public  health  profession- 
als into  the  hands  of  county  managers. 

2.  Our  seriously  fragmented  state  health  structure  tends  to 
separate  the  state  public  health  agency  from  its  natural  partners 
(Medicaid,  Rural  Health,  Health  Facility  Licensure,  HMO 
regulation,  and  so  on).  As  a  result  it  cannot  bring  to  bear  upon 
state  health  policy-making  its  experUse  in  disease  prevention  or 
its  ability  to  advocate  the  use  of  health  outcomes  and  health 
status  as  critical  elements  of  health  system  reform. 

3.  Many  of  us  have  envisioned  a  system  that  provides 
universal  access  to  high  quality,  cost-effective  health  care — 
with  hands-on  clinical  care  being  provided  mainly  by  the 
private  sector.  This  would  allow  public  health  professionals  to 
concentrate  on  their  core  mission  of  prevention  and  health 
promotion  through  communicable  disease  control,  environ- 
mental health,  community  health  assessment,  and  community 
health  education  activities.  Alas,  that  vision  has  dimmed,  if  not 
vanished,  leaving  ever  larger  numbers  of  uninsured  and 
underinsured  citizens  who  look  to  the  emergency  room  and  the 
local  health  department  (considered  by  many  to  be  the  residual 
guarantor  of  care)  as  their  only  options  for  health  care  services. 

Does  the  public  health  system  have  the  resources  to  serve 
those  who  have  no  funds  and  no  third-party  payor?  Can  they 
cost-shift  as  they  have  in  the  past,  using  a  portion  of  their 
Medicaid  receipts  to  cover  such  care  (as  well  as  a  sizeable 
portion  of  their  population-based  services)?  No,  not  at  all! 
Because  Medicaid  patients  are  being  redirected  into  managed 
care  plans,  depriving  local  health  departments  of  a  key  source 
of  financial  support.  Still  unresolved  are  questions  about  how 
well  patients  like  difficult-to-serve  Medicaid  moms  and  their 
babies  will  fare  in  the  traditional  HMO. 

All  is  not  gloom  and  doom,  however.  We  have  several 
examples  (including  Cleveland  and  Buncombe  counties)  of 
instances  in  which  practicing  physicians,  hospitals,  and  a  strong 
local  health  department  have  come  together  to  develop  an 
integrated  system  of  care,  each  partner  doing  what  it  does  best 
and  each  respecting  the  contributions  of  the  others.  I  believe  this 
cooperative  approach  is  the  best  answer  to  the  questions  of 
quality,  access,  cost,  and  health  status.  It  returns  to  health 
professionals  themselves  the  responsibility  to  design,  imple- 
ment and  evaluate  the  health  care  system  of  the  21st  century. 

The  doctors  of  North  Carolina  can  help  us  today,  as  they 
have  in  the  past,  to  preserve  and  strengthen  our  public  health 
system  at  both  state  and  local  levels.  This  will  allow  us  to 
condnue  to  be  a  reliable,  credible,  respected  partner  as  together 
we  tackle  the  daunting  health  care  challenges  ahead.     Q 
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DIMENSIONS      OF      DOCTORING 


Medicine  As  a  Mission 


Dan  G.  Blazer,  MD,  PhD 


Editor's  note:  Dr.  Blazer  delivered  this  address  to  graduating  medical  students  at  the  Hippocratic  Oath  Ceremony,  Duke 
University  School  of  Medicine,  May  10,  1996. 


"Give  no  drugs  and  perform  no  operation  for  a 
criminal  purpose" 

In  a  few  moments  each  of  you  will  repeat  this  phrase  modified 
from  the  Hippocratic  Oath.  I  suggest  that  these  words  have 
taken  on  a  very  different  meaning  in  1996  than  they  had  2,500 
years  ago.  The  literal  translation  reads  "I  will  give  no  deadly 
medicine  to  any  one  if  asked,  nor  suggest  any  such  counsel;  in 
like  manner,  I  will  not  give  to  a  woman  a  pessary  to  produce  an 
abortion."'  We  have  changed  the  words  to  make  them  relevant 
to  20th-century  medicine,  but  I  do  not  believe  we  have  changed 
the  intention  of  Hippocrates  (or  the  Hippocratic  physicians). 
These  ancient  physicians  were,  I  believe,  less  concerned  with 
the  ethics  of  a  particular  medical  procedure  than  with  the 
potential  to  abuse  power  which  resides  in  the  role  of  the 
physician.  Other  portions  of  the  Hippocratic  writings  recognize 
this  authority  and  power: 

Life  is  short,  and  art  is  long;  the  crises  fleeting; 
experience  perilous,  and  decision  difficult.  The  physi- 
cian must  not  only  be  prepared  to  do  what  is  right 
himself  but  also  to  make  the  patient,  the  attendants 
and  externals  cooperate} 

Hippocratic  physicians  had  significant  authority  and  re- 
sponsibility over  all  the  persons  involved  in  the  healing  arts.  I 
find  it  especially  interesting  that  the  Hippocratic  physicians 
believed  the  physician  must  "be  prepared"  to  make  "the  patient 
do  right"  and  "the  externals  cooperate."  In  another  place, 
however,  we  read: 

Medicine  is  of  all  the  arts  the  most  noble;  but,  only  to 
the  ignorance  of  those  who  practice  it. ..it  is  at  present 
far  behind  all  the  other  arts.  Their  mistake  appears  to 
me  to  arise  principally  from  this,  that  in  the  cities  there 
is  no  punishment  connected  with  the  practice  of  medi- 


cine (and  with  it  alone)  except  disgrace,  and  that  does 

not  hurt  those  who  are  familiar  with  it.^ 

During  Hippocrates'  time,  there  was  little  control  over  the 
practice  of  medicine.  Two  major  forces  influenced  health  care 
during  this  period — the  profession  of  medicine  (that  is  doctors) 
and  religion.  But  Greek  religion  was  in  turmoil  with  the  emer- 
gence of  secular  philosophy,  and  the  shrines  were  losing  their 
influence.  Therefore  secular  medicine  was  the  dominant  force. 
Hippocrates  did  not  want  that  dominance  destroyed.  He  be- 
lieved in  the  value  of  medical  science  unencumbered  by  reli- 
gious superstitions.  Yet  he  feared  that,  if  physicians  gained  too 
much  power,  they  would  neglect  the  responsibilities  that  ac- 
company the  healing  arts.  A  concern  for  the  proper  use  of  power 
in  the  practice  of  medicine  pervades  the  Hippocratic  writings. 

The  power  of  physicians  has  waxed  and  waned  since  the 
era  of  ancient  Greece,  but  during  the  19th  century  physicians 
again  became  the  dominant  force  in  health  care.  Hospitals  were 
places  where  persons  were  taken  "to  die";  most  health  care  was 
provided  by  doctors  in  the  homes  of  patients.  Doctors  were 
reimbursed  directly  by  patients  for  the  service. 

During  the  20th  century,  two  new  forces  began  to  exert  a 
major  influence  on  health  care:  hospitals  and  health  care  insur- 
ers. As  we  near  the  end  of  the  century  they  have  become  the 
dominant  players  in  the  delivery  of  health  care  in  this  country. 
Indeed,  it  is  sometimes  difficult  now  to  distinguish  hospitals 
from  insurance  companies.  For  example,  Columbia-HCA  (a 
company  that  originally  managed  hospitals)  is  negotiating  the 
purchase  of  Blue  Cross/Blue  Shield  of  Ohio.  Insurance  compa- 
nies have  evolved  into  managed  care  companies  and  health 
maintenance  organizations  (like  Kaiser  Permanente)  that  buy 
hospitals.  What  has  happened  to  physicians  while  these  changes 
have  been  occurring? 

Physicians,  as  a  voice  in  health  care,  have  faded  to  the 
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background.  Does  this  mean  that  the  changes  in  our  health  care 
system  are  necessarily  bad?  Do  physicians  necessarily  need  to 
be  "in  control"?  Few  of  us  would  say  yes.  Yet  most  physicians, 
perhaps  for  the  first  time  in  history,  are  trying  to  find  their  role 
in  the  delivery  of  health  care.  Why  are  we  undergoing  this 
identity  crisis? 

Not  because  of  advances  in  technology.  Physicians  today 
have  more  tools  available  to  them  (and  to  them  alone)  than  at 
any  time  in  history.  As  a  psychiatrist,  I  can  do  more  today  to 
treat  psychiatric  disorders  than  ever  before  in  the  history  of 
humankind.  The  findings  of  molecular  genetics  have  put  us  on 
the  verge  of  truly  remarkable  therapeutic  breakthroughs.  Major 
new  discoveries  are  reported  weekly. 

Not  because  physicians  are  not  as  bright,  independent,  or 
energetic  as  they  were  in  the  past.  It  is  almost  trite  to  say  that 
medicine  attracts  the  best  and  the  brightest.  One  would  search 
far  and  wide  (and  unsuccessfully)  to  find  a  profession  with  more 
talent,  energy,  and  integrity  than  medicine.  Knowing  my  col- 
leagues and  knowing  our  students,  I  believe  that  the  young 
generation  is  just  as  independent,  perhaps  more  so,  than  my  own 
was  when  I  entered  the  profession. 

Not  because  external  factors  render  physicians  impotent.  I 
hear  much  talk  about  "the  system,"  but  there  have  been  systems 
throughout  history.  Systems  are  shaped  by  people  with  inge- 
nious ideas  and  the  energy  and  will  to  see  those  ideas  through 
to  reality.  Only  passive  people  are  shaped  by  "the  system." 

Not  because  patients  take  responsibility  for  their  own 
health.  Persons,  especially  in  modern  Western  society,  are  more 
informed  today  about  their  health  than  in  the  past.  And  they  are 
taking  increased  responsibility  for  their  health.  Nevertheless, 
the  gap  between  what  doctors  know  and  what  the  woman  or  man 
in  the  street  knows  is  widening,  not  narrowing.  Patients  need 
guidance  and  consultation  from  their  physicians  more  today 
than  perhaps  at  any  time  in  the  past.  Despite  recommendations 
for  self-examination  for  breast  and  skin  cancer,  despite  blood 
pressure  monitors  in  grocery  stores,  despite  a  plethora  of  dietary 
supplements  and  potent  drugs  now  available  in  nonprescription 
form,  the  doctor  is  more  essential  to  health  care  today  than  at 
any  time  in  history. 

In  my  opinion,  the  problems  we  confront  at  the  end  of  the 
20th  century  lie  in  the  attitudes  of  physicians  themselves. 
Hippocrates  was  concerned  about  the  abuse  of  power  by  the 
physician;  I  am  concerned  with  the  impotence  and  passivity  of 
the  medical  profession.  We  have  become  complacent. 

Eugene  Stead,  the  doctor's  doctor  of  Duke  University 
Medical  Center  said  years  ago,  "What  this  patient  needs  is  a 
doctor.""  I  believe  what  this  society  needs  is  for  doctors  to  stand 
up  and  be  doctors!  Doctors  must  recognize  their  ability  to 
influence — their  power,  if  you  will.  They  must  use  that  influ- 
ence and  power  constructively  to  shape  rather  than  be  shaped  by 
the  forces  that  dominate  health  care  today.  Don't  mistake  me. 
When  I  say  that  physicians  must  be  motivated  to  shape  the 
system,  I  do  not  mean  that  they  must  be  motivated  to  break  the 
system.  Medicine  has  changed.  It  will  never  be  the  same.  The 
new  health  care  system  is  a  reality  that  will  not  disappear, 


although  it  will  evolve.  But  we,  physicians,  can  force  managed 
care  organizations  to  deliver  optimal  health  care  for  our  pa- 
tients. 

How  can  you  and  I  do  this?  How  can  we  make  certain  that 
we,  to  rephrase  the  Hippocratic  statement,  "Assure  that  we  can 
give  those  drugs  and  perform  those  operations  which  benefit 
our  patients"?  Let  me  suggest  two  related  attitudes  which  will 
ensure  that  we  have  our  say  in  the  arena  of  health  care  for  the 
benefit  of  our  patients: 

1)  We  must  view  ourselves  not  only  as  professionals,  but  as 
missionaries.  I  worked  as  a  medical  missionary  in  Africa  for 
two  years  and  I  can  tell  you  that  the  attitude  of  a  missionary  is 
more  focused  than  that  of  a  professional.  Missionaries,  after  all, 
have  a  mission,  a  role  underlined  by  a  sense  of  moral  obligation. 
Now,  I  do  believe  that  we  have  moral  obligations  when  we 
practice  medicine.  This  has  not  been  better  stated  than  in  the 
"Patient-Physician  Covenant"  published  in  theyo«r«a/o//4men- 
can  Medical  Association: 

Medicine  is,  at  its  center,  a  moral  enterprise  grounded 
in  a  covenant  of  trust... .[Physicians]  are  both  intellec- 
tually and  morally  obliged  to  act  as  advocates  for  the 
sick  wherever  their  welfare  is  threatened  and  for  their 
health  at  all  times. ...These  traits  mark  physicians  as 
members  of  a  moral  community  dedicated  to  some- 
thing other  than  its  own  self-interest.  ...Only  by  caring 
and  advocating  for  the  patient  can  the  integrity  of  our 
profession  be  affirmed.  Thus  we  honor  our  covenant  of 
trust  with  patients.^ 

2)  We  physicians  must  take  risks.  The  book.  Becoming  Doc- 
tors, includes  an  essay  by  Ernest  Castro  Lee  of  the  University 
of  Texas  (Class  of  1994)  titled,  "I'll  Light  a  Candle  Before  I 
Curse  the  Dark."  In  it  he  discusses  his  experience  while  a 
medical  student  visiting  his  native  homeland,  the  Philippines. 
"It  was  there  where  I  rediscovered  my  dreams  of  'saving  the 
world,'  or  at  least,  'saving  my  Philippines.'"  Mr.  Lee  saw 
hunger,  poverty,  and  desperation  as  he  visited  medical  mission- 
ary sites.  He  responded, 

//  is  my  vision  to  return  to  my  homeland  on  medical 
missions  every  summer  to  perform  free  surgery  for  the 
poor.  I  plan  to  move  there  permanently  and  to  help 
offset  the  'brain  drain '  by  teaching  all  that  I  have 
learned  in  the  United  States  to  high  school,  college, 
and  medical  students. ...Many  who  hear  of  my  plans 
discourage  me,  telling  me  lam  too  idealistic.  This  only 
serves  to  strengthen  my  resolve  to  return  home.  But  the 
majority  of  people  feel  that  the  situation  in  the  Philip- 
pines is  hopeless  and  thus  do  nothing  to  help  the 
Filipinos,  all  the  more  reason  for  the  few  who  are  still 
able  to  dream  for  a  better  Philippines  to  return  and 
inspire  the  hopeless.  If  only  one  innocent  child  is 
spared  a  terrible  disease  by  my  medical  practice  or 
teachings,  then  my  goal  to  make  a  difference  in  my 
homeland  will  be  accomplished.^ 
I,  a  middle-aged  academic  physician,  find  this  statement  a  bit 
idealistic,  perhaps  even  naive.  But  I  hope  Dr.  Lee  proves  me 
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wrong.  We  need  people  in  our  profession  who  strongly  believe 
in  their  mission,  who  dare  to  dream  to  the  point  that  they  defy 
odds,  they  take  risks.  Many  will  fail,  perhaps  return  discour- 
aged, but  some  will  succeed. 

In  the  aftermath  of  the  Korean  War  where  he  had  served  as 
a  Navy  doctor,  Tom  Dooley,  MD,  returned  often  to  Southeast 
Asia.  For  most  of  his  short  life  (he  died  at  age  34)  he  served  the 
needs  of  that  impoverished,  war-torn  area.  He  wrote  three 
books  during  the  1950s  about  his  experiences,  including  De- 
liver Us  From  Evil.''  Dr.  Dooley's  books  not  only  encouraged 
me  to  be  a  doctor,  they  encouraged  me  to  be  a  medical  mission- 
ary. Dr.  Dooley's  favorite  poem  was  "Stopping  By  Woods  on 
a  Snowy  Evening"  by  Robert  Frost.  The  final  verse  reads: 


The  woods  are  lovely,  dark  and  deep 

But  I  have  promises  to  keep 

And  miles  to  go  before  I  sleep 

And  miles  to  go  before  I  sleep. 

I  no  longer  serve  as  a  medical  missionary  in  Africa,  but  I 
view  my  role  as  a  doctor  today  as  much  a  mission  as  I  did  then. 
I  hope  you  will  do  the  same.  Because  of  your  talent,  your 
education,  and  your  choice  of  profession,  you  have  promises  to 
keep.  As  you  take  the  Oath,  I  ask  that  you  not  only  celebrate 
your  entrance  into  the  profession  of  medicine,  but  recognize 
your  power  and  your  responsibility.  I  also  ask  that,  at  some  level 
and  in  some  way,  each  of  you  take  upon  yourself  a  mission. 
Medicine,  frankly,  is  just  more  fun  when  you  have  a  mission.     Q 
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DIMENSIONS      OF      DOCTORING 


Patient-Centered  Care 

A  Collaborative  Approach 


Howard  J.  Eisenson,  MD 


Editor's  note:  This  paper  was  presented  in  March  1995,  at  the  Randolph  County  Public  Library  in  Asheboro,  as  one  of  the 
Jared  Haft  Goldstein  Memorial  Lectures.  Dr.  Goldstein,  a  family  physician  and  founder  of  the  Randleman  Family  Health 
Center,  died  in  1991  after  a  brief  illness.  He  was  39. 

Dr.  Goldstein  was  a  dedicated  physician  who  cared  deeply  about  his  patients  and  his  community.  His  academic  interests 
were  broad,  and  he  published  several  papers  on  the  importance  of  a  human  connection  between  doctor  and  patient.  Family 
and  friends  established  the  Goldstein  Lectures  to  further  the  exploration  of  the  role  of  humanities  in  medicine.  The  Lectures 
fund  is  administered  by  Duke's  Department  of  Community  and  Family  Medicine. 


In  this  talk  I  will  describe  the  challenges  of  providing  compre- 
hensive medical  care  which  attends  to  the  "whole  patient" — to 
that  individual  whose  health  and  well-being  are  determined  by 
so  much  more  than  biological  processes — by  social,  emotional, 
psychological,  spiritual,  and  family  factors  that  inform  who  all 
of  us  are,  how  illness  affects  us,  and  how  we  respond  to 
treatment.  I  will  refer  to  this  as  patient-centered  care.  Second, 
I  will  discuss  a  model  for  collaboration  between  mental  health 
practitioners  and  medical  practitioners,  designed  to  enhance 
our  ability  to  provide  patient-centered  care,  especially  for  our 
most  challenging  cases.  I  will  illustrate  this  collaborative  ap- 
proach with  a  case  from  my  own  practice. 


Why  Patient-Centered  Care? 

Even  those  who  have  practiced  medicine  for  only  a  short  time 
know  that  medication  prescriptions  or  surgical  interventions 
are  often  insufficient  to  achieve  improved  well-being  for  our 
patients.  Indeed  for  many  of  them,  especially  those  with  chronic 
or  incurable  conditions  and  conditions  with  underlying  psycho- 
logical, social,  and  emotional  causes,  the  key  to  feeling  better 
and  functioning  better,  seems  to  reside  in  changed  perceptions, 
attitudes,  or  behaviors. 

Through  the  years,  many  of  the  most  esteemed  medical 
practitioners  and  teachers  have  advised  that  to  accomplish  the 

Dr.  Eisenson  is  a  physician  with  Lakewood  South  Family  Prac- 
tice, PA,  3713  University  Drive,  Suite  B,  Durham  27707,  and 
Assistant  Consulting  Professor,  Duke  Family  Medicine  Center. 


best  results,  with  the  most  patients,  it  is  important  that  we 
understand  and  attend  to  the  "whole  patient."  Dr.  Francis 
Peabody  is  often  quoted  for  his  observation  that  "one  of  the 
essential  qualities  of  the  clinician  is  interest  in  humanity,  for  the 
secret  of  the  care  of  the  patient  is  in  caring  for  the  patient."'  The 
man  we  have  gathered  to  honor.  Dr.  Jared  Goldstein,  knew  well 
the  importance  of  connecting  with  his  patients  on  a  human 
level.  He  and  others  have  written  eloquently  about  the  successes 
possible  when  physicians  move  beyond  a  strictly  biomedical 
model  for  explaining  and  treating  illness.' 

Patients  too  have  told  us  how  important  it  is  to  them  for 
their  physicians  to  learn  about  them  as  people,  and  having 
understood  better  who  they  are,  to  care  for  them,  to  respect 
them,  and  to  treat  them  as  partners  in  the  search  for  better  health. 
Norman  Cousins,  drawing  on  his  own  experiences  as  a  patient, 
tells  us  that  "the  patient-physician  relationship  is  a  powerful, 
sometimes  mysterious,  frequently  healing  interaction  between 
human  beings. ..at  the  core  of  this  interaction  is 
communication. .  .the  right  words  can  potentiate  a  patient,  mo- 
bilize the  will  to  live,  and  set  the  stage  for  heroic  response.  The 
wrong  words  can  produce  despair  and  defeat  or  impair  the 
usefulness  of  whatever  treatment  is  prescribed."'  Research  on 
patient  satisfaction  demonstrates  the  importance  to  patients  of 
a  physician  who  will  take  the  time  to  listen  to  them,  to  elicit  their 
concerns  in  a  friendly,  empathic,  and  nonjudgmental  fashion, 
and  who  will  try  to  get  to  know  them  as  people.'* 

Despite  these  awarenesses  and  attitudes  on  the  part  of 
patient  and  physician  alike,  all  too  often  there  is  insufficient 
attention  to  the  whole  patient  in  modern  medical  practice. 
Commonly  physicians  know  relatively  little  about  their  pa- 
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tients — who  they  Uve  with;  what  their  upbringing  was  like;  how 
they  function  on  a  day-to-day  basis;  what  have  been  the  joys  and 
sorrows  in  their  lives;  what  are  their  hopes,  their  dreams,  their 
fears;  how  do  they  handle  pain  or  suffering.  Too  often  we 
physicians  behave  as  if  our  only  task  is  to  make  or  to  exclude  a 
"biomedical"  diagnosis,  to  select  the  appropriate  drug,  or  to 
recommend  the  appropriate  surgery.  Often  we  overlook  impor- 
tant psychiatric  diagnoses  or  evidence  of  such  dysfunction  as 
substance  abuse  or  family  violence.'''' 

Of  course  there  are  many  physicians  who  attempt  to 
provide  patient-centered  care.  However,  it  is  important  to 
recognize  that,  unfortunately,  there  are  many  obstacles  to 
practicing  medicine  this  way. 


Challenges  to  Patient-Centered  Care 

Medical  training  is  based  primarily  on  the  biomedical  model. 
Courses  in  anatomy,  microbiology,  biochemistry,  and  pathol- 
ogy are  accorded  much  more  curricular  time  than  doctor-patient 
communication,  or  medical  ethics.  This  priority  is  important. 
Modern  medicine  has  made  extraordinary  strides  thanks  to 
advances  in  our  understanding  of  medical  science.  It  is  neces- 
sary and  appropriate  that  the  scientific  bases  of  medicine  should 
be  given  major  emphasis  in  medical  school  curricula.  But  we 
have  also  learned  a  lot  about  the  importance  of  a  humanistic 
approach  to  medical  care,  about  the  relevance  of  a 
"biopsychosocial"  model  of  health  and  illness.'  Yet  relatively 
little  curricular  time  is  devoted  to  teaching  this.  Regardless  of 
the  time  allocated,  students  soon  learn  that  much  more  empha- 
sis is  placed  on  their  mastery  of  the  "hard"  sciences  than  of  the 
"soft"  ones.  Some  students  find  this  emphasis  on  scientific 
medicine  over  humanistic  medicine  to  be  demoralizing.  They 
become  confused  as  many  of  the  instincts  that  led  them  to  a 
career  in  medicine,  many  of  the  instincts  that  lead  them  to  try  to 
"connect"  with  patients  on  a  "human"  level,  they  are  taught  to 
see  as  inefficient,  or  counterproductive  to  the  important  work  of 
making  a  biomedical  diagnosis  and  implementing  an  efficient 
treatment  plan.  This  confusion  is  resolved  by  many  students 
losing  some  of  their  idealism  and  modifying  their  style  of 
interaction.  Some  leave  the  profession  or  select  areas  of  special- 
ization where  patient  contact  is  minimal.  Fortunately,  some 
find  the  strength  to  endure  an  uncomfortable  experience  yet 
come  out  on  the  other  end  with  their  caring  intact. 

With  the  rigors  of  medical  school  and  residency  training 
behind  us,  we  still  find  it  difficult  to  practice  patient-centered 
medicine.  Medical  practice  is  typically  organized  so  that  as 
many  patients  as  possible  are  seen  as  quickly  as  possible.  The 
doctor's  time  is  expensive  and,  accordingly,  is  allocated  spar- 
ingly. Support  pers'onnel  are  used  to  reduce  unnecessary  con- 
tact between  doctor  and  patient.  The  doctor  uses  several  exam 
rooms  at  a  time,  so  he  or  she  can  move  quickly  from  one  to  the 
other  while  patients  are  dressing  or  undressing.  Schedules  are 
kept  full,  and  usually  "overbooked"  so  that  no  gaps  are  created 
by  the  occurrence  of  "no-shows."  Typically,  there  is  little  if  any 


time  built  in  for  handling  phone  calls — from  patients,  or  from 
other  caregivers — so  interruptions  are  frequent.  The  atmo- 
sphere is  busy  and  often  hectic.  This  doesn't  seem  to  be  getting 
better  with  time. 

Limited  patient  contact  time  is  only  one  of  the  obstacles  to 
physicians  getting  to  know  their  patients.  Fewer  and  fewer 
physicians  today  are  in  solo  or  small  group  practices.  Most  are 
in  ever  larger  group  settings."  In  these  settings,  and  especially 
with  the  impetus  to  keep  schedules  full,  it  is  difficult  for  patients 
to  consistently  see  the  same  doctor.  Doctors  may  be  less 
invested  in  getting  to  know  their  patients  well  because  contact 
will  be  inconsistent.  In  addition,  ours  is  an  increasingly  mobile 
society.  Not  only  do  patients  change  doctors  because  they  (or 
the  doctor)  are  moving,  but  many  patients,  even  long  estab- 
lished ones,  leave  their  doctors  because  of  changes  in  their 
health  insurance  options.  In  managed  care  settings  where  medi- 
cal care  providers  are  paid  in  advance  (capitated)  for  each 
patient  on  the  plan,  incentives  exist  to  keep  each  patient's 
utilization  of  care  low,  i.e.  not  only  to  keep  visits  brief,  but  to 
keep  patients  out  of  the  office  as  much  as  possible. 

In  addition  to  demographic  and  practice  organization  fac- 
tors, physician  attitudes  tend  to  interfere  with  doctors  knowing 
their  patients  well  and  attending  to  their  psychosocial  as  well  as 
physiological  needs.  Many  physicians  feel  that  they  lack  the 
time  "to  open  Pandora's  box"  and  explore  their  patients'  psy- 
chosocial concerns.  Often  they  feel  that  they  lack  the  training  to 
address  the  issues  that  may  surface. **  Additionally,  physicians 
may  be  uncomfortable  dealing  not  only  with  their  patients' 
emotions  but  also  with  their  own,  around  personal  and  distress- 
ing issues.  Probably  some  physicians  avoid  exploration  of  their 
patients'  psychosocial  concerns  because  of  worries  about 
"boundaries"  issues;  about  becoming  too  involved  with  their 
patients  or  of  promoting  in  their  patients  a  dependency  on  them. 

Many  physicians  may  feel  that  while  a  patient-centered 
approach  to  care  has  theoretical  importance,  in  practice  its 
benefits  are  elusive.  Although  they  understand  the  importance 
of  not  missing  a  biomedical  diagnosis,  it  seems  generally  to  be 
acceptable  to  fail  to  recognize,  or  to  be  imprecise  about  a 
psychosocial  diagnosis.  Often  physicians  (and  even  patients!) 
seem  to  have  the  attitude  that  suffering  as  a  consequence  of 
physical  illness  is  more  legitimate  than  suffering  as  a  result  of 
psychosocial  factors. 

Some  primary  care  physicians  feel  that  exploration  of  their 
patients'  psychosocial  concerns  is  not  their  responsibility,  and 
is  better  left  to  mental  health  experts,  yet  many  do  acknowledge 
the  importance  of  attending  to  these  concerns,  at  least  on  a  basic 
level.  These  physicians  will  attempt  to  learn  about  their  patient '  s 
social  "context"  by  asking  routine  questions  about  family  and 
work  environments.  However,  even  physicians  sympathetic  to 
this  view  may  not  practice  what  they  preach.  In  a  small  study 
last  year  in  our  own  residency  program's  family  practice  center 
we  learned  that  of  100  new  patients  presenting  for  a  complete 
health  assessment,  only  a  small  fraction  had  even  basic  data 
collected  by  the  physician  regarding  the  patients'  family- 
marital  status,  whether  they  had  any  children,  who  lived  in  the 
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household,  etc.  Other  studies  have  demonstrated  that  even 
when  family  context  is  addressed,  it  is  usually  in  terms  of 
inquiry  about  the  medical  history  of  family  members;  seldom  is 
there  discussion  about  the  opinions,  expectations,  or  feelings  of 
family  members.'" 

Patient  attitudes  also  play  a  role  in  determining  the  extent 
of  physician  attention  to  their  psychosocial  concerns.  Many 
patients  are  reluctant  to  hear  that  there  may  be  an  emotional  or 
psychological  component  to  their  difficulties.  Even  when  they 
acknowledge  significant  psychological  trauma,  as  with  victims 
of  sexual  abuse,  they  may  resist  discussing  this.  Commonly 
patients  will  not  accept  referrals  for  mental  health  services. 

There  are  many  potential  adverse  consequences  when 
doctors  are  unwilling  or  unable  to  explore  psychosocial  issues 
with  their  patients.  Important  diagnoses  may  be  missed.  This 
often  results  in  inappropriate  treatment,  often  with  multiple 
medications  that  fail  to  alleviate  the  patient's  suffering.  Simi- 
larly, when  diagnosis  proves  difficult  physicians  may  obtain 
multiple  laboratory  and  radiologic  studies  unnecessarily.  These 
carry  the  burden  of  unnecessary  costs  and  discomfort,  and 
sometimes  yield  abnormal  but  irrelevant  findings  which  them- 
selves generate  more  unnecessary  studies.  Difficult-to-diag- 
nose  or  difficult-to-treat  patients  may  also  be  subjected  to 
unnecessary  referrals.  Doctors  suffer  too  when  diagnosis  is 
elusive  and  treatment  unsuccessful.  They  may  be  subject  to 
"burnout"  when  they  struggle  with  too  many  such  patients. 


Collaboration  as  a  Means  to 
Providing  Patient-Centered  Care 

Given  the  difficulties  in  attending  to  patients'  psychosocial 
needs,  it  is  not  surprising  that  caregivers  are  looking  for  new 
approaches.  One  such  approach  is  "collaborative  care,"  which 
has  been  described  as  a  team  effort  between  "biologically 
oriented"  and  "psychosocially  oriented"  professionals."  This 
model  accords  equal  importance  to  the  mind  and  the  body — the 
psychological  and  the  biological — in  diagnosis  and  treatment. 
In  addition,  it  emphasizes  consideration  of  the  patient's  social 
milieu,  especially  the  family,  in  gaining  an  accurate  under- 
standing of  problems  and  in  designing  a  treatment  strategy  that 
makes  the  best  use  of  available  resources.  The  model  facilitates 
integration,  on  behalf  of  the  patient,  of  the  different,  but 
complementary  expertise  and  perspectives  of  the  "biologi- 
cally" and  "psychosocially"  oriented  caregivers.  Perhaps  the 
best  way  to  illustrate  some  of  the  advantages  of  this  model  is  to 
describe  a  case  from  my  own  practice. 

For  several  years  I  had  been  seeing  a  patient  I  will  call  Mrs. 
G,  a  57-year-old  married  woman  whom  I  found  increasingly 
frustrating  to  deal  with.  She  suffered  from  a  variety  of  chronic 
pains  and  also  from  illnesses  including  severe  ulcer  disease  and 
chronic  bronchitis.  Our  frequent  visits  always  followed  the 
same  pattern.  She  would  complain  of  a  variety  of  symptoms  for 
which  I  could  find  no  clear  cause,  and  the  visits  would  invari- 
ably end  with  a  prescription  for  pain  medication.  I  came  to  dread 


her  visits  as  my  inability  to  "make  her  better"  or  even  to  explain 
adequately  what  was  causing  her  pain  made  me  feel  like  a 
failure.  Worse,  I  resented  the  fact  that  I  felt  like  I  had  no  recourse 
but  to  prescribe  narcotic  pain  medication,  and  wondered  if  I 
were  being  manipulated.  After  a  couple  of  years  of  this,  think- 
ing that  there  must  be  a  better  way,  I  asked  a  therapist  colleague, 
Joe  Kertesz,  to  see  Mrs.  G  with  me. 

I  continued  to  have  my  regular  "clinic"  visits  with  Mrs.  G, 
but  in  addition,  Joe  and  I  would  meet  with  her  together,  for 
approximately  45  minutes  every  three  or  four  weeks.  Initially, 
most  of  the  time  was  devoted  to  learning  more  about  her  as  a 
person.  With  encouragement,  she  talked  with  us  about  her 
childhood.  We  learned  that  she  was  the  second  oldest  child  in 
a  rural  farm  family  of  five  children,  and  that  her  father  was  an 
alcoholic  who  was  frequently  abusive  when  he  was  drinking. 
We  learned  that  her  mother  died  when  Mrs.  G  was  in  her  early 
teens,  and  that  she  took  on  parenting  responsibilities  for  her 
younger  siblings.  She  married  while  still  a  teenager.  During  the 
early  years  of  her  marriage  she  and  her  husband  both  began 
drinking  heavily.  Her  husband  was  frequently  on  the  road  with 
his  work,  but  when  home  was  often  drunk  and  sometimes 
abusive.  Though  they  lived  in  a  small  apartment,  the  G's 
continued  to  care  for  her  two  youngest  brothers  until  they  were 
old  enough  to  leave  home. 

As  this  story  unfolded  over  several  visits,  Mrs.  G  became 
a  much  more  "real"  person  to  me.  I  began  to  see  her  as  a  complex 
individual  with  admirable  strength  to  have  survived  a  difficult 
life,  much  of  which  was  devoted  to  caring  for  others.  It  helped 
too  that  she  so  appreciated  these  sessions.  Though  she  often 
cried  in  talking  about  her  past,  she  said  repeatedly  that  she 
appreciated  this  opportunity,  and  confided  that  she  was  telling 
us  things  that  she  had  never  felt  she  could  talk  about  before.  It 
became  easier  and  much  more  satisfying  to  see  Mrs.  G  as  I 
developed  an  appreciation  for  her  and  as  she  seemed  at  last  to 
be  deriving  benefit  from  our  visits.  I  wish  I  could  report  that  her 
physical  complaints  lessened;  some  of  them  actually  did,  though 
she  continued  to  have  problems  with  chronic  pain.  The  main 
difference  was  that  she  and  I  were  both  coping  better  with  the 
pain. 

It  was  very  important  to  have  Joe  there  for  these  sessions, 
especially  in  the  beginning.  I  still  chuckle  to  recall  how  difficult 
it  was  for  me  to  sit  quietly  and  just  let  Mrs.  G  talk.  I'd  become 
particularly  uncomfortable  when  she  paused.  I  suspect  that  for 
many  physicians,  silences  feel  like  an  unacceptable  waste  of 
time.  After  five  to  10  seconds  of  silence  I'd  be  squirming  in  my 
chair,  eager  to  ask  another  question  or  to  make  a  remark.  Joe 
taught  me  by  example  to  sit  quietly,  to  tolerate  my  patient's 
emotions,  and  her  silences.  He  taught  me  to  listen  carefully  to 
what  she  was  saying,  rather  than  to  think  so  much  about  what 
I  was  going  to  say  next.  These  are  normal  operating  modes  for 
the  skilled  mental  health  practitioner,  but  for  me,  a  family 
doctor  with  13  years  of  experience,  it  was  unfamiliar  stuff.  But 
gradually  I  got  better  at  it.  As  time  went  on,  I  did  most  of  the 
interviewing,  and  conducted  occasional  counsehng  sessions  on 
my  own.  I 
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It  was  also  very  helpful  to  have  a  trusted  colleague  giving 
me  feedback  on  my  work.  He  helped  me  to  accept  that  I  could 
not  bear  responsibility  for  understanding  and  solving  all  my 
patient's  problems.  Even  when  understanding  and  solutions 
were  not  possible,  he  helped  me  to  feel  good  about  the  empathy 
and  support  I  could  provide,  and  which  seemed  to  be  such  a 
comfort  to  my  patient. 


"...when  understanding  and  solutions 

were  not  possible,  (my  colleague) 

helped  me  to  feel  good  about  the 

empathy  and  support  I  could  provide, 

and  which  seemed  to  be  such  a 

comfort  to  my  patient." 

After  several  sessions,  Joe  suggested  that  we  include  Mrs. 
G's  husband.  I  had  seen  him  several  times  in  the  waiting  room, 
and  had  spoken  to  him  briefly  once  or  twice  when  he  picked  up 
a  prescription  for  his  wife.  But  meeting  him,  and  seeing  the  two 
of  them  together  challenged  my  preconceptions.  At  one  time  a 
heavy  drinker  who  was  occasionally  abusive,  he  was  for  many 
years  now  abstinent  of  alcohol.  He  had  become  a  religious  man, 
and  was  in  fact  a  lay  minister.  His  manner  with  his  wife  was 
warm  and  caring,  and  they  often  related  with  a  gentle  teasing 
humor. 

As  time  went  on,  Mrs.  G's  ulcer  disease  became  more 
serious,  and  she  underwent  a  series  of  surgeries,  followed  by 
complications,  which  left  her  weakened,  malnourished,  and 
unable  to  work.  This  created  strains  on  the  couple's  relation- 
ship. Joe  helped  me  to  recognize  a  recurring  problem  in  their 
interactions,  whereby  Mr.  G  would  try  to  encourage  his  wife  to 
get  out  of  the  bed  and  busy  herself  with  chores  to  take  her  mind 
off  her  worries  and  symptoms.  His  "cheerleading"  approach  to 
her  feeling  bad  seemed  to  worsen  his  wife's  symptoms,  and  to 
cause  her  to  withdraw  further.  Over  several  sessions,  we  were 
able  to  help  the  couple  see  this  recurring  dysfunctional  pattern 
and  to  suggest  a  different  approach  for  both  of  them .  We  helped 
Mr.  G  to  understand  that  while  well-intentioned,  his  encourage- 
ments felt  like  criticism  and  a  lack  of  empathy  to  his  wife,  which 
worsened  her  feelings  of  distress.  We  helped  her  to  understand 
that  her  husband  was  trying  to  be  helpful,  but  that  he  needed  her 
to  tell  him  how  best  to  be  of  comfort  to  her.  The  couple  accepted 
these  and  similar  observations,  and  gradually  improved  their 
communication  skills  and  the  strengths  of  their  relationship. 

At  a  later  point  in  our  work  together  questions  arose  about 
the  severity  and  prognosis  of  Mrs.  G's  medical  problems.  While 
she  remained  weakened,  malnourished  despite  a  feeding  tube, 
and  in  considerable  pain,  her  diagnosis  was  unclear.  For  a  time 
my  specialist  consultants  had  felt  it  likely  that  she  had  a  cancer 
of  the  gastrointestinal  tract.  Later,  this  diagnosis  seemed  less 
likely,  but  I  was  advised  that  her  condition  was  nonetheless 
serious  enough  that  "she  might  as  well  have  cancer."  Though 


Mrs.  G  was  starting  to  show  more  interest  in  understanding  the 
details  of  her  illness,  and  what  she  could  expect  in  the  future,  I 
was  unsure  about  how  much  to  reveal.  I  was  afraid  to  frighten 
her  or  to  rob  both  of  them  of  their  hope.  Joe  reminded  me  to 
listen  to  the  patient,  and  to  trust  her  resources  for  taking  care  of 
herself.  It  was  not  my  responsibility  to  "protect"  her  from  the 
burden  of  what  I  knew,  especially  when  she  was  asking  for  more 
information.  Though  it  was  Mr.  G's  coping  style  to  "think 
positively"  and  to  put  his  trust  in  God,  he  need  help  to  accept  that 
his  wife's  wish  was  to  understand,  as  best  she  could,  what 
dangers  the  future  held.  I  was  surprised  to  see  how  well  she  took 
the  grim  news  about  her  prognosis,  and  how  supportive  her 
husband  was  able  to  be  even  in  accompanying  her  to  the  funeral 
home  to  pick  out  her  own  casket.  Those  things  done,  we  were 
able  to  return  to  the  themes  of  how  to  live  as  well  as  possible  in 
the  face  of  life-threatening  illness.  Mrs.  G  was  then  better  able 
to  accept  some  of  our  self-care  instructions  such  as  avoiding  all 
aspirin-containing  products. 

It  is  still  humbling  to  me  today,  more  than  two  years  after 
I  started  this  collaborative  work,  to  realize  how  much  more  help 
I  have  been  able  to  give  this  couple  by  virtue  of  seeing  them  with 
my  partner.  Had  I  continued  to  work  alone,  I  would  almost 
certainly  not  have  developed  with  Mrs.  G  the  kind  of  bond  we 
now  have.  I  probably  would  have  never  recognized  the  impor- 
tance of  her  husband  or  had  the  opportunity  to  coach  them  as  a 
couple  in  ways  to  be  more  mutually  supportive.  I  could  have 
continued  to  be  mired  in  worry  and  frustration  that  I  was  unsure 
of  my  patient's  diagnosis,  and  to  feel  alone  with  my  struggles 
over  how  best  to  alleviate  her  pain.  My  therapist  colleague's 
awareness  of  how  to  uncover  significant  personal  information 
and  concerns,  his  ability  to  look  at  the  whole  system — patient, 
family,  and  doctor — and  his  skill  at  identifying  opportunities 
for  attitude  and  behavior  change  (the  patient's,  family's,  and 
mine),  and  strategies  to  accomplish  these,  were  invaluable  to 
me 


". .  .my  patient's  trust,  my  intimate 

familiarity  with  her  medical  history, 

and  my  ability  to  communicate  to  her 

and  her  husband  what  seemed  to  be 

going  on  in  her  body  were  also 

invaluable  to  what  (my  colleague 

and  I)  could  accomplish  as  a  team." 

In  the  same  way,  my  patient's  trust,  my  intimate  familiar- 
ity with  her  medical  history,  and  my  ability  to  communicate  to 
her  and  her  husband  what  seemed  to  be  going  on  in  her  body 
were  also  invaluable  to  what  we  could  accomplish  as  a  team. 
Had  I  not  been  an  essential  part  of  the  process,  it's  a  good  chance 
that  the  G's  would  never  have  accepted  a  referral  for  counsel- 
ing. Had  the  counseling  not  been  jointly  conducted,  my  medical 
work  with  this  patient,  and  the  counselor' s  work  would  not  have 
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been  closely  coordinated  and,  in  my  view,  would  have  been 
much  less  effective. 

This  represents  one  example  of  a  close  physician-therapist 
collaboration,  one  that  involved  45-50  minute  sessions  at  inter- 
vals of  every  three  to  four  weeks,  most  of  them  jointly  con- 
ducted, and  continuing  after  two  years.  There  are  many  ways  to 
conduct  collaborative  care,  ranging  from  ongoing  consultation 
about  a  case,  to  co-therapy  sessions,  to  referral  for  intensive 
work  by  the  mental  health  specialist,  depending  on  the  needs 
and  preferences  of  the  patient  and  the  capabilities  and  interests 
of  the  caregivers.  However,  there  are  several  principles  to  be 
met  if  collaborative  care  is  to  be  successful.  First  there  should 
be  regular,  easy  communication  between  the  physician  and 
therapist.  This  is  often  best  facilitated  by  having  regular  oppor- 
tunities for  interaction,  such  as  with  a  shared  workspace,  for  at 
least  part  of  the  week.  In  our  work  on  this  case,  Joe  and  I  would 
meet  for  five  to  10  minutes  to  discuss  strategy  prior  to  meeting 
with  the  family,  and  would  debrief  for  another  five  minutes 
afterward.  Occasionally  we  would  break  during  a  session  to 
modify  our  strategy.  Second,  there  should  be  agreement  about 
the  goals  of  treatment.  In  this  case  it  was  to  help  the  patient  (and 
physician!)  cope  better  with  pain  that  couldn't  be  cured.  Third, 
it  is  important  for  the  physician  and  therapist  to  share  a  family, 
or  "system"-oriented  approach  to  care — that  is,  a  willingness  to 
think  about  patients  and  their  problems  in  the  context  of 
"family"  or  other  important  social  system.  This  involves  con- 
sideration of  how  the  patient's  problem  affects  the  family  and, 
especially,  how  the  family  affects  the  problem  and  can  be 
mobilized  to  be  part  of  the  solution.  Finally,  there  needs  to  be 
a  trust  and  respect  between  the  collaborating  caregivers,  with 
each  understanding  and  valuing  the  perspective  of  the  other. 
Such  relationships  take  time  to  build,  but  are  a  worthwhile 
investment. 

Collaborative  care,  certainly  at  the  level  of  co-therapy, 
raises  questions  about  billing  for  services  and  adequacy  of 


reimbursement.  In  the  case  described  here,  care  was  provided  in 
an  academic  center,  often  with  resident  physicians  behind  an 
observation  mirror.  Part  of  our  time  was  covered  by  funds 
allocated  for  teaching,  which  lessened  the  need  to  bill  enough 
to  compensate  two  professionals  for  their  time.  Only  the  phy- 
sician billed  for  the  sessions,  listing  several  diagnoses  in  addi- 
tion to  depression.  Those  interested  in  further  discussion  of  the 
logistics  of  collaborative  care  are  referred  to  a  recent  text  by 
Seaburn,  et  al.''^ 

We  firmly  believe  that  collaborative  care  has  the  potential 
to  save  money  over  the  long  term  by  increasing  diagnostic 
accuracy  and  treatment  effectiveness,  and  by  reducing  the 
utilization  of  unnecessary  services.  As  other  clinicians  have 
experiences  similar  to  our  own,  and  as  these  experiences  are 
documented  in  clinical  studies,  insurance  coverage  should 
become  less  of  an  issue. 

Although  there  is  a  need  for  further  research  on  the  results 
of  close  collaboration  between  mental  health  and  medical 
practitioners,  many  of  us  who  have  used  this  model  are  im- 
pressed by  its  value  to  patients  and  practitioners  alike.  We 
recognize  that  this  approach  is  not  necessary  and  may  not  be 
practical  for  many  of  our  patients,  but  that  those  who  suffer 
from  severe,  chronic,  and  poorly  understood  conditions  that 
disrupt  healthy  functioning  may  particularly  benefit.  We  be- 
lieve that  the  collaborative  approach  offers  many  of  our  most 
challenging  patients  the  patient-centered  care  that  doctors  and 
patients  have  long  advocated,  and  that  doctors  working  alone 
are  often  unable  to  provide.      □ 
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ETHICS      AT      THE      END      OF      LIFE 


Physician-Assisted  Suicide 

Lessons  From  the  Kevorkian  Trials 


Bernard  J.  Carroll,  MB,  PhD 


In  February  and  again  in  May  1996,  Dr.  Jack  Kevorkian  was 
tried  in  the  Oakland  County  Circuit  Court,  Michigan.  He  was 
charged  with  violating  first  a  state  law,  then  the  common  law 
against  physician-assisted  suicide.  At  the  request  of  Geoffrey 
Fieger,  Dr.  Kevorkian's  pro  bono  attorney,  I  appeared  as  an 
expert  witness  in  both  trials.  My  testimony  dealt  primarily  with 
psychiatric  issues  but  inevitably  also  with  the  more  general 
matters  of  professional  ethics  raised  by  these  prosecutions.  The 
experience  reinforced  my  belief  in  two  foundations  of  our 
plurahst  society:  the  Golden  Rule  and  the  jury  system. 

Though  the  outcomes  were  hardly  a  foregone  conclusion, 
both  juries  acquitted  Dr.  Kevorkian,  so  patients  remain  free  to 
request  and  receive  his  help.  During  the  period  of  these  trials  the 
Second  and  the  Ninth  United  States  Circuit  Courts  of  Appeal, 
hearing  independent  cases  concerning  state  laws  prohibiting 
physician-assisted  suicide,  issued  major  decisions  protecting 
the  right  of  patients  to  end  their  suffering  with  medical  assis- 
tance. Physicians  have  become  more  willing  than  ever  to  state 
publicly  that  they  render  such  assistance.  Witness  the  recent 
disclosure  that  25%  of  doctors  caring  for  patients  with  AIDS 
have  actively  assisted  Mother  Nature  in  the  terminal  stage  of  the 
disease.  The  current  respite  in  criminal  trials  of  Dr.  Kevorkian 
gives  us  the  chance  coolly  to  discuss  the  main  issues.  In  this 
article  I  will  focus  on  the  major  lessons  of  the  two  trials  for 
physicians,  leaving  it  to  others  to  discuss  the  legal  nuances  and 
the  social  implications  of  these  events. 


Why  Were  the  Trials  Held? 

H.  L.  Mencken  described  a  puritan  as  a  person  consumed  by  the 
fear  that  somebody,  somewhere  is  having  a  good  time.  Today '  s 
puritans  are  beset  by  the  fear  that  somebody,  somewhere  will 
escape  the  suffering  of  advanced  disease  by  endii>g  their  own 
life,  God  forbid,  with  the  help  of  a  physician.  Both  the  old  and 
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the  new  puritans  say  the  source  of  their  anxiety  is  concern  for 
the  "slippery  slope"  down  which  any  moral  laxity  must  take  us. 
Both  groups  cast  about  intolerantly  to  police  the  private  actions 
of  total  strangers  in  the  conviction  that  deviance  from  their 
absolute  standards  will  lead  to  social  degeneracy.  These  new 
puritans  are  dangerous  people,  driven  by  the  classically  psycho- 
neurotic puritan  dynamic  of  unconscious  reaction  formation. 
As  the  prosecutors  of  Oakland  County,  Michigan,  demon- 
strated, the  new  puritans  have  a  capacity  for  the  sadistic  dehu- 
manization  of  suffering  patients  and  their  relatives  far  worse 
than  anything  they  accuse  the  other  camp  of  possessing.  Little 
wonder  that  the  attack  was  ferocious,  as  I  saw  and  felt  when 
testifying  in  both  trials.  Despite  the  moralizing  face  the  pros- 
ecutors tried  to  present  to  the  courts,  the  neurotic  puritan 
dynamic  was  only  too  obvious.  Before  both  juries  I  character- 
ized the  prosecutions  as  petty  and  vindictive.  As  a  sad  commen- 
tary on  "the  people's  prosecutors,"  the  relatives  and  friends  of 
the  patients  refused  to  cooperate,  even  though  given  immunity, 
because  they  saw  that  the  prosecutors  were  determined  to 
trivialize  the  patients'  suffering  and  to  ridicule  the  patients' 
memories  in  their  zeal  to  convict  Dr.  Kevorkian. 


What  Is  Suicide? 

Suicide  is  a  term  that  people  think  they  understand  until  they  are 
forced  to  reflect  on  it.  Within  the  Judeo-Christian  tradition 
suicide  is  considered  the  unforgivable  sin,  an  act  of  ultimate 
despair.  In  the  puritan  view,  moreover,  a  suicide  is  a  suicide  is 
a  suicide.  That  view  ignores  a  variety  of  suicidal  behaviors  that 
span  a  wide  spectrum  of  moral  contexts.  When  physician- 
assisted  suicide  is  viewed  within  that  spectrum  the  bald  term 
"suicide"  loses  its  customarily  negative  connotations. 

First,  we  are  today  more  familiar  than  we  would  wish  to  be 
with  the  concept  of  religious  suicide,  often  linked  to  a  political 
objective.  In  these  cases  an  individual  seeks  a  greater  good 
through  self-immolation,  bolstered  by  the  promise  of  a  paradise 
that  the  ayatollahs  describe  in  lasciviously  sensual  terms. 

In  Western  societies  a  more  familiar — and  culturally  sanc- 
tioned— act  is  altruistic  suicide.  A  famous  example  is  Capt. 
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Lawrence  Gates,  who  walked  away  from  Scott's  South  Pole 
expedition  to  his  certain  death  in  an  Antarctic  blizzard,  hoping 
to  improve  his  companions"  chances  of  survival,  as  he  believed 
his  own  debility  threatened  the  entire  team.  This  example  was 
used  to  educate  the  juries  about  the  issue  of  primary  intention. 
In  its  context.  Dates'  behavior  had  the  goal  of  saving  others' 
lives.  Though  he  did  something  that  in  another  context  could  be 
judged  morally  reprehensible,  he  is  viewed  in  this  context  as 
having  acted  with  heroism,  and  he  has  become  a  cultural  icon. 
The  juries  had  no  difficulty  extrapolating  this  principle  to  the 
cases  being  tried. 

A  third  culturally  sanctioned  category  is  preemptive  sui- 
cide, performed  as  a  means  of  avoiding  inevitable  pain  and 
suffering.  An  outstanding  historical  example  is  that  of  the 
Jewish  encampment  at  Masada.  Knowing  that  they  were  about 
to  be  overrun  by  the  1 0th  Roman  Legion,  the  defenders  of 
Masada  committed  group  suicide  in  order  to  prevent  the  rape, 
torture,  suffering,  and  death  they  knew  would  follow.  More 
current  examples  are  the  widespread  but  seldom  discussed 
suicides  of  Jews,  Gypsies,  and  homosexuals  to  avoid  degrada- 
tions and  death  in  the  concentration  camps  of  the  Nazi  Third 
Reich.  Nobody  today  calls  those  Holocaust  suicides  morally 
reprehensible.  Even  the  government  of  the  United  States  sanc- 
tions preemptive  suicide,  as  when  the  Central  Intelligence 
Agency  provides  cyanide  capsules  to  its  operatives  so  that  they 
will  have  a  choice  for  avoiding  torture  in  the  event  of  capture. 
Gnce  again,  the  Kevorkian  juries  had  no  difficulty  seeing  the 
parallels  between  these  examples  of  preemptive  suicide  and  the 
cases  being  tried.  They  accepted  our  point  that  it  makes  no 
moral  difference  whether  the  pain  and  suffering  being  avoided 
through  preemptive  suicide  result  from  incurable  disease  or 
from  the  malevolence  of  other  people. 

Finally,  we  have  the  category  of  clinical  suicide,  commit- 
ted under  the  judgment-distorting  influence  of  a  psychiatric 
disorder  such  as  major  depression,  schizophrenia,  alcoholism, 
and  adjustment  disorders.  The  major  clinical  correlate  of  these 
suicides  is  not  the  diagnosis  perse  but  the  cognitive  symptom 
of  hopelessness,  sometimes  delusional,  sometimes  not.  Clini- 
cal suicides  represent  attempts  to  relieve  intolerable  psychic 
pain.  Most  are  preventable,  and  therapeutic  optimism  is  always 
in  order,  even  in  refractory  cases. 

When  this  spectrum  of  suicides  was  presented  in  court,  the 
prosecutors  were  deprived  of  the  rhetorical  tactic  of  using  the 
naked  term  "suicide"  with  its  automatically  pejorative  over- 
tones. They  were  also  prevented  from  focusing  concretely  on 
the  suicidal  acts  without  reference  to  the  primary  intent  of  both 
the  patients  and  Dr.  Kevorkian,  which  was  to  relieve  pain  and 
suffering. 


What  About  Untreated  Depression? 

A  significant  issue  in  the  trials  was  whether  the  cases  repre- 
sented preemptive  or  clinical  suicides.  The  diagnosis  of  clinical 
suicide  requires  the  diagnosis  of  a  psychiatric  disorder.  Fortu- 


nately, Dr.  Kevorkian  had  videotaped  interviews  with  each 
patient.  I  spent  considerable  time  reviewing  the  videotapes  and 
they  were  seen  in  part  by  the  juries  as  well.  The  taped  sessions 
were  not  structured  as  formal  mental  status  examinations  but 
each  covered  a  wide  enough  range  of  content  that  an  experi- 
enced psychiatrist  could  form  a  reasonable  judgment  about  the 
patient's  clinical  state.  The  videotapes  also  contained  good 
samplings  of  the  nonverbal  behavior  and  communications  of 
the  patients. 

I  found  none  of  the  four  patients  in  the  two  trials  to  be 
cognitively  impaired  or  psychotic.  None  acted  under  the  force 
of  delusions  about  their  disorders  or  their  prognoses.  All  were 
competent  to  make  decisions.  All  were  in  a  state  of  emotional 
distress,  to  varying  degrees,  but  none  was  in  a  state  of  clinical 
major  depression.  All  had  been  successful,  independent  per- 
sons who  had  become  overwhelmed  by  their  medical  condi- 
tions, yet  they  remained  willing  to  try  any  reasonable  treatment 
which  was  expected  to  help  them.  The  medical  conditions  in 
question  were  formidable:  two  patients  had  a  terminal,  progres- 
sive neurologic  disorder  (amyotrophic  lateral  sclerosis  [ALS], 
and  multiple  sclerosis),  each  with  extensive  involvement  of  the 
bulbar  and  respiratory  muscles;  one  patient  had  terminal  mul- 
tiple myeloma  with  severe  pain  and  imminent  spinal  cord 
compression;  and  one  patient  had  intractable  vulvodynia  and 
secondary  central  pain  syndrome  associated  with  genital  scar- 
ring after  radiation  injury  and  vulvectomy.  In  this  last  case  a 
prefrontal  lobotomy  had  been  seriously  proposed  as  the  only 
remaining  treatment  option. 

Almost  all  symptoms  of  depression  displayed  by  the  pa- 
tients could  be  attributed  to  their  medical  conditions  or  to  the 
treatments  they  were  receiving.  Their  emotional  state  would  be 
best  characterized  as  grieving,  which  is  not  a  pathologic  re- 
sponse. We  forcefully  made  the  point  before  the  juries  that 
being  emotionally  upset,  even  having  crying  spells,  is  by  no 
means  equivalent  to  a  major  depression.  The  prosecutors  did 
obtain  the  services  of  one  psychiatrist  who  testified  at  the  May 
1 996,  trial  that  both  patients  were  depressed.  The  jurors  did  not 
find  his  testimony  credible,  however,  when  they  learned  that  the 
prosecution's  expert  witness  had  not  viewed  the  videotapes, 
that  he  had  only  the  sketchiest  of  medical  records  on  which  to 
base  his  opinion,  and  that  most  symptoms  of  "depression"  he 
cited  were  due  to  the  primary  medical  conditions. 

The  videotapes  were  very  persuasive  to  the  jury:  an  aver- 
age person  could  see  that  the  patients  did  not  look,  act  or  speak 
as  though  they  were  in  the  grip  of  a  morbid  depression.  The 
jurors  easily  identified  with  the  patients,  who  appeared  as 
stunningly  ordinary  people  discussing  their  situations  on  video- 
tape in  simple,  direct  terms,  without  histrionics  or  self-pity.  The 
jurors  concluded  that  the  patients  had  made  rational  decisions 
for  preemptive  suicide.  They  could  empathize  with  the  patients' 
situations  and  apply  the  simple  Golden  Rule,  "Do  for  others  as  ; 
you  would  have  them  do  for  you."  Aided  by  the  videotapes,  the  j 
jurors  could  imagine  themselves  facing  the  same  choices, 
making  the  same  decisions,  and  hoping  that  somebody  like  Dr. 
Kevorkian  would  be  there  to  deliver  them  from  their  suffering. 
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Not  surprisingly,  the  prosecutors  strove  mightily  but  unsuc- 
cessfully to  prevent  the  videotapes  from  being  shown  to  the 
jurors. 

The  criteria  for  diagnosing  major  depression  in  patients 

with  serious  medical  illness  are  being  actively  researched.  The 

last  word  on  the  subject  is  a  long  way  off.  Two  relevant 

conclusions  of  the  studies  conducted  to  date  are:   1)  it  is 

extremely  difficult  to  validate  in  the  medically  ill  diagnoses  of 

major  depression  made  by  the  usual  psychiatric  criteria;  2) 

"depressed"  medical  patients  have  not  been  shown  to  respond 

specifically  to  antidepressant  drugs,  that  is,  their  responses  to 

drugs  do  not  surpass  their  responses  to  placebo.  There  is  no 

{   basis  in  controlled  clinical  trials  to  mandate  as  the  standard  of 

I   care  the  treatment  of  such  patients  with  drugs,  psychotherapy, 

j   or  anything  other  than  treatment  of  the  primary  medical  condi- 

I   tion.  The  reason,  of  course,  is  that  many  of  the  psychiatric 

J   "diagnoses"  are  invalid  because  medical  symptoms  (weight 

change,  lassitude,  anorexia,  fatigue,  poor  concentration,  sleep 

i|  disturbance)  are  mistaken  for  psychiatric  symptoms.  The  juries 

I  in  both  trials  were  persuaded  by  this  perspective.  They  also 

i  discounted  major  depression  as  a  factor  after  hearing  that  all  the 

I   patients  had  received  antidepressant  treatments  long  in  advance 

of  the  decision  to  end  their  lives. 

Parenthetically,  one  must  acknowledge  here  the  masterly 
work  of  Dr.  Kevorkian  to  support  the  patients  for  months  to 
years,  encouraging  them  to  seek  other  options  for  relief  of  their 
suffering,  especially  psychiatric  help  and  pain  clinic  manage- 
ment. The  conclusion  that  all  practical  options  were  exhausted 
was  not  Dr.  Kevorkian's  but  was  conveyed  to  the  patients  with 
varying  degrees  of  forthrightness  by  their  own  physicians.  Far 
from  being  the  impulsive  "Dr.  Death"  portrayed  by  the  media, 
Dr.  Kevorkian  acted  conservatively  in  his  relationships  with  the 
patients  until  the  final  decision  was  reached. 


But  Should  Doctors  Help? 

It  is  one  thing  to  recognize  that  patients  may  choose  pre- 
emptive suicide  rationally  and  unaffected  by  psychiatric  ill- 
ness, but  quite  another  to  say  that  doctors  should  help  them  do 
it.  At  least,  it  is  quite  another  thing  to  say  so  out  loud.  Yet  as 
Sherwin  Nuland  makes  clear  in  his  book.  How  We  Die,  doctors 
have  a  long  tradition  of  quietly  helping  terminally  ill  patients 
die  quickly  and  easily.  This  is  an  area  of  medical  practice  in 
which  euphemism  and  obfuscation  abound.  It  is  a  closely  veiled 
practice  of  the  guild,  the  more  mysterious  the  better  to  avoid 
accountability,  audit,  or  explanation  to  outsiders.  When  it  is 
done  well  it  is  magical.  The  preferred  technique  is  to  narcotize 
the  patient  with  excessive  amounts  of  morphine  to  the  point  of 
respiratory  arrest,  all  the  while  humbly  declaring  one's  lack  of 
skill  in  judging  just  how  much  pain  the  patient  is  enduring,  and 
begging  the  forgiveness  of  the  relatives  for  not  more  effectively 
relieving  the  patient's  suffering.  By  the  time  it  is  over,  usually 
not  a  long  time,  the  grateful  relatives  have  little  awareness  of 
what  has  happened,  the  hospital  or  hospice  staff  know  better 


than  to  say  anything,  the  patient  has  been  spared  a  few  days  to 
a  few  weeks  of  agonal  suffering,  and  the  physician  has  experi- 
enced a  satisfying  reinforcement  of  his  or  her  sense  of  mastery 
of  the  art  of  medicine.  What  could  be  wrong  with  any  of  that? 
It  was  good  enough  for  Edward  VII  and  for  Sigmund  Freud  on 
their  way  out  wasn't  it? 

There  are  other  scenarios  but  that  is  the  classical  model  of 
autonomous  and  omnipotent  decision-making  by  the  physi- 
cian. In  this  scenario  the  physician  is  accountable  only  to 
professional  peers  and  then  only  indirectly.  In  the  view  of  many 
physicians,  Jack  Kevorkian's  most  egregious  fault  lies  not  in 
helping  patients  but  in  his  openly  defiant  publicizing  of  his 
work.  The  guild  did  not  appreciate  having  the  screens  removed 
from  the  doorway  to  the  dying  room.  They  fear  that  some  of 
their  freedom  to  help  patients  die  quickly  and  easily,  without 
publicity  and  with  no  questions  asked,  has  been  lost.  They  are 
right.  And  now  that  a  societal  searchlight  is  on  the  matter,  there 
is  a  new  focus  on  the  questions  how  and  when. 


A  Natural  Death? 

At  the  trial  in  February  1 996,  it  was  stated  that  Merion  Frederick, 
dying  of  ALS,  unable  to  swallow,  unable  even  to  hold  her  head 
up,  would  have  been  permitted  under  Michigan  law  to  end  her 
suffering  by  starving  herself  to  death,  refusing  feedings  through 
her  stomach  tube.  She  was  competent  to  make  that  decision  and 
had  she  done  so  her  case  would  never  have  been  a  topic  of 
discussion  in  the  Oakland  County  Circuit  Court.  Never  mind 
that  she  would  suffer  pitiably  in  the  drawn-out  process  of 
starving.  Never  mind  that  one  would  be  prosecuted  for  doing 
the  same  thing  to  a  dying  animal.  Never  mind.  It  would  be  a 
natural  death,  that  was  the  important  thing,  even  more  impor- 
tant than  a  humane  death.  It  was  put  to  her  adult  children  that  as 
law-abiding  citizens  they  should  have  influenced  her  in  that 
direction  rather  than  support  her  in  the  course  she  took.  Natu- 
rally, they  rejected  these  sadistic  suggestions  in  the  most 
derisive  terms.  That  was  not  a  good  moment  for  the  hapless 
prosecutors. 

The  jurors  likewise  were  not  impressed  by  this  argument 
for  a  natural  death.  They  did  accept  our  position  that  the  duty  of 
a  physician  is  always  to  relieve  suffering  but  not  necessarily  to 
prolong  life  at  any  cost  to  patient  or  society.  The  relief  of 
suffering  is  not  only  a  duty  of  the  physician,  it  is  at  the  same  time 
a  right  of  the  patient.  The  competent  patient  can  make  a 
legitimate  claim  on  society  for  this  right.  Once  it  has  been 
determined  that  the  patient's  suffering  should  end,  even  if  that 
entails  ending  the  patient's  life,  the  only  remaining  consider- 
ations are  that  the  death  be  rapid,  painless,  and  certain — a 
humane  death.  It  is  not  important  that  the  means  adopted  be  a 
traditional  "medical  act"  such  as  the  narcotizing  scenario  de- 
scribed above.  As  a  recent  English  commentary  noted,  "It  is  the 
issue  of  the  patient's  legitimate  interests  that  concerns  about 
euthanasia  must  address  and  not  the  narrow  definition  of 
whether  or  not  the  intervention  is  medical."'  These  arguments 
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prevailed  over  the  prosecution's  theatrical  rhetoric  that  the 
carbon  monoxide  canisters  and  potassium  chloride  solutions 
used  by  Dr.  Kevorkian  have  no  place  in  traditional  medical 
therapeutics. 

Still,  use  of  such  methods  is  a  high  hurdle  for  physicians, 
and  even  higher  when  the  patient  is  not  "terminal"  in  the  usual 
sense  of  the  final  phase  of  illness.  The  ambivalence  of  physi- 
cians is  easy  to  understand  and  will  be  hard  to  overcome  until 
we  remember  that  it  is  the  patient  who  performs  the  final  act. 
That  principle  of  autonomy  was  affirmed  by  the  Ninth  and  the 
Second  US  Circuit  Courts  of  Appeal  in  the  past  nine  months. 


But  People  Will  Abuse  It 

Of  course  they  will.  There  is  no  development  of  culture  or 
society  that  people  will  not  abuse,  human  nature  being  what  it 
is.  But  that  is  no  reason  to  make  the  perfect  the  enemy  of  the 
good.  Consider  adoption.  Could  any  activity  better  reflect  the 
life-affirming  virtues  of  charity  and  compassion  than  the  adop- 
tion of  a  motherless  child?  Perhaps  that  was  once  true — until 
adoption  became  an  industry,  supporting  the  comfortable 
lifestyles  of  legions  of  professional  "charity  workers"  and 
responding  to  the  flows  of  supply  and  demand,  with  money 
changing  hands,  with  black  marketeering,  and  with  trafficking 
in  kidnaped  infants.  These  are  good  reasons  to  make  adoption 
a  regulated  social  service  but  none  is  sufficient  reason  to  make 
adoption  itself  a  criminal  offense.  Similarly,  puritans  might 
better  direct  their  energies  to  regulating  the  practice  of  physi- 
cian-assisted suicide  than  to  criminalizing  it.  The  juries  under- 
stood these  points. 


Psychiatric  Activism 

All  societies  have  a  judicial  process  that  permits  the  involuntary 
commitment  of  persons  thought  to  be  a  danger  to  themselves, 
for  example,  at  risk  of  clinical  suicide.  A  matter  of  lively 
concern  for  the  future  is  that  puritanical  psychiatrists  will 
subvert  and  manipulate  the  involuntary  commitment  process  to 
force  the  detention  of  patients  known  to  be  contemplating 
physician-assisted  suicide.  Using  guerilla  tactics  if  necessary, 
these  psychiatric  activists  will  fabricate  psychiatric  diagnoses 
to  suit  their  purpose.  We  are  all  too  familiar  with  such  radical 
behavior  in  the  Roe  v  Wade  wars. 

At  the  May  1996,  trial  of  Dr.  Kevorkian  such  tainted 
diagnoses  were  shamelessly  proffered  as  evidence  by  the  pros- 
ecution. An  activist  psychiatrist  who  had  never  met  with  the 
patient  falsely  described  herself  as  the  patient's  "consultant 
psychiatrist"  in  Court  papers  requesting  involuntary  psychiat- 
ric commitment.  A  second  psychiatrist  who  also  did  not  meet 
with  the  patient  completed  the  second  section  of  the  petition  for 
commitment,  claiming  a  diagnosis  of  major  depression.  The 
primary  physician  caring  for  the  patient  had  not  invited  either 
of  these  activists  into  the  case.  They  literally  intruded  as  ethical 


busybodies  into  a  matter  that  was  none  of  their  professional 
business. 

The  patient  was  briefly  detained  at  a  state  psychiatric 
hospital,  then  released  after  examination  by  the  hospital-based 
psychiatrist,  who  rendered  a  diagnosis  of  pain  disorder  without 
a  psychiatric  diagnosis.  The  patient  and  her  family  experienced 
the  coercive,  manipulative,  involuntary  commitment  as  con- 
firming their  fear  that  some  physicians  would  go  to  any  length 
to  deny  or  trivialize  her  suffering.  These  activists  conveyed  the 
sadistically  dehumanizing  message,  "I  will  feel  better  if  I  force 
you  to  remain  alive,  even  though  you  will  suffer  more." 

Adding  insult  to  injury,  the  puritan  prosecutors  did  not 
hesitate  to  misrepresent  these  activist  shenanigans  as  valid 
psychiatric  opinions.  We  were  able  to  deflect  these  attempts  to 
mislead  the  jury  and  to  expose  the  prosecution's  tactics  for  what 
they  were.  Just  the  same,  it  was  a  chilling  experience  to  have  to 
stare  down  a  threatening  public  prosecutor,  who  used  all  the 
license  permitted  by  the  rules  of  courtroom  cross-examination, 
knowing  that  he  was  trying  to  introduce  tainted  evidence. 
Observers  saw  in  this  episode  a  conspiracy  of  the  puritan  right 
to  subvert  the  professions  of  medicine  and  the  law  in  pursuit  of 
their  neurotic  agenda.  That  is  why  I  believe  the  neo-puritans  are 
so  dangerous:  they  do  not  respect  professional  boundaries  and 
codes  of  conduct  because  they  regard  themselves  as  agents  of 
a  higher  cause. 


Epilogue 

Medicine  is  a  profession  large  enough  and  strong  enough  to 
accommodate  diverse,  conscientiously  held  positions  on  our 
role  in  the  ending  of  life.  But  not  guerrilla  warfare.  Physician- 
assisted  suicide  ought  to  be  a  much  less  divisive  issue  for  the 
profession  than  abortion  is,  if  for  no  other  reason  than  that  the 
dying  patient  asks  the  physician  to  act.  There  is  no  movement 
to  coerce  the  radical  right  wing  or  any  other  members  of  the 
profession  to  participate  in  physician-assisted  suicide.  They  are 
free  to  follow  their  consciences.  The  Golden  Rule  here  requires 
that  the  rest  of  the  profession  be  extended  the  same  courtesy  of 
noncoercion  and  noninterference. 

Now  that  the  trials  have  stopped,  what  next?  That  will 
depend  a  great  deal  on  where  medicine  itself  goes  with  the  new 
models  of  "health  care  delivery."  To  the  extent  that  these  new 
models  work  against  the  formation  of  a  confidential  physician- 
patient  relationship  which  is  sustained  over  years  and  within 
which  physicians  can  quietly  help  dying  patients  in  the  tradi- 
tional way,  then  patients  will  demand  solutions  that,  to  my  taste, 
are  less  palatable.  Solutions  like  Obitaria — organized  places 
where  just  a  few  doctors  specialize  in  physician-assisted  sui- 
cides— which  I  think  is  one  of  Jack  Kevorkian's  nuttier  ideas. 
But  I  can  imagine  worse.  I  can  imagine  the  devolution  of 
assisted  suicide  into  a  "health  care  benefit"  administered  by  one 
of  the  transient  functionaries  in  a  "health  care  delivery  system," 
perhaps  an  Employee  Assistance  Program  gatekeeper,  who 
arranges  for  the  actual  work  to  be  done  in  the  most  cost- 
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effective  way  by  the  physician  extender  of  the  day.  After  all,  it' s 
not  exactly  rocket  science,  is  it? 

If  we  hope  to  prevent  such  an  outcome,  the  lessons  of  the 
Kevorkian  trials  will  be  important.  First,  ordinary  people  as 
patients  and  as  jurors  accept  that  there  can  be  valid  claims  for 
physician-assisted  suicide;  the  pressures  on  physicians  from 
this  direction  will  only  grow,  and  it  is  not  too  early  for  us  to  think 
of  regulatory  procedures,  now  that  the  phase  of  criminalization 
seems  to  be  over.  All  schools  of  thought  within  the  profession 
will  rightly  want  to  be  heard  in  the  process  of  establishing 
guidelines.  Second,  a  spirit  of  reciprocal  tolerance  within  the 
profession  is  called  for  rather  than  neurotically  driven  activism 
that  subverts  professional  standards  (to  say  nothing  of  profes- 


sional etiquette)  in  the  diagnosis  and  management  of  suicidal 
risk.  Third,  physicians  cannot  assist  patients  at  the  end  of  life  in 
the  customary  ways  if  the  health  care  delivery  system  destroys 
the  tradition  of  enduring,  confidential  relationships  between 
physicians  and  patients.  We  can  thank  Jack  Kevorkian  for  what 
he  has  done  to  force  us  to  pay  attention  to  these  issues,  even  as 
we  curse  him  for  upsetting  the  comfortable  old  system.  But 
then,  if  the  comfortable  old  system  had  been  working  right  all 
those  patients  would  not  have  found  their  way  to  Jack  Kevorkian 
in  the  first  place,  would  they?     □ 
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Endnote 

by  Assad  Meymandi,  MD,  Editorial  Board  member,  and  guest  editor,  "Aspects  of  Elder  Care,"  Nov/Dec  1996  special  issue 


The  topic  of  physician-assisted  suicide  deserves  robust 
examination,  debate,  and  public  scrutiny.  In  1994,  Ore- 
gon voters  passed  a  law  legalizing  physician-assisted 
suicide  (it  has  been  blocked  by  a  challenge),  and  only 
recently  has  the  Supreme  Court  shown  willingness  to 
hear  this  matter. 

There  is  a  real  danger  that  the  debate  will  become 
marred  by  emotionality,  dogmatism,  and  polarization.  The 
discussions  must  be  conducted  in  a  flexible  but  dispas- 
sionate, logical,  and  sober  atmosphere.  I  was  distressed 


to  observe  a  television  broadcast  of  flamboyant  behavior 
by  Dr.  Kevorkian's  legal  team  after  one  court  victory.  This 
serves  no  purpose. 

As  physicians,  we  must  remember  that  our  role  is  to 
advocate  for  our  patients,  not  serve  as  a  mere  doctrinaire 
system  of  beliefs.  Dr.  Carroll's  seminal  article  forcefully 
furthers  these  arguments.  I  am  happy  to  see  it  published. 

(On  the  next  two  pages.  Dr.  John  Glasson  summa- 
rizes current  American  Medical  Association  initiatives  on 
physician-assisted  suicide. — Eds.) 
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Physician-Assisted  Suicide:  Current  A  (VIA  Initiatives 

by  John  Glasson.  MD,  Immediate  Past  Chair,  AMA  Council  on  Ethical  and  Judicial  Affairs, 
and  retired  orthopedic  surgeon,  Durham 


The  American  Medical  Association  and  its  Council  on 
Ethical  and  Judicial  Affairs  have  explicitly  opposed  physi- 
cian-assisted suicide  since  1991  when  the  report  "Deci- 
sions Near  the  End  of  Life"  was  issued  to  the  House  of 
Delegates  at  its  Annual  Meeting.  Two  years  later  an 
additional  report  explored  many  of  the  ethical  concerns 
associated  with  the  practice  of  physician-assisted  sui- 
cide, and  revealed  problems  with  the  proposed  regulatory 
measures. 

During  the  past  year,  the  issue  has  returned  to  the 
spotlight,  and  remains  debated  by  the  public  and  the 
medical  profession.  In  1995,  Michigan  prosecutors  at- 
tempted to  apply  a  state  law  to  convict  Dr.  Jack  Kevorkian, 
a  retired  pathologist  who  had  helped  two  patients  commit 
suicide.  The  fact  that  he  did  assist  was  never  in  question, 
but  he  was  acquitted  of  criminal  involvement.  Two  further 
attempts  to  prosecute  him  failed,  the  latter  under  common 
law  rather  than  statutory  law.  Amid  these  proceedings.  Dr. 
Kevorkian  filed  a  $1 0  million  lawsuit  against  the  AMA  for 
libel.  He  also  became  an  outspoken  advocate  for  the  right 
of  patients  to  control  their  own  deaths. 

As  the  Kevorkian  cases  played  out  in  the  Michigan 
court  system,  two  decisions  of  far  greater  legal  signifi- 
cance were  reached  in  the  Ninth  and  Second  Circuit 
Courts  of  Appeals.  The  Ninth  Circuit  Court  ruled  that 
controlling  the  time,  manner,  and  circumstances  of  death 
are  the  constitutional  right  of  each  individual.  Conse- 
quently, states  cannot  override  that  right  without  due 
process  in  accordance  with  the  Fourteenth  Amendment. 
Perhaps  more  significantly  for  physicians,  citizens  have 
grounds  under  this  ruling  to  demand  assistance  in  dying 
from  the  medical  profession. 

The  Second  Circuit  Court  reached  a  similar  conclu- 
sion about  physician-assisted  suicide,  but  on  different 
constitutional  grounds.  The  court  argued  that  physician- 
assisted  suicide  is  covered  by  the  equal  protection  clause 
of  the  Fourteenth  Amendment;  it  found  no  appreciable 
difference  between  the  withholding  or  withdrawing  treat- 
ment and  assisted  suicide.  Since  the  result  (death  of  the 
patient)  is  the  same  in  either  case,  the  court  stated  that  the 
acts  themselves  must  carry  equal  moral  status.  And 
because  patients  on  life  support  can  end  their  lives  merely 
by  withdrawing  such  support,  those  not  on  life  support 
who  require  active  assistance  to  die  cannot  be  denied  that 
opportunity.  Following  the  equal  protection  argument,  if 
death  is  the  desired  end,  the  state  cannot  restrict  one 
group  from  an  opportunity  to  obtain  that  end  while  another 
group  is  not  restricted. 

Both  these  arguments  significantly  shift  the  debate 
and  alter  the  context  within  which  discourse  about  physi- 
cian-assisted suicide  must  be  conducted.  Offering  consti- 
tutional protection  to  assisted  suicide  gives  it  status  that 


no  other  form  of  health  care  currently  enjoys  (with  the 
possible  exception  of  abortion,  which  is  covered  underthe 
broad  heading  of  privacy).  Perhaps  more  troubling  is  the 
fact  that  the  Second  Circuit  decision  blurs  distinctions  in 
end-of-life  care  that  have  been  established  over  decades 
of  legal  action  and  ethical  discourse.  Both  legally  and 
ethically,  we  recognize  a  patient's  right  to  stop  unwanted 
care  based  on  a  perception  of  the  harms  associated  with 
treatment.  That  right  is  upheld  despite  the  possibility  that 
exercising  it  leads  to  death.  It  is  upheld  as  a  means  of 
avoiding  the  suffering  caused  by  treatment,  not  because 
it  affords  patients  the  means  to  end  their  lives.  That 
argument  does  not  hold  with  assisted  suicice.  Further- 
more, lumping  withdrawal  of  care  with  physician-assisted 
suicide,  runs  the  risk  that  patients  will  be  unable  to  refuse 
heroic  measures  because  their  decision  will  be  seen  as 
"suicide." 

The  court  decisions  make  it  difficult,  perhaps  impos- 
sible, to  construct  adequate  safeguards  limiting  assisted 
suicide.  By  contending  that  assisted  suicide  is  a  matter  of 
individual  choice  between  a  physician  and  a  patient,  the 
Ninth  Circuit  Court  established  a  broad  right  that  cannot 
be  restricted  only  to  the  terminally  ill  or  even  to  those 
suffering  from  illness  of  any  kind.  Under  the  court's  ruling, 
the  responsibility  for  establishing  eligibility  for  death  be- 
longs to  the  individual  whose  final  judgments  are  not 
subject  to  review  by  the  state.  In  short,  patients  can  use 
any  subjective  criteria  to  determine  their  suitability  for 
discontinuing  life;  there  will  be  no  real  way  to  prevent  them 
from  acting  upon  their  conclusions. 

The  Second  Circuit  Court  argument  also  creates 
problems  with  regulation.  Basing  its  opinion  on  the  equal 
protection  clause,  the  Court  opened  the  door  to  leading 
from  assisted  suicide  to  overt  euthanasia.  Assuming 
physician-assisted  suicide  were  made  legal,  under  the 
Fourteenth  Amendment  physicians  could  not  refuse  to 
provide  life-ending  measures  simply  because  a  patient 
was  incapable  of  self-administrating  the  lethal  agent. 
Patients  whose  debilitating  illness  prevented  them  from 
committing  suicide  would  be  allowed  to  request  and 
receive  active  euthanasia.  The  unspoken  but  inevitable 
endorsement  of  euthanasia  is  a  tragic  consequence  that 
many  jurists  and  policymakers  have  not  considered. 


Relevant  Studies 

Several  pspers  published  in  the  Journal  of  the  American 
Medical  Association  and  the  New  England  Journal  of 
Medicine  have  fueled  the  flame  of  public  debate.  JAMA 
published  the  first  of  these  studies  (called  SUPPORT)  in 
November  1995.  It  documented  the  failure  of  an  experi- 
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mental  protocol,  applied  at  five  reputable  teaching  institu- 
tions, to  bring  patterns  of  care  into  accordance  with 
patients' living  wills.  Patients  haddocumentedtheirwishes 
for  end-of-life  care,  but  the  percentage  of  physicians  who 
upheld  those  wishes  was  low.  The  SUPPORT  study 
strengthened  the  perception  of  patients  that  they  have  lost 
their  autonomy  and  that  regaining  control  of  their  own 
destiny  through  the  use  of  advance  directives  is  not  a 
viable  option.  In  short,  SUPPORT  brought  into  sharp 
focus  the  problems  surrounding  end-of-life  care  and  set 
the  stage  for  groups  who  maintain  that  the  central  issue  in 
assisted  suicide  is  respect  for  the  autonomous  decisions 
of  competent  patients. 

In  February  1996,  the  New  England  Journal  of  Medi- 
cine published  two  studies  documenting  the  attitudes  of 
physicians  and  the  public  in  Michigan  and  Oregon  regard- 
ing physician-assisted  suicide.  These  studies  show  ap- 
parently strong  support  among  the  public  and  the  profes- 
sion for  assisted  suicide,  but  the  data  should  be  inter- 
preted with  caution.  For  instance,  one  of  the  questions 
depicted  a  scenario  in  which  the  patients  were  asked  to 
imagine  they  had  a  "terminal  illness  that  is  certain  to 
involve  a  great  deal  of  pain  and  suffering."  A  large  number 
of  respondents  said  they  would  consider  assisted  suicide 
under  these  circumstances.  It  is  important  to  note,  how- 
ever, that  the  premise  is  not  well-grounded  in  the  medical 
realities  of  pain  management.  With  appropriate  palliative 
treatment,  almost  no  patients  should  face  certain  pain  and 
suffering;  the  implications  of  data  gleaned  from  such  a 
question  are  entirely  unclear,  but  the  surveys  suggest  that 
some  segments  of  society  do  support  assisted  suicide. 

In  March  1996,  JAMA  published  a  study  indicating 
that  patient  requests  for  assisted  suicide  are  not  rare,  and 
that  a  number  of  physicians  have,  in  fact,  granted  these 
requests.  The  New  England  Journal  of  Medicine  pub- 
lished a  survey  in  which  several  nurses  indicated  that  they 
had  participated  in  acts  that  contributed  directly  to  the 
death  of  patients.  The  latter  study  drew  heated  criticism 
based  on  what  many  perceived  to  be  poor  methodology, 
but  both  studies  point  to  a  willingness  of  at  least  some 
health  care  providers  to  act  outside  of  the  law  when  they 
perceive  need. 


The  AMA  Response 

•  Perhaps  the  AMA's  most  important  response  is  a  recog- 
nition that  physicians  have  not  adequately  met  the  needs 
of  dying  patients.  Methods  exist  to  provide  comfort  in 
virtually  all  terminal  illnesses,  but  they  are  tragically 
underused.  Consequently,  the  AMA's  primary  goal  is  to 
focus  attention  on  the  resources  available  to  meet  the 
psychological  and  physical  needs  of  those  facing  the  end 
of  life.  Fear  of  pain  and  loss  of  dignity — the  cornerstone  of 
public  support  for  assisted  suicide — needs  to  be  ad- 
dressed. To  achieve  its  goal,  the  AMA  is  planning  a 
massive  "train-the-trainer"  project  to  educate  physicians 
about  advance  directives  and  palliative  care.  The  AMA 
has  formed  a  coalition  of  health  professionals  to  pool  the 
resources  of  disparate  groups  in  carrying  out  educational 
projects  to  improve  the  quality  of  care  at  the  end  of  life. 

•  The  US  Supreme  Court  has  agreed  to  hear  cases  on 
physician-assisted  suicide  early  this  year  and  is  expected 
to  render  a  decision  in  July.  The  AMA  and  45  other 
medical  and  health  professional  groups  joined  forces  in  a 
friend-of-the-court  brief  urging  the  Court  not  to  legalize 
physician-assisted  suicide.  The  groups  include  the  Ameri- 
can Nurses  Association,  the  American  Psychiatric  Asso- 
ciation, and  the  North  Carolina  Medical  Society.  At  least 
one  medical  group,  the  American  Medical  Students  Asso- 
ciation, is  expected  to  be  among  those  filing  briefs  in 
support  of  legalizing  physician-assisted  suicide.  In  a  re- 
lated research  study  at  Duke  University,  Dr.  Harold  Koenig 
recently  reported  that  elderly  patients  usually  oppose 
physician-assisted  suicide,  although  most  of  the  younger 
members  of  their  families  support  this  option. 

•  The  statement  below  on  physician-assisted  suicide 
from  the  1996-97  AMA  Code  of  Medical  Ettiics  summa- 
rizes the  current  AMA  position.  Its  essential  elements 
have  been  strongly  and  proactively  supported  by  both  the 
House  of  Delegates  and  the  Board  of  Trustees  in  1995 
and  1996  in  formal  update  reports: 


Pfiysician-assisted  suicide  occurs  wfien  a  phiysician  facili- 
tates a  patient's  death  by  providing  the  necessary  means 
and/or  information  to  enable  the  patient  to  perform  the  life- 
ending  act  (for  example,  the  physician  provides  sleeping  pills 
and  information  about  the  lethal  dose,  while  aware  that  the 
patient  may  commit  suicide). 

It  is  understandable,  though  tragic,  that  some  patients  in 
extreme  duress — such  as  those  suffering  from_  a  terminal, 
painful,  debilitating  illness — may  come  to  decide  that  death 
is  preferable  to  life.  However,  allowing  physicians  to  partici- 
pate In  assisted  suicide  would  cause  more  harm  than  good. 
Physician-assisted  suicide  Is  fundamentally  incompatible 
with  the  physician's  role  as  healer,  would  be  difficult  or 
impossible  to  control,  and  would  pose  serious  societal  risks. 


Instead  of  participating  in  assisted  suicide,  physicians 
must  aggressively  respond  to  the  needs  of  patients  at  the  end 
of  life.  Patients  should  not  be  abandoned  once  it  is  deter- 
mined that  cure  is  impossible.  Multidisciplinary  interventions 
should  be  sought  including  specialty  consultation,  hospice 
care,  pastoral  support,  family  counseling,  and  other  modali- 
ties. Patients  near  the  end  of  life  must  continue  to  receive 
emotional  support,  comfort  care,  adequate  pain  control, 
respect  for  patient  autonomy,  and  good  communication. 

Issued  1994  based  on:  "Decisions  Near  the  End  of  Life,  "issued  June 
1991,  and  "Physician-Assisted  Suicide,"  issued  December  1993 
(JAf\/lA  1992:267:2229-33).  Updated  June  1996.  Source:  AfvlA. 
Code  of  Medical  Ettiics:  Current  Opinions  with  Annotations,  1996- 
1997  ed.  Chicago:  AMA,  1996,  pp  56-7 sect.  2.21 1 
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MODERN      MEDICINE 


Most  Anesthesiologists 

No  Longer  Restrict  Clear  Fluids  for 

Eight  Hours  Before  Elective  Surgery 

A.  Colin  McKinley,  MD,  Robert  L.  James,  MS,  and  Grover  R.  Minns,  III,  MD 


For  many  years  an  overnight  fast  has  been  standard  practice 
before  elective  surgery.  The  rationale  was  that  an  empty  stom- 
ach would  prevent  the  aspirating  of  gastric  contents,  but  the 
origin  of  the  practice  of  withholding  food  and  fluids  after 
midnight  is  obscure.  Not  that  there  is  no  interest  in  the  subject; 
an  on-line  literature  search  located  more  than  600  references 
published  in  the  past  10  years  dealing  with  fasting  regimens  to 
prevent  aspiration.  Recently,  a  number  of  articles' '  have  ques- 
tioned whether  clear  fluids  should  be  withheld  as  part  of  the 
overnight  fast,  and  several  have  recommended  short  periods  of 
fluid  deprivation. 

Standard  physiology  texts  state  that  the  stomach  empties  of 
clear  fluids  in  1 5-30  minutes,  but  in  obstetric  and  trauma  cases, 
where  gastric  emptying  time  is  increased,  it  is  often  impossible 
to  wait  for  the  stomach  to  empty  before  surgery.  The  pediatric 
literature  recommends  brief  fasts  for  infants  and  children  since 
an  overnight  fast  can  cause  dehydration  and  hypoglycemia,  and 
a  stormy,  difficult  induction  of  anesthesia.  There  has  been  much 
debate  over  the  status  of  breast-fed  infants,  but  the  consensus 
seems  to  be  that  breast  milk,  being  a  semisolid  food,  should  be 
restricted  and  only  clear  liquids  given  during  the  two  to  three 
hours  before  elective  surgery. 


Anesthetic  Practice  in  the  US  and  in  NC 

To  determine  whether  the  duration  of  fasting  recommended  by 
anesthesiologists  has  changed,  we  conducted  a  national  survey'' 
and  found  that  withholding  clear  fluids  for  eight  hours  before 
elective  surgery  is  no  longer  common  practice.  Of  the  respon- 
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dents  to  our  survey,  94%  were  aware  of  recent  recommenda- 
tions for  shorter  fasting  times  for  clear  fluids;  67%  had  changed 
their  practice  to  allow  clear  fluids  three  to  six  hours  before 
surgery  and  only  15%  still  required  a  seven-  to  eight-hour  fast 
before  elective  surgery.  Most  considered  coffee  without  cream 
a  clear  fluid  and  almost  two-thirds  allowed  black  coffee  during 
the  three  to  six  hours  before  surgery.  Less  than  1%  of  anesthe- 
siologists restricted  fluids  for  eight  hours  before  elective  sur- 
gery in  children.  Most  of  our  respondents  felt  that  surgeons 
were  unaware  of  the  recommendations  regarding  shorter  fast- 
ing times,  but  less  than  half  were  trying  to  educate  surgeons 
about  this.  A  small  number  of  anesthesiologists  felt  that  allow- 
ing clear  fluids  during  the  eight  hours  before  elective  surgery 
made  their  practice  more  difficult,  probably  because  these 
patients  may  not  be  able  to  be  moved  up  in  a  busy  schedule. 

We  followed  the  national  survey  with  a  survey  of  all  North 
Carolina  anesthesiologists,  to  find  out  whether  they,  too,  were 
aware  of  the  recent  literature  recommending  shorter  periods  of 
fasting  from  clear  fluids  before  elective  surgery,  and  whether 
they  had  changed  their  practices  as  a  result.  The  results  of  the 
NC  survey  (see  sidebar,  next  page)  mirror  the  national  survey, 
except  that  more  NC  anesthesiologists  use  shorter  fasting  times 
before  elective  pediatric  surgery.  Both  surveys  indicate  that 
shorter  fasting  times  have  become  the  norm. 


Discussion 

The  first  recorded  anesthesia-related  death  may  have  been  due 
to  aspiration  of  gastric  contents.'  Later,  Mendelson  called 
attention  to  the  possibility  that  gastric  acid  was  aspirated  during 
anesthesia  in  a  number  of  obstetric  cases,''  and  for  a  time 
"Mendelson' s  Syndrome"  referred  to  the  clinical  consequences 
of  aspiration.  The  fulminating  pulmonary  edema  described  by 
Mendelson  was  similar  to  that  reported  by  Winternitz''  who 
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instilled  acid  into  rabbit  tracheas  as  part  of  his  study  of 
gassing  deaths  after  World  War  I.  Subsequent  review  of 
Mendelson's  work  indicated  that  many  of  his  cases  may 
have  been  due  to  particulate  rather  than  acid  aspiration.  It 
seems  safe  to  say  that  the  seriousness  of  particulate  aspira- 
tion is  related  to  the  volume  of  aspirate  in  contrast  to  acid 
aspiration  where  a  small  quantity  of  acid  gastric  contents 
may  be  a  potentially  lethal  event. 

Restricting  solids  for  eight  hours  before  elective  sur- 
gery remains  a  legitimate  way  of  reducing  the  danger  of 
particulate  aspiration.  A  number  of  ideas  for  reducing  the 
danger  of  acid  aspiration  have  been  proposed  and  dis- 
carded}'^-These  include  the  use  of  oral  antacids,  H,  blockers, 
and  emetics.  Oral  antacids  themselves  can  cause  particulate 
aspiration,  and  the  routine  use  of  H^  blockers  is  not  consid- 
ered a  cost-effective  intervention  in  such  a  rare  event. 
Neither  patients  nor  anesthesiologists  would  accept  the 
routine  use  of  emetics  to  guarantee  an  empty  stomach.  For 
patients  at  risk  of  aspiration,  awakened  intubation,  cricoid 
pressure,  and  rapid  sequence  induction  are  recommended. 

Much  of  the  concern  about  the  risks  of  acid  aspiration 
center  around  the  small  volume  of  acid  reportedly  needed  to 
put  patients  at  risk  (25  cc  of  stomach  fluid  with  a  pH  less 
than  2.5).  Unfortunately,  the  index  paper"  that  defined  pH 
and  volume  variables  was  never  published  in  a  peer  re- 
viewed journal,  and  when  the  study  was  repeated,'"*  it  was 
found  to  be  grossly  in  error.  We  now  believe  that  patients 
can  have  larger  gastric  volumes  of  low  pH  without  being  at 
risk  for  acid  aspiration.  A  number  of  papers  report  that 
shorter  fasting  times  for  clear  fluids  do  not  increase  risk,  and 
some  even  advocate  giving  water  up  to  two  hours  before 
surgery  to  increase  gastric  emptying.''  A  review  of  insur- 
ance claims  indicates  that  acid  aspiration  during  anesthesia 
is  uncommon.  Several  authors-'^  suggest  that  we  better 
define  fasting  status  for  clear  fluids  for  elecdve  surgery. 

Most  North  Carolina  anesthesiologists  are  aware  of 
recent  recommendations  and  no  lorger  restrict  clear  fluids 
for  eight  hours  before  elective  surgery.  The  recommenda- 
tions for  shorter  fasting  times  for  clear  fluids  have  been 
made  within  the  past  10  years  and  anesthetic  practice  is 
probably  still  changing  because  of  this.  Shorter  fasting 
times  for  infants  and  children  have  been  recommended  for 
more  than  20  years  and  are  now  accepted  by  almost  all 
anesthesiologists.  The  advent  of  managed  care  means  that 
increasing  numbers  of  patients  are  being  admitted  to  hospi- 
tals the  morning  of  elective  surgery.  Anesthesiologists  must 
often  rely  on  others  for  the  preoperad  ve  preparation  of  these 
pafients.  An  understanding  of  the  new  recommendations 
about  fasting  from  clear  fluids  should  help  in  preparing 
patients  for  elective  surgery.  Certain  pafients  (those  who  are 
diabetic,  obese,  or  who  have  peptic  ulcer  disease  or  gastroe- 
sophageal reflux)  are  still  at  risk  for  acid  aspiration ;  primary 
care  physicians  should  check  with  an  anesthesiologist  in 
preparing  such  patients  for  elective  surgery.     □ 


Survey  of  NC  Anesthesiologists 
Regarding  Nature  of  Fasting 
Before  Elective  Surgery 

The  North  Carolina  Society  of  Anesthesiologists  supplied  us 
with  the  names  and  addresses  of  all  members.  We  mailed  a 
one-page  questionnaire  to  the  408  Society  members,  and 
followed  this  with  a  second  mailing  to  nonrespondents;  356 
(88%)  of  the  anesthesiologists  contacted  returned  a  question- 
naire. 

The  survey  sought  information  on  current  attitudes  about 
duration  of  fasting,  whether  fasting  orders  differed  between 
adult  and  pediatric  patients,  and  whether  shorter  fasting  orders 
do  or  might  make  practice  more  difficult  (see  Table  1,  next 
page).  Information  about  hospital  type  and  size  was  also 
requested  on  the  survey  form. 

The  percentage  of  respondents  giving  each  possible  re- 
sponse to  a  survey  question  was  calculated,  and  the  95% 
confidence  intervals  for  these  percentages  were  calculated 
using  either  exact  methods  or  the  normal  approximation  of  a 
binomial  where  appropriate.  Chi-square  analyses  and  Fisher's 
exact  tests  were  used  to  explore  possible  relationships  be- 
tween demographic  factors  and  fasting  practice.  Alpha  levels  of 
these  tests  were  adjusted  for  multiple  comparisons  using  the 
Bonferroni  method. 

The  primary  objective  of  our  survey  was  to  determine 
whether  or  not  North  Carolina  anesthesiologists  require  eight- 
hour  fasting  from  even  clear  fluids  before  elective  surgery.  The 
results  of  our  survey  are  shown  in  Table  1 .  Almost  94%  of  the 
respondents  were  aware  of  recent  literature  recommendations 
that  fasting  times  be  shorter  than  eight  hours,  and  67%  had 
changed  their  practice  to  accommodate  this.  Only  1 5%  still  use 
seven-  to  eight-hour  fasts  before  elective  surgery;  over  two- 
thirds  limit  fasting  to  three  to  six  hours.  The  majority  of  respon- 
dents consider  coffee  without  cream  to  be  a  clear  fluid,  and 
almost  two-thirds  allow  coffee  up  to  three  to  six  hours  before 
surgery.  Less  than  1  %  of  the  respondents  restrict  fluids  for  eight 
hours  before  elective  surgery  for  pediatrics. 

Eight  percent  of  respondents  thought  that  less  than  eight- 
hour  fasts  had  made  their  practice  more  difficult.  Allowing  clear 
fluids  the  morning  of  surgery  may  make  it  difficult  to  move  cases 
up  in  a  busy  surgical  schedule,  and  some  anesthesiologists  feel 
that  this  makes  their  practice  more  difficult.  Most  of  those 
surveyed  felt  that  surgeons  were  not  aware  of  current  recom- 
mendations for  shorter  fasts,  but  less  than  half  were  trying  to 
inform  their  surgeons  of  this  trend. 

No  significant  associations  were  found  between  survey 
responses  and  the  demographic  factors  assessed  (population 
base  of  the  hospital;  bed  capacity  of  hospital;  presence  of  a 
trauma  center  at  the  hospital;  whether  the  hospital  was  a 
teaching  institution;  whetherthere  was  a  teaching  hospital  in  the 
city  of  practice). 

The  results  from  North  Carolina  agree  with  those  from  our 
recently  published  survey  of  anesthesiologists  nationwide,  al- 
though more  NC  anesthesiologists  used  shorter  fasting  times 
before  pediatric  surgery  than  the  national  average." 
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Table  1.  The  practice  of  North  Carolina 

anesthesiologists  regarding  fastinc 

before  elective 

surgery* 

1)  Are  you  aware  of  recent  literature 
with  respect  to  shorter  fasting  times 
before  elective  surgery? 

Yes* 

94%  (93,95) 

No 

2.5%  (1.9,3.1) 

Missing 
3.2% 
(1.9,4.5) 

2)  If  yes,  has  this  information  changed 
your  way  of  practice? 

Yes 

67%  (65,68) 

No 

26%  (24,27) 

N/A 

3.1%  (2.4,3.7) 

Missina 

4.8% 
(4.0,5.6) 

3)  How  many  hours  before  elective 
surgery  on  adults  do  you  allow 
clear  fluids 

7-8  hrs 

15%  (13,16) 

5-6  hrs 
44%  (42,46) 

3-4  hrs                  2  hrs 
32%  (31,34)          3.9% 
(3.2,4.7) 

1  hr 
0.6% 
(0.3,0.8) 

Missina 

4.5% 

(3.7,5.3) 

4)    How  many  hours  before  surgery 
do  you  allow  coffee? 

26%  (25,29) 

41%  (39,43) 

24%  (23,26) 

2.0% 
1.5,2.5) 

0.8% 
(0.5,1.2) 

5.9% 
(5.0,6.8) 

5)  How  many  hours  before  pediatric               0.3%  (0.1,0.5) 
elective  surgery  do  you  allow  clear  fluids? 

10%  (9,12) 

57%  (56,59) 

23% 
(21,24) 

2.2% 
(1,7,2.8) 

7.3% 
(6.3,8,3) 

6)  Does/would  these  new  procedures 
mal<e  practice  more  difficult? 

Yes 

7.9%  (6.9,8.9) 

No 

84%  (83,86) 

Missing 
7.9%  (6.9,8.9) 

7)  Are  the  surgeons  aware  of  this  fasting 
literature? 

Yes 

22%  (21,24) 

No 

64%  (62,65) 

Missina 
14%  (13,16) 

8)  Have  you  tried  to  inform  surgeons  of 
this  literature? 

Yes 

43%  (41 ,45) 

No 

47%  (45,49) 

N/A 

5.3%  (4.5,6.2) 

Missing 
4.5%  (3.7,5.3) 

9)  Is  your  practice: 

Individual 
12%  (10,13) 

Group 
83%  (82,85) 

Missing 
5.1%  (4.2,5.9) 

10)  If  group  practice,  has  your  group 
as  a  whole  changed  fasting  times 
due  to  the  literature? 

Yes 

38%  (36,39) 

No 

43%  (41,46) 

N/A 

10%  (9.0,1 1.2) 

Missing 
9.6%  (8.5,10.6) 

*  Table  values  show  percentages  of  356  respondents  (to  408  mailed 

sun/eys)  with  95%  confidence  inten/als 

in  parentheses. 
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The  use  of  intoxicating  substances  during  pregnancy  is  a  major 
cause  of  preventable  perinatal  morbidity  and  mortality.  Urine 
toxicology  screening  studies  show  that  5%-20%  of  pregnant 
women  use  illicit  drugs,'"'  but  most  of  the  studies  have  been 
conducted  in  large  urban  areas  with  populations  composed  of 
minority,  indigent  women. ''■^  Since  substance  abuse  is  not 
confined  to  urban  areas,  we  designed  a  study  to  look  at  the 
magnitude  and  duration  of  perinatal  substance  abuse  problems 
(and  important  comorbid  conditions)  in  a  suburban-rural  North 
Carolina  population. 


Screening  for  Perinatal  Substance  Abuse 

The  Horizons  Perinatal  Substance  Abuse  Program  is  operated 
by  the  Department  of  Obstetrics  and  Gynecology  at  the  Univer- 
sity of  North  Carolina  School  of  Medicine  and  funded  by  the 
North  Carolina  Department  of  Human  Resources,  Division  of 
Mental  Health,  Developmental  Disabilities,  and  Substance 
Abuse  Services.  The  program  uses  a  public  health  model  to 
provide  substance  abuse  treatment  and  prenatal  care  at  1 4  sites 
in  six  suburban-rural  counties  in  central  North  Carolina:  Caswell, 
Alamance,  Orange,  Lee,  Harnett,  and  Chatham.  Every  woman 
presenting  for  prenatal  care  is  asked  about  substance  use 
problems  using  a  modification  of  the  CAGE  questions.''  Preg- 
nant women  who  respond  positively  to  these  questions,  or  who 
report  current  or  past  illicit  substance  use,  or  who  have  a  history 
of  substance  abuse  problems  are  evaluated  by  a  certified  sub- 
stance abuse  counselor.'  If  the  initial  screen  is  found  to  be 
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accurate,  a  formal  evaluation  is  performed  at  the  prenatal  care 
site  or  at  UNC's  Substance  Abuse  Clinic. 

The  formal  evaluation  consists  of  a  structured  interview 
with  six  components:  demographic  information,  financial  his- 
tory, vocational  history,  trauma  history,  family  support  assess- 
ment, and  drug  and  alcohol  use  assessment  (the  questionnaire 
is  available  upon  request  from  the  authors).  The  interviews  are 
conducted  in  private  by  certified  substance  abuse  counselors  or 
social  workers  who  have  been  formally  trained  to  use  the 
assessment  instrument.  Patients  are  reassured  before  the  inter- 
view that  all  information  is  confidential  and  will  not  be  shared 
without  their  permission. 

Data  from  the  interviews  were  stored  in  a  computerized 
database.  Means,  ranges,  and  standard  deviations  were  calcu- 
lated, but  because  of  the  diversity  and  small  number  of  subjects, 
we  made  no  statistical  comparisons.  Numbers  of  respondents 
vary  by  question  because  subjects  could  decline  to  answer  any 
question. 


The  Scope  of  the  Problem 

Between  July  1993,  and  November  1994,  123  women  were 
evaluated.  Maternal  age  ranged  from  15  to  40  years  (mean  = 
26.8+6.2  years);  gestational  age  ranged  from  6  to  41  weeks 
(mean  =  27.3+9.5  weeks).  The  women  identified  their  racial/ 
ethnic  background  as  African-American/black  (59%),  white 
(40%)  or  Hispanic  ( 1  %);  all  spoke  English.  Figure  1 ,  next  page, 
shows  counties  of  residence;  83%  lived  in  the  six-county 
service  region.  Patients  were  referred  for  evaluation  because  of 
current  drug  use  (in  48%  of  respondents),  past  substance  abuse 
(47%),  positive  responses  to  the  CAGE  questions  (9%),  addic- 
tion of  the  patient's  domestic  partner  (8%),  physical  abuse  by 
the  partner  (7%),  or  addiction  of  the  women's  parents. 

Nine  of  1 19  women  said  they  were  currently  in  school;  60 
of  109  women  had  a  high  school  diploma  or  equivalent;  23  had 


36 


NCMJ  January/February  1997,  Volume  58  Number  1 


attended  college  or  graduate  school,  and 
two  were  college  graduates.  Twenty-three 
of  1 09  said  they  were  working  full-time  and 
six,  part-time;  69  of  106  respondents  said 
they  had  worked  in  the  year  preceding 
pregnancy.  Social  support  services  were 
highly  used:  70%  of  the  women  were  using 
Medicaid;  57%,  Women,  Infants,  and 
Children's  (WIC) nutritional  services;  39%, 
the  Baby  Love  program;  25%  received  help 
from  the  Aid  to  Families  with  Dependent 
Children  program;  and  7%  each  used  food 
stamps  or  public  housing  assistance.  All 
women  used  Medicaid  or  Baby  Love  pro- 
grams, or  both. 

Half  the  women  were  single;  another 
20%  lived  with  a  domestic  partner,  14% 
were  married,  13%  separated  or  divorced, 
and  3%  were  widowed.  Sixty-eight  of  95 
(71%)  women  reported  that  the  fathers  of 
their  unborn  children  planned  to  be  in- 
volved in  care  of  the  child.  Fifty-two  of  1 15  (45%)  already  had 
minor  children  living  with  them,  and  20  said  they  were  respon- 
sible for  other  adults  living  in  their  home.  Twenty-five  of  109 
(23%)  had  minor  children  who  did  not  live  with  them. 

Seventy-five  of  90  (83%)  women  said  they  felt  safe  in  their 
current  living  situation,  but  18  of  100  (18%)  reported  that  they 
felt  unsafe  (unsafe  feelings  are  those  produced  when  a  woman 
is  pushed  or  hit,  or  is  worried  that  she  might  be).  In  all  18 
instances,  the  women  reported  actual  physical  violence.  The 
individuals  responsible  for  the  violence  were  husbands  in  three 
cases,  unmarried  partners  in  six,  a  parent  in  one,  and  other 
family  members  in  five;  respondents  declined  to  specify  in 
three  cases.  Overall,  61  of  1 02  (51%)  women  reported  that  they 
had  experienced  physical  violence.  Thirty-nine  of  97  (40%) 
reported  a  history  of  forced  sexual  activity  at  ages  ranging  from 
four  to  35  years  (mean  =  16  years);  in  20%  of  instances  the 
perpetrator  of  forced  sexual  activity  was  a  family  member  or  the 
women's  domestic  partner.  Two  women  reported  more  than 
one  assailant. 

Alcohol  (in  72%  of  cases),  marijuana  (53%),  and  cocaine 
(51%)  were  the  drugs  of  choice  in  this  North  Carolina  popula- 
tion (fewer  than  10%  reported  recent  use  of  narcotics  or 
hallucinogens).  Twenty-seven  (25%)  abused  one  substance;  43 
(40%),  two;  and  40  (36%),  three  or  more  substances  (excluding 
nicotine).  Six  of  65  women  (8%)  reported  intravenous  use  of 
cocaine  or  narcotics.  One-half  of  the  63  cocaine  users  used 
alkaloidal  cocaine  ("crack")  exclusively;  24  of  the  63  (38%) 
reported  binge  use  of  cocaine.  Of  90  women  abusing  alcohol,  2 1 
(23%)  reported  tolerance,  11  (12%)reported  withdrawal  symp- 
toms, and  20  (3 1  %)  reported  "blackouts."  Seventy-eight  women 
said  they  had  abstained  from  use  of  mood-altering  substances 
for  varying  lengths  of  time  (50%  for  one  month  or  less,  37%  for 
a  year  or  less,  8%  for  up  to  five  years,  and  5%  for  more  than  five 
years). 
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Fig  1 :  Distribution  of  county  of  residence 


Forty-one  women  (38%)  had  previously  been  treated  for 
substance  abuse,  including  39  who  had  attended  a  meeting  of  a 
12-step  program.  Sixty  women  (58%)  thought  that  one  or  more 
first-degree  relatives  had  a  substance  use  problem,  and  36 
(34%)  reported  that  parents  or  siblings  had  been  treated  for 
substance  abuse.  Seventy  women  (67%)  said  that  their  partners 
currently  used  drugs,  and  35  (39%)  felt  the  partner  had  a 
substance  use  problem. 

There  was  a  wide  range  in  frequency  of  use  of  all  intoxicat- 
ing substances,  from  daily  use  to  once  per  month.  Nearly  70% 
of  women  who  abused  alcohol  did  so  three  or  more  times  per 
week,  and  more  than  80%  of  those  who  used  marijuana  or 
cocaine  did  so  three  or  more  times  per  week.  After  becoming 
aware  of  their  pregnancy,  about  25%  of  women  were  able  to 
discontinue  use  of  alcohol  or  marijuana,  but  very  few  women 
were  able  to  discontinue  their  use  of  cocaine. 

Twenty  women  (21%)  reported  previous  suicide  attempts 
(four  had  made  more  than  one  attempt);  37  (40%)  felt  currently 
suicidal.  Eighteen  (14%)  had  undergone  psychiatric  treatment. 

Fourteen  women  (13%)  had  been  convicted  for  driving 
while  intoxicated.  Forty-two  (46%)  reported  prior  arrests.  Thir- 
teen women  (19%)  said  they  were  currently  on  probation  or 
parole. 


The  Fallout  From  Intrapartum 
Substance  Abuse 

Our  data  show  that  severe  substance  abuse  problems  are  not 
restricted  to  urban  areas.  Cocaine  use  appears  to  be  ubiquitous 
and  superimposed  on  chronic  alcohol  and  marijuana  use.  Intra- 
venous use  of  narcotics  or  cocaine  was  rare  in  our  population, 
but  our  data  were  gathered  from  self  reports  and  not  confirmed 
by  toxicological  assays. 
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Substance  use  problems  in  this  North  CaroHna  population 
were  not  limited  to  individuals,  but  extended  throughout  the 
family;  like  others,"  we  found  a  high  prevalence  of  intergen- 
erational  addiction.  We  also  found  high  prevalences  of  domes- 
tic violence,  sexual  assault,  and  psychological  dysfunction.  We 
are  currently  evaluating  our  population  for  posttraumatic  stress 
disorder,  hypothesizing  that  at  least  some  of  these  women  may 
be  using  mood-altering  chemicals  to  medicate  themselves  for 
this  disorder. 

Almost  half  of  our  patients  have  minor  children  at  home 
and  another  quarter  have  children  in  the  custody  of  others.''  The 
presence  of  children  greatly  limits  the  ability  of  women  to 
accept  placement  for  residential  treatment  or  to  attend  intensive 
outpatient  treatment.  If  we  want  treatment  to  succeed,  we  must 


find  ways  to  care  for  these  children.  Most  mothers  will  decline 
treatment  if  it  requires  separation  from  their  children.-'  The 
importance  our  patients  place  on  meeting  family  responsibili- 
ties is  demonstrated  by  the  large  number  of  women  who  are 
currently  employed  or  have  been  employed  within  the  past  year. 
Our  results  demonstrate  the  chronic,  relapsing  nature  of 
substance  use  problems:  37%  of  our  respondents  had  received 
substance  abuse  treatment  in  the  past  and  40%  had  been  able  to 
abstain  from  drug  use  for  a  year  or  more.  This  emphasizes  the 
need  for  long-term  treatment  that  must  extend  beyond  the 
duration  of  pregnancy. '"  Programs  that  emphasize  only  that  we 
have  "drug-free  babies"  will,  in  the  end,  return  these  children  to 
addicted  mothers  or  dysfunctional  families.     □ 
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Wellness  is  Key  For  Diabetics 


DON'T  LET  SICK  DAYS  GET  YOU  DOWN 

by  Cyril  A.  Allen,  MD,  MSPH 


Along  with  the  ills  and  chills  of  winter — comes  the  cold  and 
flu  season.  People  with  diabetes  get  colds  and  flu  just  like 
others,  but  when  illness  strikes,  they  need  to  take  special  care 
to  prevent  complications.  Illness  can  send  diabetes  out  of 
control  if  precautions  are  not  taken.  Sick  day  management  is 
an  important  issue  for  people  with  diabetes,  especially  during 
this  time  of  year. 

Common  illnesses  —  such  as  colds  or  flu  —  can  affect  the 
control  of  diabetes.  "Illness  can  make  your  blood  sugar  rise," 
says  Mary  Ann  Simpson,  certified  diabetes  educator  at  Rex 
Healthcare  in  Raleigh.  "Your  body  is  under  stress  during 
sickness  and  can  easily  become  dehydrated,  especially  if  it 
is  a  stomach  virus  with  nausea  and  vomiting.  With  diabetes, 
the  body  has  a  hard  time  recovering  once  it  is  dehydrated." 


Cyril  A.  Allen,  MD,  MSPH,  is  a  Raleigh-based  internist  and 
hematologist.  He  is  Chairman  of  the  Diabetes  Care 
WorkgroupofProjectD[RECT(DiabetesInter\'entionReach- 
ing  and  Educating  Communities  Together). 


Monitoring  Blood  Sugar 

According  to  Simpson,  the  three  most  important  things  to  do 
to  prevent  problems  before  and  during  an  illness  are: 

1.  Test  your  blood  sugar 

2.  Test  your  blood  sugar 

3.  Test  your  blood  sugar 

"The  best  way  to  avoid  complications  during  sickness  is  to 
monitor  your  blood  sugar,"  Simpson  advised,  "not  just  when 
you  are  sick,  but  always  so  that  you  will  be  aware  of  any 
changes.  If  you  have  continual  readings  on  your  blood  sugar, 
you  can  take  a  few  extra  steps  to  control  your  diabetes  when 
you  are  sick.  This  can  stop  a  minor  problem  —  like  colds  or 
flu  —  from  causing  major  problems  with  your  diabetes 
control." 

Control  is  the  name  of  the  game.  Monitoring  is  an  essential 
part  of  the  management  of  diabetes,  and  it  is  even  more 
important  during  an  illness. 

•  Take  your  usual  dose  of  medication  whether  you  take 
insulin  or  pills.  Even  if  you  don't  feel  like  eating,  take  your 
insulin. 
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Check  your  blood  sugar  more  often  than  usual  —  every  one 
to  four  hours  while  awake.  Record  the  results  and  contact 
your  healthcare  provider  if  blood  sugar  is  over  240. 

Check  your  urine  ketones  every  time  you  go  to  bathroom. 
Whenever  a  person  with  diabetes  is  ill,  regardless  of  the 
symptoms  or  the  blood  sugar,  urine  ketones  should  be 
monitored.  Ketones  indicate  that  the  body  is  "starving" 
itself  and  breaking  down  fats  to  get  the  energy  it  needs. 
Contact  your  physician  if  you  have  ketones  in  your  urine. 

If  your  blood  sugar  is  higher  than  240,  check  it  during  the 
night  also.  All  people  with  diabetes  should  test  blood  sugar 
at  home  when  ill,  even  if  they  do  not  monitor  at  home  at 
other  times. 

Over-the-counter  medications  may  also  affect  your  diabe- 
tes. Check  with  your  pharmacist  or  healthcare  provider 
before  taking  any  new  medicine,  including  cough  syrups, 
cough  drops,  and  decongestants. 


Maintaining  energy: 
liquids  are  important 

Fluids  are  an  important  part  of  managing  diabetes  during  a 
sick  day.  Try  to  drink  at  least  1  /2  cup  of  water  or  other  calorie- 
free,  caffeine-free  liquid  every  half  hour.  If  you  are  sick  to 
your  stomach,  take  liquids  in  small  sips  to  avoid  vomiting.  If 
you  need  to,  space  liquids  out  over  the  day  by  taking  a  sip 
every  15  minutes  to  avoid  dehydration. 


Free  Liquids 


Water  Sugar-free  tea  or  coffee 

Broth  Sugar-free  soda 

Bouillon        Sugar-free  flavored  drink  mix 
(Kool  Aid,  Crystal  Light,  etc.) 


Foliow  normal  meal  plan 

It  is  also  important  to  eat  the  same  amount  of  high-energy 
carbohydrates  that  you  usually  eat.  If  you  can,  eat  your 
regular  diet.  If  you  are  sick  to  your  stomach  or  vomiting,  try 
to  eat  enough  soft  foods  or  liquids  to  equal  the  carbohydrates 
you  would  normally  get  from  your  diet.  The  main  goal  is  to 
feed  the  body  easy-to-eat  foods  and  liquids  to  keep  blood 
sugar  under  control. 

If  you  use  exchanges,  eat  1 5  grams  of  carbohydrates  for  each 
starch,  fruit,  milk,  or  other  carbohydrate  exchange.  If  you 


have  a  sore  throat  and  have  difficulty  swallowing,  eat  soft 
foods  in  place  of  regular  carbohydrates,  like  bread  and  fruits. 
Use  the  following  list  to  make  these  exchanges.  One  serving 
from  this  list  can  replace  each  serving  of  bread  or  fruit  in  a 
normal  meal  plan. 


Food 

Amount 

Fruit  juice 

1/3  to  1/2  cup 

Soft  drink  (with  sugar) 

1/2  cup 

Gelatin  (with  sugar) 

1/2  cup 

Hot  cereal 

1/2  cup  (cooked) 

Ice  cream  (vanilla) 

1/2  cup 

Broth-based  soup 

1  cup 

(With  noodles,  rice,  potatoes, 

or  beans) 

Avoid  foods  that  are  very  hot  or  very  cold  because  they  may 
increase  nausea,  vomiting  or  diarrhea.  As  nausea  decreases, 
gradually  return  to  a  regular  diet  plan.  Divide  meals  into 
small  feedings  at  first.  Continue  to  drink  extra  free  liquids 
until  you  feel  well  again  and  have  returned  to  a  normal  diet. 
Record  weight  changes  and  any  breathing  problems  and 
share  with  your  physician. 

Even  when  you  start  feeling  better,  you  will  need  to  check 
your  blood  sugar  more  often  than  usual.  Continue  monitor- 
ing your  blood  sugar  until  it  has  returned  to  normal  and 
ketones  are  no  longer  in  your  urine.  Remember  a  cold  or  flu 
can  send  your  diabetes  way  out  of  control.  This  is  an 
important  time  to  be  extra  careful  about  your  diabetes  care. 
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Call  Your  Health  Provider 

It  is  imperative  that  people  with  diabetes  and  their  family 
members  find  an  experienced  health  care  provider  team  to 
help  during  times  of  illness.  Illnesses  that  might  be  relatively 
insignificant  for  the  person  without  diabetes  can  develop  into 
a  major  medical  emergency  in  persons  with  diabetes,  particu- 
larly with  insulin-dependent  diabetes.  In  addition,  diabetes 
itself  or  its  complications,  can  mimic  other  serious  health 
problems. 

When  calling  your  provider,  be  prepared  to  report  the  fol- 
lowing: 

•  the  amounts  of  food  and  kinds  of  fluids  taken  and  when  you 
last  ate  and  drank 

•  the  amount  and  type  of  insulin  or  diabetes  pills  you  have 
taken  and  the  time 

•  other  medicines  you  have  taken 

•  your  temperature 

•  your  blood  sugar  and  urine  ketone  results 

•  how  long  you  have  been  sick 

•  presence  of  vomiting  or  diarrhea 

•  any  weight  loss  while  sick  (a  sign  of  dehydration). 

If  you  are  having  problems  and  cannot  reach  your  doctor,  go 
to  the  nearest  emergency  department.  Call  for  help  if  you  are 
alone  and  cannot  take  care  of  yourself. 

Meet  with  your  doctor  or  diabetes  educator  to  work  out  a 
personal  sick  day  plan  before  you  become  ill.  The  plan 
should  include: 

•  name  of  relative  or  close  friend  to  call  for  help 

•  emergency  telephone  numbers 

•  list  of  medications 

•  records  of  blood  sugar  levels  and  other  monitoring  records 

•  the  names  of  sugar-free,  non-alcoholic,  over-the-counter 
medications  such  as  cough  medicines  and  pain  relievers 

•  having  the  basics  on  hand  such  as  scales,  thermometers, 
and  other  supplies 

\ 


Reminders  for  Sick  Days 

Call 

your  healthcare  provider  if  any  of  the  follow- 

ingl 

lappens  to  you: 

• 

You  are  ill  and  are  not  getting  better,  espe- 

cially if  more  than  one  or  two  days 

• 

You  feel  too  sick  to  eat  normally  and  are 

unable  to  keep  down  food  for  more  than  six 

hours 

• 

You  are  having  severe  diarrhea 

• 

You  have  weight  fluctuations 

• 

Your  temperature  is  more  than  100  degrees 

for  24  hours 

• 

Your  blood  sugar  is  lower  than  60  mg/dL 

• 

You  take  insulin  and  your  blood  sugar  is  over 

240  mg/dL  even  after  extra  insulin 

• 

You  take  diabetes  pills  and  your  blood  sugar 

before  meals  is  above  240  mg/dL 

• 

You  have  other  unexplained  symptoms 

• 

You  have  severe  abdominal  pain 

• 

You  have  a  moderate  or  large  amount  of 

ketones  in  your  urine 

• 

You  are  having  trouble  breathing 

• 

You  feel  sleepy  and  can'tthink  clearly  (Have 

someone  call  your  health  care  provider  or  take 

you  to  an  emergency  department.) 

("Source:  Taking  Charge  of  Your  Diabetes  -  A  Guide  for 

Care, 

p.  44,  US  Dept.  of  Health  &  Human  Services, 

Public  Health  Service,  Centers  for  Disease  Control  & 

Prevention) 
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What  is  diabetes? 

Almost  every  one  of  us  knows  someone  who  has  diabetes.  An 
estimated  16  million  people  in  the  United  States  have  diabe- 
tes mellitus  —  a  serious,  lifelong  condition.  About  half  of 
these  people  do  not  know  they  have  diabetes.  Each  year, 
about  650,000  people  are  diagnosed  with  diabetes. 

Diabetes  is  a  disorder  of  metabolism  —  the  process  by  which 
our  bodies  use  digested  food  for  growth  and  energy.  Most  of 
the  food  we  eat  is  changed  into  a  simple  sugar  called  glucose. 
Glucose  is  the  main  source  of  fuel  for  the  body. 

After  digestion,  the  glucose  passes  into  our  bloodstream 
where  it  is  available  for  body  cells  to  use  for  growth  and 
energy.  For  the  glucose  to  get  into  the  cells,  insulin  must  be 
present.  Insulin  is  a  hormone  produced  by  the  pancreas,  a 
large  gland  behind  the  stomach. 


When  we  eat,  the  pancreas  is  supposed  to  automatically 
produce  the  right  amount  of  insulin  to  move  the  glucose  out 
of  blood  into  our  cells.  In  people  with  diabetes,  however,  the 
pancreas  either  produces  little  or  no  insulin,  or  the  body  cells 
do  not  respond  to  the  insulin  that  is  produced.  As  a  result, 
glucose  builds  up  in  the  blood,  overflows  into  the  urine,  and 
passes  out  of  the  body.  Thus,  the  body  loses  its  main  source 
of  fuel,  even  though  the  blood  contains  large  amounts  of 
glucose. 


(Source:  Diabetes  Overview,  National  Diabetes  Information 
Clearinghouse,  National  Institute  of  Diabetes  and  Digestive 
and  Kidney  Disease,  NIH)  Q 


Records  for  Sick  Days 


How  often 


Every  day 

Every  evening 

Every  morning 
and  every  evening 

Every  4  hours 

or  before  every  meal 


Every  4  hours 

or  before  every  meal 


Every  4  hours  or  each 
time  you  pass  urine 


Every  4  to  6  hours 


Question 


Answer 


How  much  do  you  weigh  today? 
How  much  did  you  drink  today? 
What  is  your  temperature? 


. pounds 

.  glasses 

.A.M. 
P.M. 


How  much  diabetes  medicine  did  you  take?  Time      Dose 


Time      Dose 


What  is  your  blood  sugar? 


Time      Blood  sugar         Time      Blood  sugar 


What  are  your  urine  ketones? 


How  are  you  breathing? 


Time      Ketones 


Time      Ketones 


Time      Condition 


Time      Condition 


CSource:  Taking  Charge  of  Your  Diabetes  -  A  Guide  for  Care,  US  Dept.  of  Health  &  Human  Services,  Public  Health  Service, 
Centers  for  Disease  Control  &  Prevention) 
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NCIVIS  JMember  Benefits 


ENDORSED 


NCMS  Membership 

Benefits  Programs  are 

designed  to  save  you 

TIME 

because  you're 

busier  than  ever 

MONEY 

because  savings 

really  count  while 

still  offering 

QUALITY 

because  we've 

carefully  selected 

these  programs 

on  the  basis  of 

CUSTOMER 

SERVICE 

CONVENIENCE 

as  well  as 

COMMITMENT 

to  meeting  your 

needs  and  giving 

you  the  best 

service  possible 

because  your 

MEMBERSHIP 

to  NCMS  makes 

YOU  Important. 


MEMBER  3ENEFIT 

V5NP0R  OF  CHOICE 

PHON-EHMBtR 

Auto  Leasing  &  Purchase  Plan 
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Opportunities  for  Cooperation 

A  Dialogue  with  the  Saratov  Medical  University,  Russia 

Michael  Gill,  PhD,  MSIV,  Michael  Simmons,  MD,  James  W.  Lea,  PhD,  and  Gary  D.  Bos,  MD 


In  the  late  1980s  the  Sister  Cities  organization  in  Chapel  Hill, 
in  an  effort  to  foster  better  relations  between  the  peoples  of  the 
United  States  and  the  Soviet  Union,  began  searching  for  a  sister 
city  in  Russia.  In  1990,  the  city  of  Saratov  was  identified,  based 
on  similarities  between  the  universities  in  the  two  cities.  The 
initial  dialogue  eventually  led  to  the  establishment  of  formal 
relations  between  the  two  cities  in  1992.  Since  then,  there  have 
been  a  number  of  cultural  and  business  exchanges  under  the 
aegis  of  the  Sister  Cities  organization.  Recently,  these  contacts 
have  broadened  to  include  the  medical  community. 

The  first  medical  connection  between  Saratov  and  the 
University  of  North  Carolina  (UNC)  Medical  Center  occurred 
in  summer  1994,  when  Ilya  Bondurenko,  a  14-year-old  from 
Saratov,  arrived  in  Chapel  Hill.  Several  months  earlier,  Ilya  had 
been  diagnosed  with  osteosarcoma  of  the  proximal  fibula. 
Unfortunately,  due  to  widespread  shortages  of  chemotherapeu- 
tic  agents  in  Russia,  his  long-term  prognosis  was  poor,  and  he 
faced  probable  loss  of  his  leg.  Through  the  efforts  of  relatives 
in  North  Carolina,  arrangements  were  made  for  chemotherapy 
and  subsequent  limb-sparing  surgery  at  UNC  Hospitals.  During 
the  months  of  treatment  in  Chapel  Hill,  the  Sister  Cities  com- 
mittee actively  rallied  support  for  Ilya  and  his  mother.  The 
committee  also  stimulated  the  medical  school  to  explore  pos- 
sible relations  with  the  medical  school  in  Saratov. 


Saratov  and  Its  Medical  School 

Saratov  is  a  city  of  approximately  one  million  people  located 
about  500  miles  southeast  of  Moscow  along  the  banks  of  the 
Volga  River.  Established  over  400  years  ago,  this  port  town 
flourished  as  a  major  center  of  trade  between  Western  Russia 
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and  the  Orient.  In  the  late  19th  century,  an  edict  of  Czar 
Nicholas  II  led  to  the  simultaneous  founding  of  a  university  and 
medical  school;  construction  began  in  the  early  1900s  and  the 
first  medical  students  graduated  just  before  the  Bolshevik 
Revolution.  From  a  single  university  clinic,  the  Saratov  Medi- 
cal University  (SMU)  has  now  expanded  to  include  an  exten- 
sive series  of  clinics  on  the  university  campus,  and  teaching 
facilities  at  several  major  hospitals  and  specialty  clinics  through- 
out the  city. 

In  October  1995,  a  delegation  from  UNC  visited  SMU  and 
its  affiliated  hospitals  and  clinics  for  the  purposes  of  establish- 
ing a  medical  student  exchange  program  and  exploring  interin- 
stitutional  research  and  cooperation.  The  following  article  is  a 
brief  description  of  the  Russian  medical  system  and  of  the 
opportunities  for  exchange  that  have  already  grown  from  the 
first  visit. 


The  Russian  Medical  System 

Most  Americans  have  preconceptions  about  abysmal  condi- 
tions, primitive  equipment,  and  low  standards  of  care  in  the 
provincial  hospitals  of  post-communist  Russia.  The  initial 
impression  of  the  First  City  Hospital  in  Saratov  would  seem  to 
confirm  these  stereotypes.  Yet  beyond  the  crumbling  plaster 
and  cold  dark  stairwells  we  found  a  medical  system  that 
functioned  with  a  surprisingly  high  level  of  knowledge  and 
expertise. 

There  were  apparent  contradictions  in  every  hospital  and 
clinic  we  visited.  In  the  corridors,  doctors  and  patients  alike 
smoked  cigarettes,  but  the  surgical  suites  were  spotless,  with 
the  smell  of  bleach  lingering  in  the  air.  X-rays  were  taken  with 
antiquated  equipment  and  the  films  developed  by  hand,  but 
were  of  diagnostic  quality  nevertheless.  To  our  surprise, 
laparoscopic  cholecystectomies  were  performed  with  the  same 
instruments  used  in  American  surgical  suites.  But  many  instru- 
ments that  we  consider  disposable  are  reused. 

Throughout  Russia,  there  is  a  terrible  shortage  of  hospital 
beds.  In  Saratov,  we  saw  10  or  more  patients  in  one  room  and 
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occasionally  on  beds  in  the  corridors.  There  were  usually  many 
relatives  present,  often  having  come  great  distances  from  out- 
lying provinces.  In  addition  to  providing  psychosocial  support, 
families  play  an  integral  role  in  the  daily  care  of  their  loved 
ones,  changing  bed  pans,  bandages,  and  linens.  Because  of  the 
disproportionately  low  nurse-to-patient  ratio,  this  practice  is  an 
unavoidable  necessity.  The  lack  of  technology,  often  leading  to 
long  hospital  stays,  compounds  the  problem. 

Chronically  besieged  by  shortages  of  supplies  and  lack  of 
funds,  doctors  in  Russia  have  become  highly  innovative  and 
cost-effective.  Until  five  years  ago,  Saratov  was  a  closed  city, 
and  there  was  little  communication  with  the  outside  world. 
However,  the  ingenuity  that  once  went  into  the  production  of 
Russian  military  apparatus  was  and  is  still  being  applied  to 
health  care.  As  a  group,  Russian  physicians  are  very  clever  and 
intelligent,  and  strongly  motivated  to  do  more  for  their  patients. 

During  the  communist  era,  the  Soviet  health  care  system 
was  touted  as  completely  egalitarian,  providing  free  compre- 
hensive health  care  for  all  citizens.  In  reality,  the  system 
deviated  far  from  this  ideal.  It  developed  into  a  set  of  stratified 
and  hierarchical  institutions,  with  the  best  facilities  reserved  for 
the  political  elite.  Significant  variations  in  quality  and  accessi- 
bility existed  on  the  basis  of  geography.  In  major  cities,  large 
polyclinics  provided  primary  care,  referring  patients  to  local 
hospitals  and  specialists  when  necessary.  In  sharp  contrast, 
provincial  cities  often  had  primitive  hospitals.  Rural  health  care 
was  usually  provided  by  poorly  trained  physician  assistants  in 
facilities  that  might  lack  even  running  water. 

With  the  collapse  of  the  Soviet  system,  much  of  the 
country's  infrastructure  underwent  monumental  changes.  In  a 
series  of  landmark  reforms  passed  in  1993,  the  health  care 
system  was  decentralized,  and  responsibility  for  the  develop- 
ment of  a  health  insurance  system  was  placed  on  regional 
authorities.  For  the  first  time,  patient  rights  were  officially 
acknowledged,  including  the  rights  of  patients  to  be  informed 
about  their  condition,  to  accept  or  refuse  treatment,  and  to 
participate  in  experimental  protocols.' 

The  reforms  of  1993  created  an  autonomous  regulatory 
agency  to  establish  contracts  with  clinics  and  hospitals  for  the 
primary  care  needs  of  the  constituency.  This  agency  is  funded 
through  compulsory  insurance  premiums  paid  by  employers 
and  contributions  from  the  state  for  the  unemployed.  The 
reforms  also  encouraged  the  development  of  a  parallel  system 
of  voluntary  supplemental  insurance  offered  by  private  compa- 
nies to  foster  efficiency  through  the  forces  of  market  competi- 
tion.^ There  are  already  reports  of  self- financing  polyclinics  in 
progressive  cities  such  as  St.  Petersburg.  These  offer  superior 
quality  services  to  a  predominantly  pay-out-of-pocket  wealthy 
clientele.' 

Change  was  apparent  even  in  the  regional  hospitals  of 
Saratov  where  revenues  from  private  clinics  have  allowed  the 
purchase  of  sophisticated  new  equipment  to  improve  efficiency 
and  increase  output  in  some  specialties.  Physicians'  salaries 
have  also  benefited  from  the  reforms.  During  the  communist 
regime,  general  practitioners  earned  about  as  much  as  a  com- 


mon laborer,  but  private  clinics  and  the  new  insurance  system 
are  improving  this  situation. 


Medical  Education  in  Russia 

Medical  education  in  Russia  lasts  for  six  years  and  begins  after 
completion  of  secondary  school  (about  equivalent  to  our  first 
year  of  college).  For  two  years,  the  medical  curriculum  focuses 
on  the  natural  sciences  and  basic  humanities. 

The  third  and  fourth  years  correspond  roughly  to  the  first 
and  second  years  of  American  medical  schools,  concentrating 
on  basic  sciences,  medical  ethics,  and  social  medicine.  The 
development  of  clinical  skills  begins  in  classes  that  focus  on 
typical  clinical  problems  encountered  in  surgery,  internal  medi- 
cine, and  radiology.  Each  course  is  organized  around  a  morning 
lecture,  followed  immediately  by  rounds  on  patients  who  illus- 
trate the  particular  problem  discussed  that  day.  On  the  day  of 
our  visit  to  a  surgery  class,  a  small  group  of  students  heard  a 
lecture  on  hernias  and  then  went  to  see  patients  with  incisional, 
inguinal,  and  femoral  hernias.  On  rounds,  an  attending  made  a 
brief  presentation  of  the  patient,  then  instructed  students  in 
techniques  of  physical  examination.  Students  were  challenged 
to  ask  focused  questions  that  might  confirm  the  diagnosis  and 
were  asked  to  present  a  reasonable  differential  diagnosis  for 
each  patient.  Each  case  was  discussed  in  relation  to  treatment 
options  and  subsequent  follow-up. 

The  syllabus  for  this  course  covers  a  wide  range  of  com- 
mon problems  in  each  specialty  area,  and  the  staff  was  quick  to 
point  out  that  they  have  no  problems  locating  at  least  one  patient 
in  the  clinics  to  serve  as  a  teaching  case.  The  teaching  system 
has  a  large  inpatient  population  to  draw  from,  and  takes  advan- 
tage of  this  to  integrate  traditional  didactic  lectures  with  case- 
based  learning,  reinforcing  book  knowledge  with  real  life 
scenarios.  This  approach  is  now  coming  into  favor  in  American 
medical  schools. 

The  fifth-  and  sixth-year  curricula  in  Russia  closely  re- 
semble the  clinical  years  in  American  medical  schools.  Stu- 
dents are  responsible  for  following  patients  on  their  service  but 
also  have  lectures  on  selected  topics  each  day.  Students  follow- 
ing patients  with  the  sort  of  problems  discussed  in  the  day's 
lecture  must  read  up  on  all  aspects  of  the  disease  and  present  the 
patients  on  teaching  rounds.  Fifth-year  students  rotate  through 
the  various  major  medical  disciplines,  and  sixth-year  students 
rotate  through  several  subspecialties.  In  general,  students  in 
Russia  have  fewer  hands-on  patient  care  activities,  and  receive 
more  direct  instruction  from  faculty  rather  than  house  staff 


Development  of  a  Relationship  with  SMU 

The  visit  of  the  UNC  delegation  had  two  goals;  1)  to  invite  a 
medical  student  from  Saratov  to  take  a  rotation  at  UNC;  and  2) 
to  establish  a  dialogue  between  the  two  medical  schools  that 
would  foster  interinstitutional  cooperation  in  research  and 
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clinical  training.  The  enthusiasm  we  encountered  at  SMU  was 
very  encouraging  and  greatly  facilitated  discussion  of  future 
plans.  Our  short  visit  led  to  offers  of  collaboration  from  many 
of  the  faculty  at  SMU.  We  are  working  to  arrange  connections 
between  faculty  of  the  two  institutions  in  clinical  and  research 
areas. 

In  April  1996,  Victor  Bogatov,  a  fifth-year  medical  student 
at  SMU,  began  a  two-month  clerkship  on  the  UNC  orthopaedic 
service.  His  knowledge  base  was  equal  or  superior  to  American 
counterparts  at  corresponding  third-year  level;  he  had  less 
surgical  and  ward  experience,  but  was  able  to  catch  up  quickly. 
Victor  found  the  vigorous  pace  of  an  American  medical  student 
a  challenge,  but  fortunately,  SMU  has  a  strong  program  in 
foreign  languages  and  Victor  was  able  extend  his  knowledge  of 
English  to  the  medical  setting. 

UNC  has  committed  to  accepting  one  student  a  year  from 
SMU  for  a  two-month  visit.  SMU,  in  turn,  has  invited  a  UNC 
student  to  come  to  Saratov.  SMU  already  has  a  strong  program 
in  medical  Russian,  since  they  receive  students  from  many  other 
countries.  An  American  student  with  a  basic  knowledge  of 
Russian  could  function  well  after  a  few  weeks  of  intensive 
language  training  in  Saratov. 

The  second  goal  of  our  trip  was  to  foster  joint  research 
projects,  seminars,  and  exchange  of  medical  personnel  between 
the  two  universities.  One  of  the  most  exciting  aspects  of  the  visit 
was  to  discover  the  markedly  different  regional  epidemiologies 
and  the  unique  ways  in  which  certain  disorders  are  treated.  As 
an  example,  for  six  months  there  has  been  an  unusual  outbreak 
of  diphtheria  in  rural  Saratov;  plasmapheresis  has  been  used 
with  good  success  to  treat  this.  Another  example  is  the  substan- 
tial number  of  patients  with  a  wide  array  of  problems  attributed 
to  radiation  exposure  from  the  Chernobyl  nuclear  plant  acci- 
dent. Visits  with  clinicians  and  researchers  from  SMU  can 
establish  relationships  that  will  permit  information  exchange  by 
interested  groups  on  both  sides.  The  possibilities  of  applying 
our  technology  to  disease  processes  which  are  rare  in  the  US  is 
exciting. 

The  process  of  exchange  and  collaboration  was  further 
aided  by  the  visit  of  Rector  Kirichuk  and  three  SMU  professors 
to  UNC  last  February.  They  came  to  learn  about  medical 
education  and  health  care  financing  in  the  US.  They  also  visited 
various  laboratories  and  physicians  engaged  in  clinical  and 
laboratory  research  to  establish  collaborative  studies. 

The  Russian  guests  began  a  discussion  about  setting  up  a 
combined  Russian-American  hospital  service  in  Saratov.  Such 
a  service  is  possible  in  Russia  because  the  Rector  has  the  ability 
to  license  physicians.  A  group  of  patients  with  diseases  of 
interest  to  visiting  clinicians  could  be  brought  to  the  facility  for 
treatment  by  the  combined  faculties.  Research  opportunities 
could  be  arranged.  If  this  venture  is  to  succeed,  funds  would 


need  to  be  solicited  from  outside  agencies  to  build  a  hospital 
wing  or  freestanding  building  to  house  the  service.  The  discus- 
sions led  to  the  signing  of  an  agreement  to  work  toward  the 
establishment  of  such  a  service. 

Further  broadening  contacts  between  the  two  universities, 
a  nine-member  delegation  from  UNC  visited  Saratov  in  Sep- 
tember to  take  part  in  a  joint  conference  on  health  care  reform. 
The  delegation  consisted  of  clinicians  as  well  as  representatives 
from  the  UNC  School  of  Public  Health  and  UNC  Hospitals. 
Concepts  such  as  managed  care  were  new  to  the  Russians,  yet 
both  sides  shared  similar  problems  including  issues  surround- 
ing primary  care,  rural  health,  and  the  costs  and  quality  of 
medical  education. 

Following  the  conference,  one  of  the  delegates  (Dr.  Gill) 
remained  in  Saratov  as  the  first  UNC  medical  student  to  work 
in  a  Russian  hospital.  His  month-long  rotation  in  internal 
medicine  and  pediatric  infectious  disease  afforded  not  only  a 
better  understanding  of  the  Russian  medical  system,  but  a 
glimpse  into  pathologies  not  frequently  encountered  in  the 
United  States,  such  as  diptheria  and  hemolytic  uremic  syn- 
drome. 

Several  other  exchanges  are  currently  being  organized.  In 
March,  the  medical  school  and  the  School  of  Public  Health  will 
host  a  conference  on  health  care  issues,  with  20  doctors  from 
Saratov  attending.  Early  this  year,  UNC  expects  to  receive 
multiple  junior  faculty  from  SMU  on  various  clinical  services 
and  in  research  laboratories.  A  UNC  family  practice  professor 
is  expected  to  spend  a  month  in  Saratov  helping  to  develop  a 
primary  care  network  that  can  be  implemented  in  the  Saratov 
region. 

Continued  exchanges  with  Saratov  will  require  significant 
manpower.  We  hope  that  the  effort  will  extend  beyond  UNC 
faculty,  but  wish  to  keep  the  service  staffed  with  physicians 
from  North  Carolina.  Faculty  from  any  of  the  state's  medical 
schools,  as  well  as  doctors  in  private  practice  who  want  to 
participate  should  contact  Dr.  Bos  at  919/966-7130  (e-mail: 
gdbos@med.unc.edu). 


Conclusion 

Our  first  contact  with  SMU  was  highly  favorable.  We  are 
confident  that  it  will  be  possible  to  establish  clinical  and 
research  exchange.  The  fact  that  SMU  is  set  in  a  recently  opened 
city  and  has  a  knowledgeable  medical  faculty  may  explain  the 
ease  of  developing  a  relationship  without  the  request  for  funds 
that  often  hampers  such  efforts.  We  found  the  attitude  refresh- 
ing, especially  in  the  present  milieu  of  declining  health  care 
budgets  in  the  US.  We  believe  that  such  an  attitude  is  the  key  to 
establishing  a  long-term  relationship  with  benefits  for  all.     Q 
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FICTION      BY      PHYSICIANS 


Locked  and  Loaded 

Roger  Castle's  Gulf  War  Syndrome 


Dennis  A.  Greene,  MD 


Author's  note:  Nearly  six  years  ago,  my  colleagues  and  I  were  preparing  to  leave  the  Arabian  peninsula  and  return  to  our 
families,  friends,  and  practices  after  fiaving  given  180  days  of  service  to  Operation  Desert  Shield  and  Desert  Storm.  IVlost 
of  the  people  in  my  group  were  reservists,  like  me.  Many  were  North  Carolinians. 

I  wrote  this  story  about  a  somewhat  reluctant  physician-soldier,  who  found  himself  caught  up  in  the  events.  It  is  fiction, 
but  the  events  described  might  have  happened.  Memories  fade.  I  dedicate  this  narrative  to  the  many  men  and  women  who 
have  served,  and  continue  to  serve,  their  country. 


Gently  shivering,  he  lay  on  his  back,  head  resting  on  his  blanket- 
roll,  squeezed  among  his  buddies  on  the  hard  tarmac,  looking  at 
the  brilliant  stars  in  the  cloudless  night  sky.  He  tried  to  shield 
himself  from  the  cold  dry  wind  blowing  across  the  desert  to  the 
sea.  "We  will  board  the  plane  at  oh-dark-thirty,"  the  colonel  had 
announced  at  the  evening  formation.  "Try  to  get  some  sleep;  it' s 
gonna  be  a  long  night." 

At  one  o'clock  in  the  morning,  they  had  been  awakened 
and  brought  to  the  airstrip,  passing  for  the  last  time  the  heavily 
fortified  checkpoint  that,  for  three  months,  had  separated  them 
from  the  outside  world.  Now,  while  medical  equipment  and 
personal  gear  were  loaded  onto  the  747,  the  company  had  no 
place  to  sit.  They  lay  down  on  the  runway  apron  to  keep  warm, 
each  with  private  thoughts  and  silent  memories  of  the  half-year  - 
coming  to  its  end. 

The  41 1th  Evacuation  Hospital,  from  Buffalo,  New  York, 
was  one  of  10  Army  Reserve  hospitals  that  had  been  mobilized 
and  sent  to  the  Arabian  peninsula  in  November  1990,  three 
months  after  Saddam  Hussein  moved  his  Republican  Guards 
and  irregulars  across  the  border  and  occupied  the  oil-rich 
sheikdom  of  Kuwait.  The  American  President,  himself  a  Texas 
oilman,  was  outraged.  "This  aggression  will  not  stand!"  he  said 
on  the  evening  news.  He  assembled  a  coalition  of  30  American, 
Middle  Eastern,  and  European  nations  to  confront  the  stubborn 
Saddam.  When  Saddam  would  not  budge,  history  was  made  in 
January  1991:  a  massive  military  operation  that  bombed  the 
Iraqi  Army  for  38  days  and  nights,  then  moved  tens  of  thou- 


Dr.  Greene  is  with  the  Department  of  Otolaryngology-Head  and 
Neck  Surgery,  Kaiser  Permanente,  West  Raleigh  Medical  of- 
fice, 3100  Duraleigh  Road,  Raleigh  27612. 


Glossary  of  terms 

LTC,  MC, 

USAR 

Lieutenant  Colonel,  Medical  Corps, 
US  Army  Reserve 

NAAD: 

National  Army  Medical  Department 
Augmentation  Detachment 

SHAPE: 

Supreme  Headquarters,  Allied 
Personnel,  Europe 

sands  of  soldiers,  Bradley  fighting  vehicles,  and  tanks  from 
Saudi  Arabia,  re-taking  Kuwait  in  just  four  days.  The  clean-up 
took  another  month,  then  the  troops  were  given  orders  to  go 
home. 

For  Roger  Castle,  MD,  LTC,  MC,  USAR,  life  had  been 
routine  until  the  President  called  up  the  Reserves.  Roger,  Chief 
of  Radiology  for  the  4 1 1th,  was  not  a  weekend  warrior,  not  one 
of  those  citizen-soldiers  seen  once  a  month  driving  convoys  of 
olive-drab  vehicles  to  fulfil  their  commitment  to  the  Army 
Reserve  or  National  Guard.  Yes,  he  was  in  the  Reserves,  but  as 
far-removed  as  possible.  As  a  radiologist,  one  of  the  more 
underrepresented  medical  specialties  in  the  Army,  he  had  given 
his  time,  but  no  more  than  was  required,  and  he  had  been 
allowed  a  good  deal  of  flexibility  in  arranging  his  duty  time,  so 
that  his  personal  life  would  not  be  disrupted.  "Lucky  to  have 
me,"  he  thought.  The  Armed  Services  needed  Reserve  medical 
personnel.  There  simply  weren't  enough  doctors  and  nurses  on 
active  duty  to  support  the  far-flung  military  community,  espe- 
cially in  times  of  crisis. 

He  had  been  on  active  duty  once  before,  in  1 973- 1 975.  That 
was  very  different.  He  had  been  drafted  out  of  high  school,  but 
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granted  deferment  through  college,  medical  school,  and  radiol- 
ogy residency  at  Northwestern.  Those  were  Vietnam  War 
years,  but  the  Army  sent  him  to  Germany,  as  radiologist  at  the 
hospital  in  Wiirzburg.  He  rose  to  major,  but  he  hated  Army 
bureaucracy,  hated  spinning  his  wheels.  "Enough  of  this,"  he 
thought.  "I'm  going  back  to  the  world.  I  have  a  career  to  get 
started."  He  resigned  his  Reserve  commission.  He  put  his 
uniforms  in  a  box  in  the  attic.  He  moved  to  Carville,  North 
Carolina,  and  started  a  radiology  practice  that  expanded  steadily 
as  the  hospital  grew.  The  years  went  by.  He  almost  forgot  about 
his  military  tour. 

Roger  hadn't  figured  on  a  mid-life  crisis.  After  15 
years  in  harness,  he  was  a  little  bored.  Everything  seemed 
predictable.  He  practiced  full-time  at  the  hospital  in  Carville;  he 
was  active  in  the  local  and  state  medical  societies;  he  was  well- 
known  in  the  community.  The  Radiology  Department  grew  to 
accommodate  two  associates  and  even  residents  from  the 
University  in  Chapel  Hill.  Maybe  he  was  a  little  burned  out. 
The  hospital  at  Fort  Bedford  needed  a  part-time  radiolo- 
!  gist.  They  were  small  and  needed  someone  with  experience  to 
'  develop  the  department.  It  was  just  30  minutes  away.  Why  not 
go  back  into  the  Reserves?  There  might  be  some  benefits,  and 
besides,  wasn't  it  time  to  "give  something  back"  for  his  years  of 
;  privilege?  That  was  two  years  ago.  They  made  him  a  lieutenant 
:  colonel.  If  he  stayed  until  he  retired,  he  would  be  a  full  "bird" 
colonel.  He  had  to  go  to  Fort  Bedford  two  afternoons  a  month, 
but  he  enjoyed  the  work  with  young  soldiers,  the  bonding,  the 
!  Army's  emphasis  on  physical  fitness,  the  teaching  of  the 
younger  medical  officers  and  staff. 

He  planned  to  spend  his  required  two  weeks  of  active  duty 
at  a  different  place  every  year,  in  Europe,  if  possible.  In  1989, 
he  went  to  the  SHAPE  hospital  in  Mons,  Belgium;  in  1990  he 
I  went  to  Heidelberg,  to  US  Army  Headquarters;  next  year  was 
to  be  Italy.  The  "fun"  stopped  two  days  before  Thanksgiving 
1 990,  in  his  office  in  the  radiology  suite,  at  2:45  in  the  afternoon. 
"Sir,  this  is  Spec4  Hammer  from  the  NAAD.  We  are  mobiliz- 
ing, sir,  and  you  are  to  report  to  your  mobe  site  no  later  than  oh- 
nine-hundred  Saturday  morning.  That  is  an  order  from  General 
Thomas.  Sorry,  sir,  but  all  Evacuation  Hospitals  are  getting 
called  up." 

"What?  Wait  a  minute,  Specialist  Hammer,  I  can't  just 
leave  everything,  are  you  sure  about  this?"  Roger  was  begin- 
ning to  sweat.  He  sat  down  hard. 

"Sir,  you've  been  assigned  to  the  41 1th  Evacuation  Hospi- 
tal out  of  Buffalo.  HQ's  pulled  you  from  your  parent  unit 
because  the  411th  needs  a  radiologist.  Their  guy  is 
nondeployable.  Bad  heart  or  something.  We're  doing  a  lot  of 
mixing  and  matching  down  here,  getting  these  units  up  to 
strength.  It's  been  a  real  Charlie  Foxtrot,  if  you  get  my  drift.  Oh, 
by  the  way,  you  need  to  go  to  Bragg." 

Fort  Bragg  was  three  hours  away.  Roger  had  been  there 
before,  to  the  big  Womack  Army  Hospital  for  conferences,  to 
teach  radiology  residents,  to  read  an  x-ray  or  two.  It  was  a  small 
part  of  his  Reserve  duty,  but  not  a  part  he  particularly  liked, 
being  too  close  to  what  he  did  all  day  at  home.  All  the  same,  he 


enjoyed  watching  the  maneuvers  of  the  82nd  Airborne  and  the 
Special  Forces,  who  had  made  Fort  Bragg  famous. 

"What  are  we  going  to  do,  fill  in  at  Womack  until  the 
regular  Army  guys  get  back  from  Saudi?"  Roger  muttered. 
"Don't  know,  sir.  Just  get  there  and  you'll  get  orders."  The 
soldier  from  NAAD  clicked  off.  The  National  Army  Medical 
Department  Augmentation  Detachment,  located  at  Fort  Gillem 
in  suburban  Atlanta,  was  Roger's  administrative  headquarters. 
To  Roger  it  was  just  an  "800  number;"  he  called  them;  they 
called  him,  usually  about  trivial  things,  like  retirement  points, 
courses,  forms  to  fill  out.  He  had  never  seen  the  place,  nor  they 
him.  He  wondered  if  the  soldiers  he  spoke  to  looked  the  way 
they  sounded,  or  vice  versa,  like  Specialist  Fourth  Class  Ham- 
mer, the  NAAD  clerk.  "Who  the  hell  is  Spec4  Hammer?  Jesus, 
wake  up!  What  the  hell  am  I  going  to  tell  Laura?" 

Two  days  before  Thanksgiving!  He  had  until  Saturday, 
Friday  really,  to  rearrange  his  life.  "Can  they  really  do  this  to 
me?"  Well,  Vijay  and  Ken,  his  two  partners,  would  just  have  to 
handle  the  practice  for  a  while.  They  were  all  pumped  up  over 
Desert  Shield  anyway.  The  media  had  really  got  their  attention. 
To  Roger  it  had  always  been  odd  how  often  people  who  had 
never  been  in  the  military  were  much  more  hawkish  than  he, 
much  more  willing  to  send  in  the  troops.  Ken,  six  years  younger, 
had  been  a  flower  child  in  Berkeley  during  Vietnam.  Vijay  was 
probably  sfill  in  medical  school  in  India  back  then.  Well,  it's  not 
the  '60s  anymore. 

Roger  got  on  the  phone  to  Laura:  "I  can't  believe  this,  but 
I've  been  activated!  I  don't  know  how  long,  maybe  a  few 
months,  maybe  six  months,  I  don't  know!  Look,  I'll  be  home 
early  and  we'll  talk  this  out,  but  I've  got  to  find  Vee  and  Ken!" 
Christ!  There  won't  be  any  money  coming  in;  what  about  the 
mortgage,  the  insurance? 

Vijay  and  Ken  were  in  the  back  office,  having  coffee,  when 
Roger  reached  them.  They  sat  for  a  while,  silent,  stunned.  Vijay 
spoke  first.  "Rog,  this  is  bloody  awful,  you  know.  But,  by  golly, 
what  did  you  expect,  anyway?  Hey,  I  think  I  speak  for  both  Ken 
and  me.  We'll  hold  down  the  fort.  Don't  worry  about  us.  Just 
stay  as  safe  as  you  can.  Hell,  you'll  probably  be  a  general  by  the 
time  you  get  back!"  Ken  nodded,  then  softly  and  slowly  added, 
"We'll  make  sure  Laura  and  the  kids  are  okay.  Are  you  going 
to  be  all  right  as  far  as  money  is  concerned?  Your  accounts 
receivable  are  only  going  to  last  a  few  months,  you  know. 
Maybe  we  can  take  out  a  loan  or  something."  Ken's  calculator 
mind  was  kicking  into  high  gear,  as  usual  in  times  of  crisis. 

"Look,"  Roger  said,  "I  really  don' t  have  much  time  to  deal 
with  this,  so  I'll  just  have  to  see  what  they're  going  to  do  with 
me  and  play  it  by  ear  for  a  while." 

A  dozen  phone  calls  later,  he  was  at  home.  He  had  talked 
to  the  bank,  the  accountant,  the  hospital  staff  secretary,  the 
medical  school  liaison,  and  left  a  message  for  the  Rotary  Club 
co-chair:  "Won '  t  be  at  the  meeting  next  week,  or  the  next.  Carry 
on  without  me."  Everyone  seemed  supportive  and  understand- 
ing. Hope  it  lasts.  Damn!  What  a  mess!  What  a  shock! 

He  remembered  the  next  few  days  as  a  blur.  Laura's  brave 
smile,  her  eyes  betraying  worry — or  was  it  anger?  Timmy  and 
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Terry,  the  twins,  just  starting  out  in  the  new  school,  trying  to 
make  new  friends,  having  a  tough  time.  "Bye,  Daddy,  we  love 
you,"  they  waved  as  he  turned  and  slowly  walked  down  the 
jetway  for  the  flight  to  Texas.  Not  to  Fort  Bragg.  He  had  been 
reassigned  to  a  training  unit  at  Fort  Sam  Houston.  He  was  one 
of  the  older  ones  this  time  around,  his  gray  hairs  earned.  "I'm 
a  father  figure,"  he  thought.  "That's  all  I  need." 


"Modified  boot  camp.  Learn  tlie  tasks. 

Go  or  no  go,  simple  as  tinat.  Qualify 

witin  pistol,  with  rifle..,. All  of  this  seemed 

to  be  happening  to  someone  else.  He 

was  a  radiologist,  for  Pete's  sake." 


The  schedule:  up  before  six,  work  all  day  at  military  and 
medical  tasks,  fall  into  bed  at  night.  Hours  and  hours  of  filling 
out  forms:  for  pay,  life  insurance,  power  of  attorney,  medical 
records,  personnel  records.  Standing  in  lines,  lots  of  lines.  Lots 
of  marching.  Basic  soldiering,  they  call  it.  Modified  boot  camp. 
Learn  the  tasks.  Go  or  no  go,  simple  as  that.  Qualify  with  pistol, 
with  rifle.  Qualify  with  chemical  protective  suit.  It  can  save 
your  life.  All  of  this  seemed  to  be  happening  to  someone  else. 
He  was  a  radiologist,  for  Pete's  sake. 

Roger  felt  isolated,  cut  off  from  his  life.  He  knew  he  would 
be  transferred  after  three  weeks,  but  not  where  he  was  going. 
Laura  and  the  boys  flew  to  San  Antonio  for  a  day,  but  he  had 
only  a  few  hours  with  them,  at  dinner.  The  trainmg  group  was 
called  for  a  late  briefing.  "How  thin  you  look,"  Laura  said  as 
they  parted. 

Message  from  Specialist  Hammer:  "Report  at  once  to 
Aberdeen  Proving  Ground,  Maryland.  The  4 1 1  th  Evac  Hospital 
is  mobilizing  and  will  be  ordered  to  Saudi  Arabia." 

They  were  housed  in  ancient  barracks  that  had  been  hastily 
reconditioned  to  make  them  habitable,  at  least  by  Army  stan- 
dards. Roger  bunked  with  30  men,  enlisted  and  officer  alike,  in 
one  long,  narrow  room.  He  had  a  bed,  a  locker,  a  little  desk.  The 
only  telephone  was  a  pay  phone  on  a  pole  between  two  of  the 
buildings.  By  standing  in  line  for  an  hour,  he  could  call  home. 

Because  of  security  issues  and  training  schedules,  they 
were  not  allowed  to  leave  the  post,  to  have  visitors,  or  to 
disclose  their  location  to  anyone,  although  it  was  no  secret 
where  they  were.  "They're  out  there.  This  is  real,"  said  the 
colonel,  a  stumpy  urologist  with  a  slight  limp,  warning  of  a 
perceived  threat  to  their  safety.  They  could  use  the  gym  and 
track,  but  not  the  Officers'  Club.  They  would  march  in  forma- 
tion to  the  mess  hall.  Alcohol  was  forbidden,  by  order  of  the 
general  staff.  They  were  going  to  war.  They  were  going  to  be 
ready.  "Locked  and  loaded,  leaning  forward  in  the  foxhole," 
was  how  the  trainer  put  it,  "good  to  go." 

In  Aberdeen  that  winter,  it  either  rained  or  it  snowed.  Cold 
and  wet,  they  continued  their  training.  Roger  was  miserable.  He 
felt  imprisoned.  His  barracks-mate,  an  ambulance  driver  named 


Mario,  said,  "Geez,  Doc,  this  is  worse  than  jail.  I've  been  in  jail ! 
We  had  our  own  cell,  three  meals  a  day,  TV;  our  wives  could 
visit;  we  had  a  telephone.  It  was  much  better  than  this!" 

How  could  the  Army,  he  wondered,  send  him  to  a  hostile 
area?  Weren't  there  plenty  of  regular  Army  full-timers  to  take 
overseas  duty?  Weren't  the  reservists  supposed  to  backfill  at 
places  like  Walter  Reed  and  Womack?  Are  we  sending  a 
message  to  Saddam?  Is  that  it?  Watch  out,  Saddam!  Roger 
Castle  is  coming!  I  bet  he's  quaking  in  his  boots. 

Christmas,  and  a  few  days  off,  finally.  He  went  home,  but 
nearly  wished  he  hadn't.  Laura  was  exhausted.  The  boys  were 
acting  out,  obviously  unhappy.  On  their  last  night  together  they 
sat  close  and  tried  to  dedicate  themselves  to  making  the  best  of 
the  situation.  "After  all,  think  of  all  the  single  moms  and  dads, 
the  students  pulled  away  from  a  whole  year's  work,  who  are  so 
much  worse  off  than  we  are.  We'll  get  through  this,  that's  all." 

On  New  Year's  Day,  the  colonel  called  a  formation. 
"We've  received  our  orders  to  deploy  overseas.  We  will  leave 
in  48  hours.  You  will  be  given  our  destination  later.  Dismissed." 
The  411th  spent  the  next  day  and  night  preparing.  "Finally, 
something  to  do,"  Roger  thought.  Pack  up  a  hospital.  Equip- 
ment, vehicles,  bandages,  solutions,  tables,  chairs,  you-name- 
it.  Beans,  bullets,  and  bandages,  they  said.  Most  of  it  would  go 
right  on  the  plane  with  them.  The  rest  would  arrive  later.  But 
where,  exactly? 

When  the  buses  came,  it  was  snowing  hard.  Oh-dark-thirty, 
once  again.  Everything  happens  at  the  "dismal  time."  It  was  a 
long  slow  trip  to  McGuire  AFB,  in  New  Jersey.  The  bus  convoy 
was  directed  to  an  empty  terminal  building.  Air  Force  personnel 
materialized,  and  within  an  hour  the  company  was  being  out- 
processed  and  readied  for  the  next  stage  of  their  journey.  They 
were  in  full  battle  dress,  the  400  personnel  of  an  Evacuation 
Hospital  company.  Doctors,  nurses,  technicians,  clerks,  driv- 
ers, cooks,  repair  personnel,  security,  communications,  supply. 
In  the  darkness,  they  could  have  resembled  any  of  the  thousands 
of  soldiers  who  had  already  passed  through. 


"Roger  could  sleep  almost 
anywhere,  even  amid  the  constant 
noise  and  activity  of  his  bunk-room 

mates.  He  dreamed  about 
weapons  under  seats." 

As  they  boarded  the  airplane,  they  carried  their  M- 16s;  the 
officers  strapped  on  their  .45s.  Their  knapsacks  weighed  60 
pounds,  including  the  sleeping  bag.  Attached  to  their  web-gear 
were  a  flashlight,  first-aid  kit,  and  two  canteens.  They  marched 
in  formation  to  the  plane.  "Hey,  you  guys  look  tough,"  said  one 
of  the  Air  Force  noncoms  helping  them  load.  "No  shit.  We're 
a  hospital,"  someone  replied.  Roger  scribbled  a  note  to  Laura: 
"We're  leaving.  I  love  you  more  than  you  know."  He  gave  it  to 
one  of  the  attendants.  "Don't  worry,  I'll  send  it  to  her,"  she 
promised. 
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"Welcome  to  Tower  Air  Flight  999,  Boeing  747  Service  to 
Saudi  Arabia.  Please  stow  your  weapons  under  your  seats, 
muzzles  pointed  toward  the  aisles,"  said  the  intercom.  They 
tool<  off  into  the  dark  sky .  Roger  fell  asleep  almost  immediately . 
He  had  learned  to  cover  his  eyes  with  one  of  those  black 
eyeshades  he  used  to  see  in  old  movies  and  plug  his  ears  with 
Army-issue  earplugs.  He  could  sleep  almost  anywhere,  even 
amid  the  constant  noise  and  activity  of  his  bunk-room  mates.  He 
dreamed  about  weapons  under  seats. 

Four  hundred  soldiers  traveling  together  did  not  take  long 
to  eat  up  all  the  food  and  fill  up  all  the  toilets.  It  was  hard  to  move 
about  the  airplane.  The  aisles  were  filled  with  gear  or  sleeping 
bodies.  Roger  amused  himself  listening  to  Arabic  language 
tapes  and  playing  pinochle  with  his  mates.  He  fell  into  the  sleep- 
wake  pattern  of  boredom  and  fatigue. 

"Doc,  sir,  wake  up!  You  gotta  see  this,  sir!"  A  corpsman 
was  snapping  pictures  through  the  porthole  on  Roger's  left.  It 
must  have  been  late  afternoon,  local  time,  because  from  38,000 
feet  he  could  clearly  see  the  long  shadows  pointing  eastward 
from  the  Great  Pyramids  of  Cheops  and  Chefren,  as  they  flew 
directly  over  Giza.  Was  that  the  Sphinx  down  there?  It  was  one 
of  the  most  beautiful  things  Roger  had  ever  seen.  The  Nile 
stretched  north  and  south,  with  its  great  bulge  near  the  ancient 
j  cataracts,  like  a  page  from  one  of  his  childhood  storybooks. 
Then  they  were  over  the  desert  and  the  Red  Sea.  As  the  sun  set 
they  began  their  descent  somewhere  over  Saudi  Arabia. 

The  camp  lay  at  the  north  end  of  a  runway.  The  engineers 
had  bulldozed  the  sand  flat  and  then  spread  gravel  over  a  one- 
fourth  square  mile  area  surrounded  by  a  chain-link  fence  and 
razor- wire.  There  were  a  few  collapsible  modular  buildings  and 
l|  a  lot  of  tents  occupied  by  Air  Force  personnel  who  flew  aerial 
■  refueling  missions  over  the  Persian  Gulf.  Some  of  the  crews 
came  from  North  Carolina's  Pope  Air  Force  Base.  "Small 
world,"  Roger  thought. 

The  hospital  was  going  to  be  a  hybrid.  The  Air  Force  was 
bringing  in  its  own  staff,  essentially  matching  the  4 11  th.  The  Air 
Force  commander,  a  tall,  good-looking  general  surgeon,  stood 
on  a  table.  Our  colonel  hopped  up  next  to  him.  "We're  going  to 
be  the  first  combined  Army  and  Air  Force  hospital.  We  want 
you  to  ignore  the  insignia  on  your  uniforms.  From  now  on,  you 
,  are  one  service.  No  rivalry,  no  competition,  no  rank.  We're  here 
to  do  a  job  and  we  are  going  to  cooperate  with  each  other  fully." 
Actually,  mused  Roger,  lying  with  a  stiff  back  on  the  cold 
asphalt,  it  had  worked  pretty  well,  except  for  softball  and  touch 
football  games. 

When  completed,  the  hospital  had  a  capacity  of  1 ,000  beds. 
They  were  far  enough  from  the  battlefield  to  be  safe  from  SCUD 
missiles,  but  close  enough  to  provide  rapidly  accessible  medical 
care.  The  modular  buildings  and  tents  connected  side-to-side  or 
end-to  end,  included  four  modular  operating  rooms,  all  well- 
equipped.  And  excellent  anesthesia.  The  x-ray  equipment  was 
a  little  outdated,  and  Roger  would  have  loved  a  CT  scanner,  but 
he  was  confident  that  this  evacuation  hospital  could  fulfill  its 
mission,  and  then  some. 


That  was  three  months  ago.  It  was  hard  to  remember  all  that 
they  had  done  since.  They  trained  for  what  they  hoped  would 
never  happen:  mass  casualties;  planeloads  of  wounded,  nerve- 
gassed  soldiers,  landing  on  the  runway  and  taxiing  right  up  to 
the  hospital's  open  door.  Boy,  the  luck!  The  most  serious 
casualty  was  a  young  woman  soldier  with  a  ruptured  ectopic. 
Friendly  fire,  they  called  it.  A  few  troopers  with  vague  nausea 
and  vomiting,  aches  and  pains,  rashes  that  no-one  could  ex- 
plain. "Lots  of  stories;  so  many  people  dislocated  just  like  me. 
Someday  I'll  have  to  write  about  it." 

"Three  months  ago,"  Roger  thought,  "we  landed  in  a  dark 
spot  in  a  desert  with  nothing  but  an  airstrip.  We  built  a  hospital 
out  of  tents  and  containers.  And  the  best  thing  is  that  we  never 
needed  it.  We  trained  and  trained,  but  never  filled  our  beds.  We 
saw  war  on  CNN.  I  think  we  were  ready,  but  I  guess  we'  11  never 
really  know.  Now  we  are  leaving  and  all  this  will  disappear.  The 
hospital  will  go  back  in  its  box  and  the  airstrip  will  be  left  to  the 
sand.  Six  months  from  now,  if  you  flew  over  this  place,  you 
would  see  no  tents,  no  razor  wire,  nothing  but  desert." 

"Okay,  we're  ready  to  go,"  the  colonel  announced.  "The 
pilot  said  to  get  a  move  on  or  it'll  get  too  warm  for  us  to  take  off 
with  this  load."  "No  problem-o,"  said  Roger,  as  he  wearily  got 
to  his  feet,  stretched,  picked  up  his  gear  and  walked  to  the 
stairway,  his  boots  crunching  on  the  sand.     Q 
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PATIENT'S      POINT      OF      VIEW 


My  Encounter  With  Cancer 

One  Woman's  Battle  with  Cancer 
and  Today's  Health  System 


Teena  Vaughn-D'Annibale 


She  touched  me,  and  I  knew. 

Cancer! 

Her  name  was  Diane,  I  think.  A  sonographer.  I  lay  there 
with  my  head  tipped  uncomfortably  back  so  my  neck  was 
exposed  to  the  gooey  slime  and  the  cold  instrument.  I  knew  the 
sonogram  did  not  look  good.  Every  time  she  touched  my  arm  I 
felt- 
Cancer. 

A  shy  smile — 

Cancer. 

A  brush  of  my  hair — 

Cancer. 

A  quiet,  "Everything  looks  good.  You're  all  done.  Here  let 
me  get  that  goo  off  of  your  neck." — 

Cancer! 

She  glanced  down,  then  back  to  me;  our  eyes  met  and  I 
knew — 

Cancer. 

She  said,  "Have  a  great  day,"  and  then  I  was  sure. — 

Cancer. 

The  doctors  kept  saying:  "It's  growing  too  fast  to  be 
cancer."  "You're  too  young.  Your  age  is  working  for  you." 
"The  chances  of  cancer  in  cases  like  this  are  1  in  100."  Yet,  I 
knew  when  I  looked  in  Diane's  caring  eyes — 

Cancer! 

I  walked  out  to  the  car,  where  the  world  went  on  as  if 
nothing  was  different  at  all.  I  watched  a  little  girl  and  her  mom 
waiting  for  a  city  bus.  The  girl  was  fussing  with  a  beautiful 
green,  potted  plant,  picking  the  leaves  off  behind  her  mother's 
back.  The  mother  chatted  with  an  older  man  on  a  cane  about  the 
buses  always  running  late.  "What  do  they  think?  That  we  have 
all  the  time  in  the  world?"  she  asked  in  a  hostile  tone. 

I  turned  away.  "All  the  time  in  the  world" — 

Cancer. 


The  steps  to  the  parking  lot  were  the  awkward  sort  where 
two  steps  are  two  long  and  one  too  short.  You  have  to  take  giant 
steps  or  baby  steps.  I  wonder  what  sadistic  person  designed 
steps  like  this  and  why  they  were  everywhere.  Baby  steps  or 
giant  steps? — 

Cancer. 

At  the  car  I  just  sat  in  the  heat,  sweat  running  down  the  back 
of  my  neck,  gripping  the  steering  wheel,  knowing — 

Cancer! 

Thinking,  "What  am  I  doing?  The  doctors  all  say  it  is  not 
cancer.  Why  am  I  being  so  negative  and  melodramatic?  It's  not 
cancer."  A  horn  blew.  Was  I  moving  or  staying?  They  want  my 
parking  space — MY  SPACE — 

CANCER! 

On  the  drive  home  I  began  to  cry:  scared;  mad  at  being 
selfish  and  stupid;  hurt  that  this  was  happening  to  me;  wonder- 
ing what  I  was  supposed  to  learn  from  this  life-lesson  God  had 
so  graciously  dropped  in  my  lap.  Yet,  despite  all  the  uncer- 
tainty, I  felt  a  strength  that  I  knew  would  get  me  through  to  the 
end.  At  the  red  light  tears  streamed  down  my  face,  but  when 
somehow  I  got  home,  into  the  driveway,  I  decided  not  tell  Peter. 
In  my  heart,  though,  I  knew  I  eventually  would.  We  share 
everything.  We  are  soulmates.  He  would  know  the  minute  he 
looked  in  my  heart.  I  told  Peter. 


The  days  became  a  week.  I  thought — Cancer — every 
minute.  I  tried  to  forget  but  I  wanted  someone,  someone 
official,  to  back  me  up,  to  tell  me,  I  was  right — or  even  better — 
wrong!  But  those  words  never  came.  Instead,  it  was  doctors, 
doctors,  doctors.  The  doctors  all  said  I  did  not  fit  the  pattern  for 
cancer,  so  not  to  worry.  But  "Go  see  the  endocrinologist." 
Scary,  painful  tests,  with  no  anesthetic.  The  doctors  said  there 
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were  not  enough  cells  to  be  conclusive.  They  sent  the  cells  to 
someone  who  is  even  more  of  an  expert.  Well,  now,  there  are  not 
enough  cells  but...  I'm  leaning  toward  being  "concerned." 
That's  a  nice  way  of  saying — Cancer! — in  my  book. 

On  to  the  surgeon.  Huge  waiting  room,  curt  receptionist, 
cool,  calculating  explanations  and  options. 

"Just  take  it  out,  doc.  I  want  it  all  out,"  I  say.  He  agrees. 

I  go  home  and  tell  Pete  and  the  kids,  "It's  nothing  to  worry 
about.  The  doctor  says  it's  cut  and  dried,"  that  "the  likelihood 
of  cancer  is  1  in  100."They  all  breathe  a  sigh  of  relief.  I  think — 

Cancer. 


Nothing  to  eat.  Be  there  at  5  a.m.  for  preps.  The  alarm  goes 
off.  We  dress.  I  put  my  hair  up  on  top  of  my  head,  thinking,  "It'll 
be  out  of  the  way."  No  makeup  so  they  can  see  if  you  look 
pale — which  you  do  because  you  are  scared  to  death,  but 
surprisingly  calm  because  it's  all  about  to  be  over — finally. 

I  cannot  look  at  Peter.  He  looks  so  worried,  so  scared.  I 
know  he  is  wondering — "Cancer?" — but  never  says  a  word. 

"Come  on  let's  go,"  he  says,  "I  love  you,  ya  know."  I  know. 
I  know  that  more  than  anything  else  I  know  in  life.  I'  m  so  scared 
to  lose  him.  I  cling  to  his  shirt  and  wish  I  could  fuse  my  body 
right  inside  him  so  we  were  all  one  person.  But  it's  too  much 
pain  to  handle  right  now.  I  push  him  away — 

Cancer. 

It's  dark  and  the  headlights  illuminate  only  the  world  in 
fi-ont  of  our  car.  That's  good  because  that's  about  all  I  can 
handle  right  now.  How  has  this  all  happened?  I  cannot  believe 
it.  I  have  never  been  sick  my  whole  life. 

"Fat  and  healthy,"  that's  what  Doc  Frank  and  I  always  say. 
"Lose  some  weight  and  you'll  be  sickening."  Yet,  six  months 
ago  his  face  was  strangely  serious  when  he  found  a  pea-sized 
nodule  on  my  neck  during  a  routine  exam. 

"Nothing  to  be  that  concerned  about,  but  we  need  to 
address  it."  Doctor  talk  for — 

Cancer? 

The  parking  lot  has  a  yellow-blue  hue  from  the  street  lights. 
On  the  funny,  sadistic  stairway  I  choose  to  take  baby  steps 
today.  Inside,  paperwork  and  bracelets,  intravenous  feeding 
tubes,  and  "this  will  make  you  sleepy"  medicine.  But  Peter's 
there  so  I'm  pretty  calm. 

"It's  time,  Mrs.  D' Annibale,"  and  off  we  go — 

Cancer? 

We  will  soon  know. 

Peter  kisses  me  at  the  door.  I  assure  him  I'll  be  okay.  We 
part  physically,  but  mentally  he's  right  here  with  me,  waiting  in 
that  cold,  cold  room.  Waiting  for  the  surgeon  to  drink  his  coffee 
(have  two  doc,  I  want  you  awake)  and  eat  his  doughnut,  laugh 
with  some  nurses  about  a  joke  he  heard  the  night  before. — 

Cancer. 

Soon  I'm  whisked  around  100  machines.  I  swear  you  have 
to  be  an  Indy  car  driver  to  maneuver  those  stretchers  around  all 
the  machines  and  the  ashen-faced  old  men  waiting  for  prostate 


surgery.  But  we  make  it,  and  the  anesthesiologist  says,  "Good 
morning.  How  are  you  today?" 

I  want  to  say,  "How  the  hell  do  you  think  I  am?" — 

CANCER! 

but  instead  I  smile  and  say,  "Hangin'  in  there."  Which  is  a 
smart  choice  since  this  guy  will  have  my  life  in  his  hands  for  the 
next  five  hours.  Good  night.  Canczzzzzzzzz! 


"Honey,  are  you  awake?"  I  say  nothing.  My  mouth  feels 
dry  and  there  is  a  searing  pain  in  my  neck.  People  talk  around 
my  head,  bustling.  Intravenous  bottles  clank  on  poles,  a  chart  is 
thrown  on  my  legs.  Someone  shakes  my  arm,  "Teena?  Teena?" 
I  look  up  and  see  a  blurry,  black-headed  figure.  "Hi,  sweetie.  It's 
Jeanie  from  Mary  Kay .  You  did  great ! "  I  close  my  eyes  without 
saying  a  word.  My  mouth  is  thick  with  cotton  and  the  smell  of 
anesthesia.  I  realize  there  is  a  tube  in  my  nose.  We  move  quickly 
down  the  hall,  lights  overhead  a  blur. 

"Hey  girl,  how  you  been?"  the  person  pushing  me  says  to 
a  woman  waiting  for  the  elevator. 

Bump !  Ow !  Bump !  Ow !  The  wheels  click  over  the  elevator 
entrance.  I  feel  like  I'm  on  a  bungee  cord  that  has  been 
mistakenly  tied  around  my  neck.  More  lights  and  more  race  car- 
driver  skills  as  we  maneuver  around  food  carts,  people — some 
walking,  others  ashen-faced,  like  I,  too,  must  be  at  this  point. 

We  come  to  a  room  and  everyone  leaves  except  one  nurse 
who  arranges  the  IV  on  a  pole  and  takes  my  vital  signs.  "Is  there 
anything  you  need?" 

I  say,  "No,"  because  I  cannot  think  of  all  the  things  /  do 
need  right  now.  Aren't  they  supposed  to  know  what  I  need? 

A  squeeze  on  my  hand  and  I  open  my  eyes  to  see  Peter.  Oh, 
Peter.  It  hurts  so  much,  I  think,  but  all  I  can  say  is,  "I  love  you." 

"I  love  you,  too,"  he  says  with  a  hard  and  long  squeeze  of 
my  hand.  I  know  I'm  okay  now.  I  sleep. 

My  eyes  open  to  someone  yelling  for  a  bedpan.  Peter  is 
there  and  I  feel  a  lot  of  pain. 

"Peter,  please  tell  them  I  need  some  pain  medication.  And 
my  mouth  is  so  dry."  I  whisper.  He  slips  ice  chips  into  my  mouth 
and  a  tiny  drop  of  water  slides  down  my  throat.  I  am  sure  this 
ice  is  laced  with  razor  blades.  Soon  the  nurse  arrives  with 
Demerol  and  15  seconds  after  they  inject  it,  I'm  asleep.  This 
sequence  goes  on  for  most  of  the  day,  and  the  immediate  need 
for  relief  from  pain  has  erased  the  word  Cancer  from  my  brain. 

At  one  point  Peter  does  tell  me  that  they  only  took  out  half 
of  my  thyroid  because  the  frozen  section  was  clean,  and  with  no 
goiter  they  did  not  feel  the  need  to  take  the  other  half.  He  has  a 
big  smile  on  his  face  and  a  look  of  relief. 

It  was  good  to  hear. .  .but. .  .in  my  heart  I  was  rocked.  I  had 
been  wrong.  It  wasn  't  cancer.  It  shook  my  very  belief  in  myself. 
Yes,  I  was  glad  for  the  news,  but  I  had  been  so  sure  it  was  cancer 
and  now,  it  seemed,  I  could  not  even  trust  my  feelings.  I  was 
confused;  I  felt  as  if  had  been  dealt  a  blow  almost  as  bad  as 
cancer  itself.  My  instincts  have  always  been  right.  My  intuition 
was  one  thing  I  could  always  count  on.  God  had  given  me  this 
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gift  of  knowing  and  He  had  never  failed  me  before — good  or 
bad.  I  felt  abandoned  and  happy  at  the  same  time. 

This  time  I  did  not  tell  Peter.  I  was  shaken  and  embarrassed 
to  have  had  such  negative,  melodramatic  feelings,  to  be  so 
cocky  and  sure  that  it  was  cancer.  And  now  it  was  not.  I  was 
wrong,  wrong]  Hurray! 

The  other  shoe  soon  came  crashing  down.  I  was  sent  home 
after  a  little  more  than  24  hours  because  of  our  HMO's  rules.  I 
endured  the  ride  home,  and  tried  to  cope  with  my  recovery  amid 
all  the  "help"  from  my  four  wonderful  children.  They  greeted 
me  at  the  door.  Hugs  and  kisses,  except  from  Jamie  who  is  a 
little  scared  about  it  all,  so  he  kisses  my  hand.  Smiles  on  their 
scared  faces.  I  smile  to  reassure  them,  but  I  really  need  to  lie 
down.  I  love  them  all  so  much.  Amber,  13,  does  a  lot  of 
housework  and  tries  to  keep  the  need  for  me  to  scream  at  a 
minimum.  But  she  is  only  a  kid  and  so  are  the  three  younger 
ones;  Kaitlyn,  8,  James,  7,  and  his  twin  brother  Christian.  Just 
four  days  after  my  surgery,  I  drive  them  to  see  the  whale  movie, 
"Free  Willy  II."  With  a  pillow  propped  behind  my  head,  I  am 
actually  able  to  enjoy  doing  something  normal  for  the  first  time 
in  a  long,  long  while.  No  cancer!  What  do  ya  think  of  that?! 


Monday  I  wake  to  a  ring- 
ing phone  and  Dr.  T's  nurse 
telling  me  he  had  to  cancel  my 
follow-up  appointment  due  to 
emergency  surgery.  Well 
great!  I  had  taken  the  day  off 
from  my  at-home  day  care  for 

the  appointment.  This  was  a     

pain  in  the  neck  (a  phrase  I  use  a  lot  lately,  metaphorically  and 
otherwise).  Butljustsay  toher,  "I  understand.  Let  my  husband 
call  and  make  the  new  appointment  since  he'll  have  to  take  off 
work  to  cover  my  day  care  while  I  go." 

"Well,  all  we  have  is  Wednesday  at  2:30,"  she  tells  me  in 
a  miffed  voice,  obviously  pissed  that  she  has  to  reschedule  Dr. 
T's  whole  day  of  appointments  and  wishing  no  one  had  a  life 
outside  of  doctor's  appointments  so  she  could  just  whip  through 
the  whole  list  and  then  have  the  rest  of  the  day  off.  But,  I  insist 
she  call  my  husband.  They  decide  on  the  following  Monday, 
two  weeks  after  my  surgery. 

Tuesday,  my  day  care  kids  come  back  and  I  am  thrilled  to 
have  something  to  do,  to  feel  their  hugs  and  kisses,  to  know  I  am 
truly  missed  by  all.  But  as  the  week  goes  on  the  "C  word"  creeps 
back  into  my  brain.  The  doc  had  sent  my  thyroid — the  "speci- 
men"— off  to  a  lab  to  double  check  the  hospital's  findings  of 
"not  cancerous."  "It  must  have  been  okay  or  they  would've 
insisted  I  come  in,"  I  think  to  myself.  No  one  calls.  "Of  course, 
it  was  okay  or  they  would  have  called."  By  Friday  I  call,  to  ask 
that  my  records  be  sent  to  Doc  Frank.  On  the  phone  I  hear  the 
nurse  say,  "The  tests  that  we  sent  away  do  show  cancer  cells. . ." 
She  keeps  talking  but  I'  m  not  listening  anymore — Cancer  cells ! 
Cancer  cells! 


"We... posture  for  some  position  of 

power  so  we  con  face  the  battle:  Us 

Against  tine  Doctor.  (It)  is  supposed  to 

be  the  Doc-as-General,  on  our  side 

against  the  illness  as  enemy." 


My  whole  being  was  rocked  for  a  second  time.  I  had 
doubted  myself.  I  believed  in  modern  medicine  and  it  was 
wrong!  A  feeling  of  strength  began  to  grow  in  me  like  I  have 
never  felt  before.  Like  a  rush  of  water  from  a  fire  hose,  washing 
my  whole  body  clean,  renewing  my  faith  in  myself  and  my  God. 
Isn't  it  strange  that  a  negative  result  could  have  such  a  positive 
effect  on  me?  But  it  was  more  important  to  me  to  be  tuned  into 
my  soul  and  my  God  than  not  have  a  physical  disease  I  knew  I 
had  the  strength  to  fight.  All  of  this  knowledge  flooded  over  me 
in  a  period  of  about  five  seconds.  I  heard  a  voice  saying, 
"Monday  at  2:00."  I  stood  there  for  a  long,  long  time  after  we 
hung  up,  wondering  and  knowing,  all  at  the  same  time — why? 
Monday's  visit  was  a  dichotomy.  This  time  an  angry  Peter 
came,  and  we  sat  in  the  empty  exam  room  saying  things  like: 
"They  screwed  up  big  time,"  and  "We'll  call  lawyers  when  we 
get  through  with  all  of  this"  (which  is  a  joke,  because  we're  not 
the  suing  kind),  and  "Are  you  sure  we  should  come  back  to  this 
doctor?  He  did  mess  up  the  first  time."  But  Doc  Frank  says  he's 
the  best  and  I  trust  Doc  Frank  because  he's  the  one  who's 
listened  and  believed  in  us.  "I  trust  Doc  Frank,  not  this  guy." 
We  say  all  of  these  things,  hyperbolizing  and  posturing  for 

some  position  of  power  so  we 
can  face  the  battle :  Us  Against 
the  Doctor.  I  cannot  help  think 
it  is  supposed  to  be  the  Doc- 
as-General,  on  our  side  against 
the  illness  as  enemy.  But  this 
has  all  turned  into  a  Vietnam, 
a  place  where  we  do  not  know 

■ the  good  guys  from  the  bad 

and  the  only  people  we  can  trust  are  the  fellow  soldiers  in  our 
own  platoon — me  and  Pete  against  the  world  of  big,  scary,  all- 
powerful,  all-knowing  people  who  literally  hold  my  life  in  their 
hands.  They  have  the  knowledge,  authority,  egotism,  wealth, 
and  an  army  of  colleagues  on  their  side.  We,  we  have  each  other. 
So,  the  surgeon  comes  in  and  goes  over  the  pictures  of  my 
thyroid  (their  "specimen  ")  and  the  cancer.  He  shows  us  little 
red  dots  on  a  Polaroid,  which  I  assume  has  been  taken  through 
the  lens  of  a  microscope.  It  is  so  obvious  to  me  and  to  Peter  that 
I  see  the  cancer  on  that  picture  even  before  he  points  it  out.  I 
wonder  to  myself,  "How  did  the  pathologist  miss  that\"  If  the 
pathologist  had  seen  that,  Dr.  T  would  have  taken  my  whole 
thyroid  right  there  on  the  operating  table,  and  I  wouldn't  be  in 
this  pickle.  But  how  is  a  pathologist  whose  specialty  is  not 
thyroids  suppose  to  see  that]  (I  found  out,  accidentally,  that  the 
pathologist  who  inspected  or  read  or  diagnosed  my  "frozen 
section"  while  I  lay  open  on  the  operating  table  was  not  a 
thyroid  pathologist.  Maybe  he  was  in  charge  of  brain  tumors  or 
something  and  did  not  know  thyroid  cancer  from  a  piece  of 
meat.  The  thyroid  pathologist  at  the  lab  they  sent  it  to  saw  the 
cancer  and  said,  "It's  spreading  right  on  the  specimen.")  I, 
mother,  writer,  day  care-provider,  wife,  look  at  the  picture  with 
the  big  red  dots,  and  I,  me,  lowly  me,  see  it  in  three  seconds.  So, 
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what' s  with  this  pathology  guy? 
Did  he  drink  enough  coffee  to- 
day or  what?! 

Peter  asks  questions  about 
the  operation;  I  continue  to  stare 
at  the  picture  in  disbehef.  The 
doctor  rephes,  "It's  cut  and 
dried."  Peter  seethes,  ''That  is 
what  you  said  the  first  time." 
The  doctor  does  not  say  any- 
thing. What  can  he  say?  He  is 
sorry,  truly  sorry.  I  am  unmis- 
takably sure  about  that.  But  if 
he  internalizes  every  patient, 
how  could  he  do  his  job  effi- 
ciently? I  understand  that,  too. 

We  ask  to  stay  in  the  hos- 
pital longer  than  one  day  this 
time,  explaining,  "Last  time  was 
pretty  hard,  what  with  the  four 
kids  and  no  one  to  help."  He 
looks  surprised  and  says,  "You 
have /our  kids?" 

I  say,  "Yes,  and  no  help. 
So,  what  do  ya  say?  Can  I  stay 
more  than  one  day?" 

He  agrees  to  let  me  stay. 
Meanwhile,  I'm  thinking  that  I 
know  that  this  man  has  a  wife 
and  a  daughter  in  her  20s  who  is 
to  be  married  soon.  I  bothered 
to  find  this  out  about  Dr.  T  who 
is  going  to  slice  open  my  neck. 
But  he  did  not  even  know  I  had 
kids,  much  less  four  of  them.  In 
my  book  that  is  something  a 
doctor  should  know  before  he 

sends  you  home  with  a  neck  full  of  stitches  and  a  prescription  for 
Percocet.  It's  no  secret;  there  are  ways  to  find  out,  without  my 
having  to  volunteer  the  information.  Maybe  in  casual  conversa- 
tion, the  way  Doc  Frank  learns  about  his  patients.  Doc  Frank 
probably  knows  more  about  us  than  he  needs  to,  but  that  lets  him 
make  medical  decisions  that  are  real-istic  and  humanistic.  Why 
isn't  Doctor  T  like  that?  I  feel  cheated. 

The  second,  "total,"  thyroidectomy  is  pretty  much  the  same 
as  the  first,  except  that  I  really  do  not  have  any  thyroid  left  this 
time.  The  second  specimen  was  not  cancerous  (my  intuition  and 
I  concur,  not  that  anyone  asked).  The  surgery  hurt  a  lot  more,  but 
I  did  get  to  stay  in  the  hospital  three  days.  There. is  radiation 
treatment  in  the  month  ahead.  But  the  worst  is  over. 

In  retrospect,  even  with  all  the  mixed  signals,  I  have  to 

'  marvel  at  the  expertise  and  genius  my  doctors  used  to  heal  me. 

I  thank  God  for  them  every  day,  and  hope  they  are  thanking  God 

for  me,  too.  Finally,  I  dedicate  this  journal  to  Dr.  Frank  Snyder — 

a  wonderful  doctor  but,  more  importantly,  a  wonderful  friend.     □ 
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CLINICAL      PRACTICE 


Interval  to  Cancer  Diagnosis 
Following  "Negative"  Transthoracic 
Fine  Needle  Aspiration  Biopsy 

Warden  L.  Woodard,  III,  MD,  Michael  J.  Kelley,  MD,  William  L  Betsill,  Jr.,  MD,  and  Herman  A.  Godwin,  Jr.,  MD 


Transthoracic  fine  needle  aspiration  bi- 
opsy (TFNAB)  under  fluoroscopic  or 
computed  tomographic  (CT)  guidance 
can  be  used  to  evaluate  suspected  malig- 
nant lesions  of  the  lung  parenchyma,  hi- 
lum,  or  mediastinum.  As  with  any  test,  it 
is  possible  to  determine  the  operating 
characteristics  of  TFNAB.  These  test 
characteristics  include  sensitivity  (the 
true-positive  rate  or  percentage  of  pa- 
tients with  the  condition  who  have  a  posi- 
tive test),  specificity  (the  true-negative 
rate  or  percentage  of  patients  without  the 
condition  who  have  a  negative  test),  the 
false-positive  rate  (the  percentage  of  pa- 
tients with  a  positive  test  who  do  not  have 
the  condition)  and  Xhe,  false-negative  rate 
(the  percentage  of  patients  with  a  nega- 
tive test  who  eventually  turn  out  to  have 
the  condition).' 

TFNAB  has  a  sensitivity  of  64%- 
98%'"  and  a  specificity  of  92%- 1 00%.''- 
False-positive  results  are  usually 


8.11,12,15 


less  than  1  % 


2,4-8,10-12,16 


False-negative  as- 


pirations average  about  11%,"  but  there 
are  reports  of  false-negative  rates  over 
30%  8,11,12,15,17  -j-jjyg^  .^^j^jjg  positive  pre- 
dictive value  is  very  high  (>98%  of  pa- 
tients with  a  positive  aspiration  do  have 
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Charlotte  28203.  Drs.  Woodard  and 
Godwin  are  with  the  Blumenthal  Cancer 
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Radiology,  and  Dr.  Betsill  is  with  the  De- 
partment of  Pathology. 


cancer),^*"  the  predictive  value  of  a  nega- 
tive test  is  in  the  range  of  50%-85%.''"" 
Accuracy  may  be  diminished  when  le- 
sions are  small  and  centrally  located.- '" 
Best  results  are  obtained  when  both  the 
radiologist  doing  the  procedure  and  the 
pathologist  interpreting  the  biopsy  are 
experienced.-'*'"'  The  general  rule  re- 
garding needle  aspiration  biopsies  is  that 
negative  results  do  not  exclude  malig- 
nancy and  that  suspicious  lesions  should 
be  evaluated  further. 

Accuracy  and  technical  aspects  of 
TFNAB  have  been  extensively  discussed, 
but  little  information  exists  about  the 
length  of  time  from  a  "negative"  TFNAB 
to  the  diagnosis  of  malignancy  in  those 
cases  where  the  TFNAB  result  was  a 
false-negative.  Since  we  perform  many 
TFNABs  at  our  large  community  teach- 
ing hospital,  we  have  reviewed  clinical 
outcomes  of  patients  who  had  "negative" 
TFNABs.  In  addition  to  assessing  the 
false-negative  rate  for  diagnosis  of  ma- 
lignancy, we  determined  the  time  inter- 
val from  TFNAB  to  diagnosis  in  these 
patients. 


Methods 

We  obtained  from  the  Departments  of 
Radiology  and  Pathology  a  list  of  pa- 
tients who  had  negative  TFNAB  per- 
formed between  October  1986,  and  De- 
cember 1990.  All  aspirations  were  per- 


formed at  Carolinas  Medical  Center  in 
Charlotte  using  standard  fine  needle  tech- 
nique under  fluoroscopic  or  CT  guid- 
ance. Samples  obtained  by  aspiration  were 
stained  using  rapid  Papanicolaou  tech- 
nique, and  smears  were  reviewed  imme- 
diately by  a  cytopathologist  and  radiolo- 
gist. If  no  diagnosis  could  be  made,  aspi- 
ration was  repeated  unless  there  was  a 
clinical  contraindication  (a  second 
TFNAB  at  the  same  sitting  was  not  con- 
sidered a  separate  procedure).  Cell  blocks 
were  reviewed  on  the  day  after  the  proce- 
dure and  results  were  correlated  with 
initial  smears.  The  ordering  physician 
was  notified  of  the  final  diagnosis  and,  if 
negative,  provided  information  concern- 
ing adequacy  of  sample.  Bacterial,  fun- 
gal, and  mycobacterial  cultures  were  per- 
formed when  appropriate. 

A  total  of  735  TFNABs  were  per- 
formed during  the  time  period  studied; 
173  (23.5%)  TFNABs  in  173  patients 
were  reported  as  negative  for  cancer.  The 
173  names  were  matched  against  names 
in  the  hospital's  Tumor  Registry,  a  can- 
cerregistry  maintained  according  to  stan- 
dards of  the  American  College  of  Sur- 
geons. After  review  of  abstracts  of  regis- 
try cases  and  available  medical  records, 
27  of  the  173  patients  were  found  to  have 
been  diagnosed  subsequently  with  pri- 
mary or  metastatic  intrathoracic  cancer. 
A  search  of  the  state  Central  Cancer  Reg- 
istry produced  no  additional  cases.  Ten  of 
these  27  cases  were  excluded  because 
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records  were  inadequate  for  confirma- 
tion of  cancer  diagnosis  in  four,  biopsies 
had  been  made  by  technique  other  than 
TFNAB  (they  were  on  the  list  by  mis- 
take) in  three,  there  was  a  specific  benign 
(not  mahgnant)  diagnosis  in  one,  the 
TFNAB  was  actually  positive  (on  the  list 
by  mistake)  in  one,  and  both  a  malignant 
and  benign  result  were  recorded  on  same 
day  in  one.  Seventeen  cases  remained  in 
whom  cancer  had  been  documented  fol- 
lowing "negative"  TFNAB. 

The  cancer  diagnosis  was  established 
cytologically  or  histologically  in  Meases: 
via  repeat  TFNAB  in  four;  repeat  TFNAB 
and  thoracotomy  in  three;  thoracotomy 
in  one;  bronchoscopy  in  four;  and  biopsy/ 
aspiration  from  a  nonpulmonary  source 
in  two  cases.  A  clinical  diagnosis  of  in- 
trathoracic cancer  (based  on  histologic 
proof,  antedating  TFNAB,  of  cancer  at 
another  site,  and  enlarging  bilateral  pul- 
monary masses  considered  by  attending 
physicians  to  be  metastases)  was  accepted 
in  the  three  remaining  cases. 


Results 

In  general,  the  diagnostic  performance  of 
TFNAB  was  quite  good.  As  shown  in 
Table  1  (below),  562  of  735  (76%)  biop- 
sies confirmed  the  presence  of  cancer.  In 
173  (24%),  the  TFNAB  result  was  not 
indicative  of  malignancy.  In  31  (4%)  of 
these  cases,  it  was  possible  to  make  a 
specific  benign  diagnosis  such  as  granu- 
loma, hamartoma,  abscess,  tuberculosis, 
etc.  In  no  instance  where  such  a  specific 
diagnosis  was  made  was  there  subse- 
quent revision  to  a  malignant  diagnosis. 
On  the  other  hand,  in  142  (19%)  of  the 
cases,  cytopathology  was  not  sufficient 


to  make  a  specific  diagnosis,  either  be- 
nign or  malignant. 

In  17  cases  (12%  of  the  142),  the 
original  diagnosis  was  subsequently  re- 
vised to  a  malignant  one.  Table  2  (next 
page)  shows  details  of  the  TFNAB  re- 
sults in  these  17  false-negative  cases,  the 
subsequent  studies  used  to  establish  a 
diagnosis,  and  the  interval  to  and  nature 
of  the  final  diagnosis.  A  diagnosis  of 
intrathoracic  malignancy  was  established 
within  two  weeks  in  nine  patients;  in  the 
other  eight,  the  interval  to  correct  diagno- 
sis was  five  months  or  longer.  Twelve 
patients  had  primary  pulmonary  neo- 
plasms and  five,  metastatic.  In  seven  cases, 
TFNAB  samples  were  cellular  but 
nondiagnostic ;  in  1 0,  the  cytologic  sample 
was  hypocellular  or  acellular  (Table  3, 
page  59). 

Of  the  eight  patients  whose  interval 
to  diagnosis  was  five  months  or  longer, 
four  had  primary  pulmonary  neoplasms 
and  four  had  recurrent  or  metastatic  dis- 
ease. Delays  to  diagnosis  in  patients  with 
primary  lung  tumors  were  five  months, 
five  months,  12  months,  and  24  months. 
Two  patients  of  the  four  with  metastatic 
disease  underwent  major  nonthoracic 
cancer  operations  (total  glossectomy, 
partial  hepatectomy),  which  could  have 
been  avoided  had  pulmonary  metastases 
been  proven  by  TFNAB. 


Discussion 

Our  false-negative  rate  of  9.8%  is  consis- 
tent with  the  average  from  the  literature. ' ' 
The  causes  of  false-negative  TFNAB  have 
been  well  documented.  Adequacy  of 
sample  depends  on  proper  placement  of 
needle  and  sufficient  cellularity  of  speci- 


Table  1.  Transthoracic  fine  need  aspiration  biopsies  (TFNAB)  in  735 
patients 


Initial  TFNAB  diagnosis  Number 

Positive  for  cancer  562 

Negative  for  cancer  1 73 

specific  benign  diagnosis  31 

indeterminate  diagnosis  142 


Final  diagnosis  of  cancer 

* 

17 

0 

17 


The  562  patients  intially  diagnosed  with  cancer  by  TFNAB  were  not  systematically 
followed  to  determine  whether  any  diagnosis  was  false-positive. 


men.  Areas  of  necrosis,  inflammation,  or 
fibrosis  in  a  tumor  increase  the  chance  of 
a  negative  result.'"'  In  addition,  some 
tumors  yield  mucoid  or  hemorrhagic 
material,  possibly  decreasing  accuracy.^ 
Malignancy  can  be  confidently  ex- 
cluded if  a  specific  benign  diagnosis 
(hamartoma,  granuloma,  infarct,  or  in- 
fection) is  made.''^"  Such  specific  be- 
nign diagnoses  can  be  made  in  12%-70% 
of  nonmalignant  aspirates  (the  lower  fig- 
ure is  generally  felt  to  be  more  accu- 
rate)5,6,i4,i6.i8 

False- negative  results  are  more  likely 
when  the  pretest  probability  of  malig- 
nancy is  high."  Factors  increasing  the 
probability  of  malignancy  include  older 
age,  a  history  of  smoking,  and  absence  of 
the  lesion  on  prior  radiographs.  Younger 
patients,  nonsmokers,  travelers  to  areas 
of  endemic  infections,  and  immunosup- 
pressed  padents  are  more  likely  to  have 
nonmalignant  diagnoses  such  as  infec- 
tions or  other  inflammatory  processes. 

Certain  strategies  can  help  decrease 
the  chance  for  false-negative  results  and 
the  delayed  diagnosis  of  malignancy.  A 
cytopathologist  should  be  available  to 
perform  immediate  cytologic  analysis. "'■" 
If  the  cellularity  of  the  sample  is  inad- 
equate, TFNAB  should  be  repeated  im- 
mediately. It  may  be  helpful  to  repeat 
TFNAB  at  a  subsequent  setting  if  the 
initial  procedure  is  nondiagnostic  since 
35%-65%  of  repeat  procedures  report- 
edly lead  to  a  correct  diagnosis.^'"  Re- 
peat TFNAB  was  successful  in  seven  of 
our  patients;  in  four  of  these  cases  the 
interval  was  one  week  or  less. 

If  repeat  TFNAB  is  nondiagnostic 
and  the  clinical  suspicion  of  malignancy 
is  low,  a  conservative  approach  seems 
appropriate,  especially  in  patients  with 
impaired  functional  status  who  are  poor 
surgical  candidates.  Patients  should  be 
monitored  closely  forradiographic  change 
or  worsening  clinical  status.  Repeat  ra- 
diographic evaluation  two  to  three  months 
after  negative  TFNAB  has  been  sug- 
gested.^'^'-'*  Of  course,  clinical  and  ra- 
diographic surveillance  depend  on  pa- 
tient compliance,  which  is  not  always 
achieved. 

The  incidence  and  causes  of  false- 
negative  TFNAB  are  well  known,  but 
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Table  2 

.  False-negative  TFNAB:  Initial  result,  eventual  diagnostic  method,  interval  to  diagnosis,  and  final  diagnosis 

Case 

1 

TFNAB  result 

Macrophages,  consistent 
with  granuloma  or  pneumonitis 

Diagnostic  method 

Repeat  TFNAB 

Interval 

2  days 

Final  diagnosis 

Consistent  with 
adenocarcinoma 

2 

Intense  inflammation  and 
suspicious  atypical  cells 

Repeat  TFNAB 

3  days 

Squamous  cell 
carcinoma 

3 

Intense  acute 
inflammation 

Thoracotomy 

1  week 

Bronchial  adenoma, 
carcinoid  type 

4 

Atypical  cells, probably 
reactive 

Bronchoscopy 

1  week 

Poorly  differentiated 
adenocarcinoma 

5 

Numerous  macrophages  and 
a  few  atypical  cells 

Lumbar  puncture 

1  week 

Metastatic  adenocarcinoma, 
unknown  primary;  multiple 
pulmonary/brain  metastases, 
carcinomatous  meningitis 

6 

Few  hemosiderin  laden 
macrophages,  cell  block 
acellular 

Repeat  TFNAB 
and  thoracotomy 

1  week 

Bronchioloalveolar  carcinoma 

7 

Amorphous  necrotic  debris, 
mucus,  and  a  few  lymphocytes 

Repeat  TFNAB 

1  week 

Consistent  with  large  cell 
undifferentiated  carcinoma 

8 

Blood  and  macrophages, 
sample  not  representative 

Bronchoscopy 

1  week 

Adenocarcinoma  consistent 
with  lung  primary 

9 

Few  atypical  bronchial  cells 

Bronchoscopy 

2  weeks 

Atypical  cells  consistent 
with  non-small  cell  carcinoma 

10 

Blood, fibrin,  acellular 

Repeat  TFNAB 
and  thoracotomy 

5  months 

Poorly  differentiated 
adenocarcinoma  consistent 
with  lung  origin 

11 

Muscle,  fat,  few  inflammatory 
cells;  inadequate 

Repeat  TFNAB 
and  thoracotomy 

5  months 

Large  cell  undifferentiated 
carcinoma 

12 

Inflammatory  cells 

Clinical* 

6  months 

Pulmonary  metastases  from 
squamous  cell  carcinoma  of 
oropharynx.  Radical  surgery 
after  "negative"  TFNAB. 

13 

Benign  connective  tissue  and 
lung;  cell  block  blood  only 

Clinical* 

8  months 

Lung/liver  metastases  from 
colon  cancer.  Right  liver 
lobectomy  after  negative  TFNAB. 

14 

Few  reactive  and  degenerated 
cells;  hypocellular 

FNA  supra- 
clavicular mass 

1  year 

Metastatic  adenocarcinoma                \ 
with  squamous  features 

15 

Few  macrophages  and  benign 
respiratory  cells,  scanty  sample 

Clinical* 

13  months 

Recurrent  bronchioloalveolar              ; 
carcinoma 

16 

Benign  changes  consistent 
with  granuloma  or  hamartoma 

Repeat  TFNAB 

2  years 

Adenocarcinoma 

17 

Blood;  few  clusters  of  atypical 
cells,  insufficient  for  diagnosis 

Bronchoscopy 

4  years 

Metastatic  renal  cell 
carcinoma 

*These  patients  had  bilateral  enlarging  pulmonary  lesions  clinically 
previous  histologic  diagnosis  of  malignancy. 

consistent  with  recurrent  or  metastatic  cancer.  Each  had  a 
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Table  3.  Summary  of  17 
false-negative  TFNAB 

Interval  to  positive  diagnosis 

<  2  weeks  9 

>  5  months  8 

Type  of  neoplasm 

Primary  bronchogenic  cancer     12 
Metastatic  cancer  5 

Nature  of  "negative"  sample 

Cellular/nondiagnostic  7 

Hypocellular/acellular  10 


there  is  sparse  documentation  of  the  ac- 
tual interval  to  subsequent  correct  diag- 
nosis. A  number  of  series  have  docu- 
mented false-negative  TFNAB  without 
reporting  the  delay  in  diagnosis.'*"""" 
Others  give  scanty  information:  Todd 
and  colleagues  stated  that,  of  36  false- 
negative  cases,  five  had  delay  in  treat- 
ment of  longer  than  four  months  (three 
eventually  were  diagnosed  at  thoracotomy 
and  two  developed  nodal  metastases  de- 
tected on  subsequentmediastinoscopy).'" 


Wescott  reported  five  false-negatives  in 
his  series  of  over  400  TFNAB;  in  two 
cases  correct  diagnosis  was  made 
"months"  after  the  procedure,  and  in  an- 
other, repeat  TFNAB  two  years  later  re- 
vealed adenocarcinoma.''  To  our  knowl- 
edge our  report  is  the  first  to  fully  detail 
the  interval  to  diagnosis  in  patients  with 
false-negative  TFNAB.  Delayed  diagno- 
sis may  compromise  the  outcome  of  treat- 
ment and  increase  malpractice  liability.'" 
In  addition,  failure  to  establish  the  pres- 
ence of  pulmonary  metastases  from  head 
and  neck,  colon,  or  other  cancers  may 
lead  to  unnecessary  operations,  as  in  two 
of  our  patients. 

What  should  physicians  do  when 
they  receive  a  "negative"  (nondiagnos- 
tic) TFNAB  report?  Calhoun  and  col- 
leagues, in  a  review  of  38  false-negative 
TFNAB,  found  no  clinical,  cytologic,  or 
radiologic  criteria  that  could  define  pa- 
tients with  insignificant  risk  for  cancer.''' 
Therefore,  a  negative  TFNAB  should  be 
followed  by  second  attempt  at  diagnosis 
using  repeat  TFNAB,  bronchoscopy,  or 
surgery.  Eight  of  our  17  patients  had  the 


diagnosis  established  within  two  weeks 
by  one  of  these  interventions. 

Perhaps  a  change  in  wording  on 
TFNAB  reports  could  decrease  the  chance 
of  a  delay  in  diagnosis.  It  has  been  sug- 
gested that  "negative"  be  used  only  for 
specimens  with  adequate  cellularity .  "In- 
sufficient for  diagnosis"  would  be  se- 
mantically  more  appropriate  for  speci- 
mens with  inadequate  cellularity.  Fur- 
thermore, the  report  of  a  nondiagnostic 
cellular  sample  could  say  "cells  present 
are  not  diagnostic  of  a  specific  lesion."" 
Such  changes  in  terminology  might  help 
the  physicians  who  order  TFNAB,  par- 
ticularly primary  care  physicians.  Radi- 
ologists and  pathologists  should  advise 
clinicians  about  the  need  to  carefully 
monitor  patients  with  "negative"  aspir- 
ations.    Q 
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Carolina  Physician's  Bookshelf 


Book  review  editor:  Edward  C.  Halperin,  MD,  Professor  and  Cliair, 

Department  of  Radiation  Oncology,  Box  3085,  Duke  University  l\/ledical  Center,  Durham  27710 


The  Rough  Riders 

By  Theodore  Roosevelt,  originally  published  in  1899, 
available  on  audiocassette  narrated  by  John  Randolph 
Jones,  Recorded  Books,  Inc.,  1993,  ISBN  1-55690-914-4 

Has  the  North  Carolina  Medical  Journal  gone  completely  off 
the  deep  end?  Here  we  are  reviewing  a  book  published  in  1899! 
I  suppose  everyone  has  heard  the  joke  about  the  old  magazines 
m  the  doctor's  waiting  room,  but  this  is  ridiculous! 

My  encounter  with  this  1 899  book  began  innocently  enough. 
Part  of  my  responsibilities  at  Duke  include  serving  as  a  radiation 
oncologist  at  a  variety  of  off-site  hospitals.  This  sometimes 
involves  a  1  1/2-  to  2-hour  drive  in  the  morning  to  the  hospital 
and  an  equal  amount  of  time  for  the  return  trip.  I  know  that  there 
are  some  people  who  can  deal     ^^_i^^^^^^^_ 


with  trips  of  this  sort  by  listen- 
ing to  music  and  others  who 
become  fans  of  public  radio.  I 
don't  have  enough  patience,  or 
the  ability  to  "zone  out,"  to  deal 
with  the  long  drive  with  either 
of  these  techniques.  I  have  tried 
listening  to  continuing  medical 
education  tapes  but  this  requires 
a  fair  amount  of  concentration. 
Therefore,  if  you  have  to 

swerve,  change  lanes,  or  come     

to  a  stop,  you  have  to  put  the  tape  on  hold  and  reverse  it  to  be  sure 
you  didn't  miss  something. 

A  reasonable  alternative  to  the  continuing  medical  educa- 
tion tapes  are  recorded  books.  These  are  available  from  a  variety 
of  companies.  I  rent  them  by  the  month.  The  book  arrives  in  the 
mail,  consisting  of  four  to  10  cassettes  and  narrated  by  an  actor. 
I  try  to  pick  things  that  don' t  require  too  much  concentration  and 
they  help  to  while  away  the  time  during  long  drives. 

It  was  through  this  means  that  I  encountered  Theodore 
Roosevelt's  1 899  book,  The  Rough  Riders.  The  story  of  Theodore 
Roosevelt  is,  of  course,  known  to  most  schoolchildren.  Roosevelt 
was  the  product  of  an  upper  middle-class  family  of  Dutch  origin 
in  New  York.  He  was  a  weak  and  sickly  child  who,  through  a 
program  of  vigorous  physical  exercise,  built  himself  up.  Roosevelt 
ultimately  graduated  from  Harvard.  Following  the  simultaneous 
death  of  his  first  wife  and  his  mother,  Roosevelt  moved  to  the 


"Several  interesting  aspects  of 
Roosevelt's  narrative  of  the  Spanish- 
American  War  intrigued  this  physician- 
iistener.  For  example,  I  never  knew  that 

Theodore  Roosevelt  was  not  the 

commander  of  the  Rough  Riders.  The 

commanding  officer  was,  in  fact,  a 

physician— Dr.  Leonard  Wood," 


American  West  where  he  worked,  for  several  years,  as  a  deputy 
sheriff,  cowboy,  and  horseman.  He  was  a  profoundly  intellec- 
tually curious  individual  and  wrote  prolifically.  He  produced  a 
variety  of  serious  books  of  history  including  A  History  of  the 
War  of  1812,  travel  books  describing  his  experiences  in  the 
western  United  States,  books  devoted  to  conservation,  descrip- 
tions of  big  game  hunting  in  Africa,  collections  of  letters,  and 
various  political  tomes. 

Ultimately,  Roosevelt  returned  to  New  York  state  where  he 
threw  himself  into  politics.  He  served  in  the  New  York  State 
Assembly,  as  a  civil  service  commissioner,  and  as  a  police 
commissioner.  Eventually  he  ended  up  in  the  Navy  Department 
in  the  McKinley  administration  where  he,  along  with  others, 
agitated  for  war  with  Spain. 

The  war  with  Spain  was 
the  result  of  prompting  by  a 
warmongering  "yellow  press" 
which  took  considerable  lib- 
erties with  the  truth  to  build 
up  allegations  of  "Spanish 
atrocities"  in  Cuba.  A  grow- 
ing sense  of  American  impe- 
rialism lead  to  an  interest  in 
"driving  the  Spaniards  out  of 
the  Western  Hemisphere." 
When  the  USS  Maine  blew  up 
in  Havana  Harbor  under  mys- 
terious circumstances,  the  dye  was  cast  and  war  was  declared. 
What  does  any  of  this  have  to  do  with  medicine?  Several 
interesting  aspects  of  Roosevelt's  narrative  of  the  Spanish- 
American  War  intrigued  this  physician-listener.  For  example, 
I  never  knew  that  Theodore  Roosevelt  was  not  the  commander 
of  the  Rough  Riders.  The  commanding  officer  was,  in  fact,  a 
physician — Dr.  Leonard  Wood. 

Wood  was,  by  all  accounts,  a  remarkable  man — a  fact 
Roosevelt  drives  home  at  every  opportunity.  After  graduating 
from  Harvard  Medical  School  in  1 884,  Wood  worked  briefly  as 
a  chief  surgeon  for  the  Southern  Pacific  Railway.  He  subse- 
quently entered  the  Army  Medical  Corps.  He  was  assigned  to 
the  cavalry  units  pursuing  Geronimo  and  was  present  at  the 
capture  of  the  Apache  leader.  Wood  had  a  natural  affinity  both 
for  medicine  and  for  persevering  in  the  marches  through  the  hot 
desert  and  rugged  mountains.  He  was  ultimately  awarded  the 
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Congressional  Medal  of  Honor  and  given  command  of  an 

infantry  unit.  Wood  later  served  as  personal  physician  to 

Presidents  Cleveland  and  McKinley. 

I         While  in  Washington,  Wood  became  a  close  friend  of 

'  President  McKinley's  young  assistant  secretary  of  the  Navy, 

j  Roosevelt.  Both  men  strongly  favored  military  intervention  in 

I  Cuba  against  Spain.  When  the  Maine  exploded  in  Havana 

Harbor  and  war  was  declared  in  April  1 898,  Wood  was  named 

j  colonel  and  commander  of  an  all-volunteer  Cavalry  regiment, 

officially  called  the  First  United  States  Volunteer  Cavalry,  but 

j  known  to  every  schoolchild  as  the  "Rough  Riders."  Roosevelt 

was  named  a  lieutenant  colonel  and  second  in  command. 

The  Rough  Riders  contained  an  assortment  of  cow  punch- 
ers, sheriffs  and  marshals,  miners,  and  hunters,  as  well  as 
j  portions  of  the  Harvard,  Yale,  and  Princeton  football  teams — 
all  in  search  of  combat  and  adventure.  The  short-lived  cam- 
paign included  a  landing  on  the  southeastern  coast  of  Cuba,  a 
brief  skirmish  with  the  Spanish,  a  march  on  the  city  of  Santiago, 
the  battle  of  San  Juan  and  Ketde  Hills,  a  short  siege  of  Santiago, 
and  the  eventual  capitulation  of  the  city  when  the  Spanish  fleet 
was  decimated  by  the  US  Navy — thus  cutting  off  possibilities 
of  reinforcement.  The  Philippines  were  taken  by  sea  by  Admiral 
Dewey  (in  fact  Dewey  was  victorious  so  quickly  that  he  had  to 
stall  until  troops  could  land  to  occupy  the  city).  Puerto  Rico  was 
taken  in  a  brief  campaign. 

After  the  brief  and  bloody  Santiago  campaign,  Wood  went 
on  to  become  military  governor  of  Cuba,  military  governor  of 
the  Philippines,  chief  of  staff  of  the  US  Army,  and  a  candidate 
for  the  Republican  nomination  for  president  in  1920.  Wood  lost 
out,  at  the  convention,  to  Warren  G.  Harding  who  eventually 
was  elected  president.  Wood  had  been  offered,  but  declined,  the 
nomination  of  vice  president.  When  Harding  died  in  office, 
Calvin  Coolidge,  the  taciturn  governor  of  Massachusetts  who 
ultimately  took  the  vice  presidential  job,  became  president. 
Thus,  Wood  was  almost  our  first  physician-president.  Wood 
I  died  in  1927  of  a  meningioma,  having  been  operated  on  by  Dr. 
Harvey  Cushing. 

In  addition  to  encountering  Leonard  Wood,  Roosevelt 
intrigued  this  physician-listener  with  a  dramatic  accounting  of 
ballistic  injuries  suffered  by  his  troops.  The  Spanish  Army  used 
German  weapons  and  many  Americans  were  killed  or  wounded 
by  these  Mauser  bullets.  Roosevelt  graphically  describes  the 
wounds  wrought  by  these  weapons  and  the  pitiful  state  of 
medical  care  and  sanitary  conditions  during  the  war. 

Roosevelt  is  unstinting  of  his  criticism  of  US  military 
.  incompetence.  Inefficient  transportation,  inadequate  food,  bun- 
gling bureaucratic  organizations,  and  the  inability  of  his  mili- 
tary superiors  to  recognize  the  decimation  wrought  on  US 
troops  by  tropical  disease  all  draw  his  wrath.  After  the  war  was 
won,  epidemics  in  the  Army  camps  eventually  forced  com- 
manders in  the  field  to  publicly  call  for  an  evacuation  of  troops 
from  Cuba. 

Roosevelt's  personality  emerges  in  his  narrative — without 
equivocation.  The  future  president's  language  sounds  like  the 
dialogue  you'd  expect  in  an  inspirational  grade  school  history 


book.  Roosevelt  describes  how  some  of  his  troops  were,  before 
their  military  service,  territorial  marshals  who  had  chased 
"white  desperadoes."  When  he  praises  his  troops  we  hear 
language  like:  "duty . . .  virtue . .  .vigor. .  .manliness. . .  gallantry . . . 
fearlessness... coolness  under  fire... anxious  to  see  action." 
Roosevelt  vividly  describes  the  conduct  of  the  "colored  troops" 
charging  up  San  Juan  and  Kettle  Hills — occasionally  using 
racist  language  and  images,  although  not  as  often  as  I  might 
have  expected. 

Roosevelt  and  Dr.  Wood  made  enjoyable  company  on  my 
commutes.  I  recommend  them  to  you.     Q 


On  Doctoring:  Stories,  Poems,  Essays 

Reynolds  R,  Stone  J,  editors.  New  York: 

Simon  and  Schuster,  1995,  ISBN  0-684-80255-4,  $30 

My  wife  and  children  presented  me  with  this  anthology  last 
year.  The  flyleaf  promised  "this  new,  larger  edition  of  On 
Doctoring  is  an  extraordinary  collection  of  stories,  poems,  and 
essays  written  by  physicians  and  nonphysicians  alike — works 
that  record  what  it  is  like  to  be  sick,  to  be  cured,  to  lose,  or  to 
triumph....  At  a  time  when  medicine  is  becoming  more  and 
more  technical  and  institutionalized,  the  book  captures  the 
breadth  and  wonder  of  the  medical  profession,  reminding  us  of 
what  it  is  really  all  about."  Wow,  an  ambitious  undertaking  for 
only  448  pages! 

What  On  Doctoring  provides  is  a  collection  of  short 
stories,  poems,  excerpts  from  books,  and  essays.  After  a  few 
selections  from  The  Bible,  Keats,  and  Donne  we  leapfrog  to  the 
late  19th  century  for  a  half-dozen  authors.  The  next  approxi- 
mately 60  writers  are  20th-century  writers.  I  would  have  thought 
that  more  selections  could  have  been  found  outside  our  own 
time. 

I  wish  I  could  tell  you  that  this  is  a  great  book,  perfect  for 
the  physician  on  your  gift  list,  and  appropriate  for  your  own 
nightstand.  Sorry.  Frankly,  a  lot  of  the  selections  are  not  about 
doctoring  at  all — they  are  about  death,  aging,  and  illness.  I,  for 
one,  don't  think  that  the  subjects  are  interchangeable.  1  also 
didn't  enjoy  most  of  the  poetry — although  I'm  prepared  to 
admit  that  this  may  be  my  fault.  I  think  that  the  appreciation  of 
poetry  is  an  energy-requiring  process.  I  haven't  expended  the 
energy. 

The  book  is  redeemed  by  some  notable  descriptions  of  the 
practice  of  medicine:  Elspeth  Cameron  Ritchie's  "Hospital 
Sketchbook:  Life  on  the  Ward  through  an  Intern's  Eyes,"  David 
Hilfiker's  exceptional  essay  on  errors  in  medicine,  a  selection 
from  Abraham  Verghese's  book  My  Own  Country,  and  Joseph 
Hardison's  "The  House  Officer's  Changing  World." 

On  Doctoring  will  reward  the  selective  reader.  If  a  third 
edition  is  planned,  I'd  suggest  that  the  editors  substitute  some 
selections  from  pre-20th  century  English  literature  and  en- 
deavor to  be  truer  to  their  title — the  book  is  supposed  to  be  about 
doctoring,  not  about  being  ill.     □ 
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ORIGINS      OF      DISEASE 


New  Views  of  Sickle  Cell  Disease 


Wendell  F.  Rosse,  MD 


Sickle  cell  disease  was  first  recognized 
more  than  85  years  ago,  and  the  exact 
nature  of  the  molecular  defect  that  causes 
has  been  known  for  at  least  40  years. 
Despite  the  historical  position  of  sickle 
cell  disease  as  the  first  described  "mo- 
lecular" disease,  a  great  deal  of  research 
in  the  past  few  years  has  led  to  some  new 
and  interesting  insights. 


The  Geographic  Origins 
of  Sickle  Cell  Disease 

The  defect  in  sickle  cell  disease  consists 
of  an  inherited  abnormality  in  the  hemo- 
globin molecule.  In  all  affected  patients, 
the  6th  amino  acid  from  the  beginning 
(the  amino  terminus)  of  the  B  chain  is 
changed  from  glutamine  to  valine,  chang- 
ing hemoglobin  A  (HbA)  to  hemoglobin 
S  (HbS).  The  change  in  protein  structure 
is  always  due  to  a  change  in  the  gene  in 
which  a  thymidine  molecule  is  substi- 
tuted for  an  adenine.  Examination  of  the 
genetic  material  surrounding  that  encodes 
for  the  B  chain  (using  a  process  known  as 
detection  of  restriction  fragment  length 
polymorphisms  or  RFLPs)  shows  that 
the  substitution  of  thymidine  for  adenine 
occurred  in  only  five  original  individu- 
als, each  of  whose  descendants  are  char- 
acterized by  a  specific  RFLP  pattern  or 
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haplotype.  All  patients  with  sickle  cell 
disease  or  sickle  cell  trait  ("trait"  means 
having  a  HbS  gene  from  one  parent,  and 
a  HbA  gene  from  the  other  parent)  are 
descended  from  these  five  founders.' 

By  ascertaining  the  geographic  den- 
sity of  the  occurrence  of  each  specific 
haplotype,  we  can  deduce  where  the  ab- 
normal gene  originated  and  how  far  it  has 
spread  from  its  site  of  origin  (Figure  1, 
next  page).  The  most  widely  spread  sickle 
cell  gene  haplotype  began  in  what  is  now 
Nigeria;  it  is  called  the  Benin  type.  This 
gene  found  its  way  to  the  Mediterranean 
region  (either  through  trans-Sahara  trade 
or  through  the  importation  of  slaves  in 
late  Roman  times)  and  is  the  gene  seen  in 
patients  of  Greek  or  Italian  ancestry. 
Another  widespread  gene  originated  in 
the  area  just  north  of  the  mouth  of  the 
Congo  River  (the  Central  African  Re- 
public, or  CAR  haplotype).  The  Senegal 
haplotype  originated  in  western  Africa, 
near  modern  Liberia,  and  a  fourth  Afri- 
can haplotype  originated  very  recently  in 
Cameroon  where  it  is  found  only  in  mem- 
bers of  a  single  tribe.  The  fifth  sickle  gene 
originated  outside  of  Africa,  in  the  Indus 
valley  of  India,  probably  during  the 
Harappa  civilization  that  flourished  there 
about  4,000  years  ago.  It  is  found  in 
descendants  of  the  aboriginals  of  India 
now  called  the  Hill  Tribes.  This  gene  and 
the  African  gene  from  Benin  have  spread 
to  the  Arabian  peninsula. 

From  analysis  of  the  sickle  genes  of 
African-Americans,  the  pattern  of  im- 
portation of  slaves  into  America  can  be 
deduced.  The  two  major  sites  of  importa- 
tion were  Charleston,  South  Carolina, 


and  the  Chesapeake  Bay  area  of  Virginia. 
Most  of  the  slaves  brought  into  Charles- 
ton came  from  West  Africa.  As  a  result, 
the  Senegal  haplotype  is  present  in  higher 
percentage  in  upland  South  Carolina  than 
elsewhere.  After  the  importation  of  slaves 
was  made  illegal,  there  was  still  illicit 
importation  to  the  Sea  Islands  off  Geor- 
gia and  South  Carolina  from  the  only 
remaining  entrepots  in  Africa  (in  Portu- 
guese Angola);  these  individuals  prima- 
rily had  the  CAR  sickle  gene.  In  Virginia, 
the  predominant  importations  came  from 
English  and  Dutch  entrepots  on  the  "Slave 
Coast"  (modern  Ghana,  Benin,  and  Nige- 
ria) so  that  most  of  these  individuals  had 
genes  of  the  Benin  type,  which  still  pre- 
dominates in  the  Mid-Atlantic  area. 


What  Is  the  Effect  of 
the  Sickle  Cell  Defect? 

Why  did  the  mutations  that  led  to  HbS  in 
five  individuals  prosper  so  well?  For  some 
time  it  has  been  thought  from  epidemio- 
logical data  that  the  gene  conferred  a 
resistance  to  malaria.  This  has  now  been 
confirmed  by  demonstrating  that  the  red 
cells  of  individuals  with  sickle  trait  resist 
invasion  by  the  malarial  organism,  thus 
making  those  individuals  less  likely  to 
infected.  This  (and  several  other  abnor- 
malities of  the  red  cells)  allowed  African 
slaves  to  remain  in  malarious  lowlands  of 
the  Carolinas  during  the  summer  when 
their  European-descended  owners  fled  to 
the  uplands.  The  relatively  recent  appear- 
ance of  the  sickle  gene  probably  corre- 
sponds to  the  relatively  recent  emergence 
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Fig  1 :  Distribution  of  the  different  sickle  gene  haplotypes  in  Africa  and  Asia.  (Adapted  and  redrawn,  with  permission, 
from:  Embury  SH,  Hebbel  RP,  Mohandas  N,  et  al.  Sickle  Cell  Disease:  Basic  Principles  and  Clinical  Practice.  Raven 
Press,  Ltd.,  1996,  p355.) 


of  malaria.  Human  malaria  requires  a  criti- 
cal concentration  of  individuals  for  its 
continued  propagation,  a  concentration 
probably  only  achieved  when  early  hu- 
mans began  to  live  settled,  communal  lives. 
The  single  amino  acid  change  in  the  6 
globin  gene  has  far-reaching  consequences. 
It  alters  the  external  surface  of  the  mol- 
ecule so  that,  upon  deoxygenation,  it  can 
bind  to  another  like  molecule  and  become 
part  of  a  long  string  of  pairs  of  molecules 
called  a  paracrystal  (Figure  2,  next  page). 
Each  paracrystal  associates  with  some  13 
other  similar  chains  to  form  a  rod  inside 
the  red  cell.  Rod  formation  leads  to  a 
number  of  effects: 

1.  It  distorts  the  cell  into  a  sickle  shape, 
reducing  its  ability  to  circulate  and  caus- 
ing some  hemolysis. 

2.  It  alters  the  membrane  so  that  the  cell 
more  readily  sticks  to  endothelial  sur- 


faces and  also  becomes  leaky  to  ions. 
3.  It  increases  the  internal  viscosity  of 

the  cell,  which  in  turn  may  increase 

the  viscosity  of  the  blood. 
Figure  3,  next  page,  shows  the  sequential 
effects  of  these  changes.  All  lead  to  per- 
manent or  functional  vascular  occlusion 
and  the  impaired  perfusion  of  organs  that 
causes  most  of  the  clinical  problems  in 
sickle  cell  disease. 


When  and  Why  Do  People 
Die  of  Sickle  Cell  Disease? 

For  many  years,  it  was  thought  that  sickle 
cell  disease  was  an  illness  of  childhood, 
and  that  most  patients  died  before  early 
adulthood.  The  Cooperative  Study  of 
Sickle  Cell  Disease  recently  found  other- 
wise.- There  is  an  early  peak  of  mortality 


during  the  first  three  years  of  life,  due 
primarily  to  acute  infection  (treatment  can 
limit  this — see  below).  There  follows  a 
period  during  which  few  patients  die  from 
the  disease  itself,  but  beginning  in  the 
middle  20s,  patients  again  begin  to  die. 
The  mean  age  at  death  for  patients  who 
receive  HbS  genes  from  both  parents  (that 
is,  who  are  homozygous  for  HbS)  is  44 
years  for  men  and  46  for  women.  Longev- 
ity is  markedly  improved  in  patients  who, 
for  any  of  a  number  of  reasons,  have  high 
levels  of  fetal  hemoglobin  (HbF)  in  their 
red  cells.  Other  abnormal  hemoglobin 
molecules  may  alter  survival.  For  example, 
patients  who  have  one  gene  for  HbS  and 
one  for  hemoglobin  C  (SC  disease,  the 
next  most  common  sickling  disorder)  have 
high  levels  of  HbF  and  live  about  15-20 
years  longer  than  patients  with  SS  disease. 
Patients  die  of  a  variety  of  problems, 
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Fig  2:  Formation  of  the  paracrystal  from  sickle  hemoglobin  molecules  upon  deoxygenation. 
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Fig  3:  The  effects  of  paracrystal  formation  on  the  red  cell  in  sickle  cell  disease. 


but  we  are  often  left  uncertain  about  the 
exact  cause  (Figure  4,  next  page).  In  at 
least  a  20%  of  cases,  no  cause  can  be 
specified;  in  about  15%,  death  is  due  to 
chronic  organ  damage,  usually  renal  or 
cardiac;  in  over  30%,  it  is  due  to  pulmo- 
nary problems  which  are  lumped  together 
as  "acute  chest  syndrome." 

The  acute  chest  syndrome.  This  syn- 
drome, now  recognized  as  the  major  cause 
of  death,  is  second  only  to  the  painful 
episode  in  frequency  and  is  unrivaled  in 


the  severity  of  its  consequences.'  It  prob- 
ably begins  with  the  accumulation  of 
sickled  cells  in  the  pulmonary  arterioles. 
Normally,  these  cells  unsickle  when  they 
take  up  oxygen,  but  if  there  is  interfer- 
ence with  the  transfer  of  oxygen  or  with 
the  perfusion  of  the  area,  sickled  cells 
accumulate.  This  further  impairs  blood 
flow  and  widens  the  area  of  poor  perfu- 
sion, which  may  show  on  the  chest  x-ray 
as  a  pulmonary  infiltrate.  The  affected 
area  is  ideal  for  bacterial  growth  so  that, 
even  if  not  infected  originally,  it  becomes 


infected.  This  process  may  spread 
very  rapidly  to  involve  large  areas  of 
lung,  leading  to  poor  ventilation  and 
arterial  oxygen  desaturation  (Figure 
5,  next  page).  The  ultimate  result 
may  be  systemic  hypoxemia  and  the 
"multi-organ  damage  syndrome"  or 
"sludge"  syndrome  described  below. 

Several  things  predispose  pa- 
tients to  the  acute  chest  syndrome. 
In  children,  it  is  usually  precipitated 
by  a  chest  infection;  in  adults,  it 
commonly  accompanies  painful  epi- 
sodes and  is  more  common  in  pa- 
tients with  relatively  high  hemat- 
ocrit (such  as  patients  with  SC  dis- 
ease or  sickle  B  thalassemia).  It  is  the 
leading  cause  of  postoperative  mor- 
bidity, particularly  in  operations  near 
the  diaphragm  and  in  patients  who 
have  not  been  prophylactically  trans- 
fused. 

There  are  several  steps  in  the 
care  of  the  "acute  chest  syndrome." 
All  adults  with  chest  infiltrates  must 
be  closely  observed;  this  often  means 
that  the  patient  must  be  admitted  to 
the  hospital.  If  fever  is  present,  anti- 
biotics should  be  given  empirically. 
Oxygen  should  be  given  by  nasal 
catheter.  If  the  infiltrate  worsens  or 
if  the  arterial  oxygen  saturation  can- 
not be  maintained,  immediate  and 
complete  exchange  transfusion 
should  be  carried  out.  It  is  important 
to  recognize  how  lethal  this  syn- 
drome can  be  and  to  give  maximal 
attention  to  the  care  of  the  patient. 


The  "acute  multi-organ  damage" 
syndrome.  This  life-threatening  syn- 
drome occurs  when  blood  becomes 
too  viscous  to  perfuse  tissues. "*  Whole 
blood  viscosity  is  determined  by  several 
factors:  the  viscosity  of  the  plasma  (not  a 
concern  in  this  setting),  the  internal  vis- 
cosity of  the  red  cells  (increased  in  sickle 
cell  disease  because  of  the  formation  of 
paracrystals  of  hemoglobin),  and  the  pro- 
portion of  red  cells  in  the  blood  (the 
hematocrit).  Whole  blood  viscosity  will 
be  elevated  when  the  sickle  hemoglobin 
is  deoxygenated  (because  this  increases 
the  internal  viscosity  of  the  red  cells)  andy 
or  when  the  hematocrit  is  increased.  When 
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these  conditions  occur  on  the  arterial  side 
of  the  circulation,  organ  perfusion  be- 
comes difficult  and  tissue  hypoxia  may 
result.  This  leads  to  loss  of  organ  function 
(coma  if  the  CNS  is  involved,  acute  renal 
failure  if  the  kidneys  are,  etc.)  and  some 
necrosis.  Hypoxia  usually  affects  more 
than  one  organ  at  one  time  and,  unless 
recognized  and  treated  promptly,  results 
in  permanent  loss  of  function  and  even 
death.  Nasal  oxygen  should  be  given  and 
hyperbaric  oxygen  may  be  of  help  if 
available.  Most  importantly,  immediate 
and  complete  exchange  transfusion  should 
be  done;  if  this  is  cannot  be  done 
locally,  the  patient  should  be  trans- 
ferred quickly  to  a  facility  that  can 
doit. 


Pain  in  Sickle 
Cell  Disease 

The  most  common  complication  of 
sickle  cell  disease  is  the  painful  epi- 
sode.' The  pain  is  due  to  tissue  hy- 
poxia but  we  are  not  entirely  sure 
what  goes  into  causing  the  hypoxia. 
The  typical  painful  episode  has  a 
discrete  beginning,  lasts  five  to  10 
days,  and  has  a  gradual  resolution. 
Between  episodes,  the  patient  is 
nearly  asymptomatic.  During  the 
painful  episode,  there  is  evidence  of 
intravascular  clotting,  suggesting 
obstruction  to  flow  caused  by  an 
agglomeration  of  sickle  cells  which 
then  activate  clotting  within  the  ag- 
glomeration. The  pain  presumably 
doesn't  resolve  until  the  fibrin  clot  is 
fully  digested  and  the  agglomera- 
tion disassembled.  The  initial  causes 
of  these  episodes  and  the  reasons 
why  pain  may  occur  in  several  sites 
at  the  same  time  are  not  at  all  clear. 
In  some  patients,  particularly 
those  with  a  hematocrit  higher  than 
32%,  pain  may  be  chronic.  The  epi- 
sodes are  not  discrete  and  do  not 
seem  to  resolve  satisfactorily,  leav- 
ing the  patient  with  some  pain  on 
imostdays.  This  pain  may  result  from 
difficulty  in  perfusion  on  a  more 
moderate  scale  than  in  the  "sludge" 
syndrome.  There  is  no  evidence  of 


increased  coagulation;  since  no  aggrega- 
tions of  cells  occur,  no  clot  surrounds 
them. 

The  possible  differences  in  origin  of 
pain  have  implications  for  treatment. 
Occlusion  pain  can  be  treated  vigorously 
with  maximal  narcotics,  avoiding  mep- 
eridine (Demerol)  because  it  has  limited 
duration  of  action  and  presumably  causes 
more  hypoxia.  Increasing  the  arterial  oxy- 
gen concentration  (even  hyperbaric  oxy- 
gen) does  not  help  because  the  occlusions 
are  set  in  place  by  surrounding  clot.  On 
the  other  hand,  perfusion  pain  is  more 
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chronic  and  access  to  narcotic  medica- 
tions needs  to  be  somewhat  limited  so 
that  patients  do  not  become  addicted.  In 
theory,  chronic  pain  symptoms  should  be 
relieved  by  reducing  the  hematocrit  to 
allow  better  perfusion,  but  this  idea  has 
not  yet  been  tested.  Perfusion  pain  may 
be  helped  by  increasing  arterial  oxygen 
concentration  since  there  is  no  fixed  ob- 
struction. The  nature  and  treatment  of 
pain  in  sickle  cell  disease  need  further 
research,  but  at  least  we  have  a  frame- 
work with  which  to  think  about  this  most 
vexing  problem. 
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Fig  4:  The  causes  of  death  in  sickle  cell  disease. 
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Fig  5.  The  "vicious  cycle"  that  results  in  acute  chest  syndrome  in  sickle  cell  disease. 
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Treatment  Advances 

Prophylaxis  with  penicillin.  A  major 
cause  of  death  in  children  with  sickle  cell 
disease  is  sepsis  caused  by  gram-positive 
organisms,  particularly  S.  pneumoniae. 
The  susceptibility  occurs  because  the 
spleen,  which  becomes  filled  with  sick- 
led  cells  almost  as  soon  as  HbS  begins  to 
be  produced  instead  of  HbF,  is  essentially 
disabled.  It  no  longer  filters  bacteria  from 
the  bloodstream  to  process  them  for  a 
primary  immune  response.  Hence,  bacte- 
remia readily  turns  to  septicemia.  Pro- 
phylactic penicillin  can  prevent  this,''  re- 
ducing the  death  rate  from  15%-20% 
during  the  first  five  years  to  almost  noth- 
ing. For  this  reason,  most  states  screen 
newborns  to  identify  those  at  risk  and 
have  a  system  to  ensure  that  these  infants 
get  their  penicillin. 

The  downside  of  prophylaxis  is  the 
development  of  penicillin-resistant  or- 
ganisms; this  appears  to  happening  at  an 
alarming  rate  in  some  areas.  One  possible 
answer  is  the  development  of  vaccines 
against  the  antigens  of  the  pneumococ- 
cus.  Presently  available  vaccines  are  not 
effective  until  recipients  are  more  than 
two  years  old,  which  is  much  too  late  to 
be  very  useful.  Improved  vaccines,  in- 
cluding those  in  which  the  pneumococcal 
polysaccharides  are  conjugated  to  pro- 
teins, are  being  developed  and  tested. 

Hydroxyurea.  When  fetal  hemoglobin  is 
present  in  the  cells  of  the  patient  with 
sickle  cell  disease,  the  clinical  effects  of 
the  disease  are  ameliorated.  This  was  first 
suggested  by  studies  of  patients  in  east- 
ern Saudi  Arabia,  where  a  gene  that  per- 


mits the  continued  production  of  HbF  is 
often  inherited  along  with  the  sickle  cell 
gene.  Most  patients  with  homozygous 
sickle  cell  disease  are  asymptomatic  when 
they  have  persistent  production  of  HbF. 
The  Cooperative  Study  of  Sickle  Cell 
Disease  showed  that  increased  levels  of 
HbF  reduced  the  likelihood  of  painful 
episodes'"  and  lengthened  life  expectancy. - 


"Recently,  bone  morrow 

transplantation  has 

been  used  in  sickle  cell 

disease  in  children  who 

hove  already  had 

complications.  The 

mortality  rate  of 

transplantation  was 

about  10%  and  the 

success  rate  was 

about  70%." 


Several  drugs  cause  the  body  to  con- 
tinue to  make  HbF.  Of  these,  the  safest 
discovered  to  date  is  hydroxyurea  (HU), 
which  has  been  used  as  achemotherapeu- 
tic  agent  in  myeloproliferative  diseases 
for  a  number  of  years.  In  a  double-blind 
study  of  patients  with  homozygous  sickle 
cell  disease,  HU  was  found  to  reduce  by 
over  50%  the  incidence  of  painful  crisis 
and  of  acute  chest  syndrome.'  The  dose 
of  HU  must  be  carefully  tailored  to  each 
patient  and  requires  a  careful  dosing 
schedule  since  overdose  causes  danger- 
ous marrow  suppression.  The  drug  can  be 


given  only  under  strict  medical  supervi- 
sion, but  it  is  the  first  successful  specific 
treatment  for  sickle  cell  disease.  It  has 
made  an  enormous  difference  in  the  lives 
of  many  patients. 

Bone  marrow  transplantation.  The  de- 
velopment of  bone  marrow  transplanta- 
tion over  the  past  several  years  has  made 
it  safer  to  replace  diseased  marrow  with  a 
normal  marrow.  Transplantation  between 
HLA-identical  siblings  has  been  used  with 
great  success  in  thalassemia,  where  the 
clinical  consequences  of  the  disease  are 
more  predictable  than  in  sickle  cell  dis- 
ease." Recently,  bone  marrow  transplan- 
tation has  been  used  in  sickle  cell  disease, 
particularly  in  children  who  have  already 
had  complications.  In  this  group,  the 
mortality  rate  of  transplantation  was  about 
1 0%  and  the  success  rate  was  about  70%. 
These  results  make  it  reasonable  to  con- 
sider bone  marrow  transplantation  at  an 
early  age  for  all  children  who  have  appro- 
priate donors. 

Gene  therapy.  The  hope  of  modern  medi- ; 
cal  science  is  to  replace  or  modify  the ; 
abnormal  genes  of  patients  with  genetic 
disease.  In  the  case  of  sickle  cell  disease, 
the  replacing  gene  must  have  a  very  high 
production  rate  to  make  enough  hemo- 
globin to  fill  the  cell;  this  has  not  yet  been 
achieved .  Other  scientists  are  concentrat- 
ing on  understanding  and  modifying  the ' 
steps  that  govern  the  change  from  fetal  to  [ 
adult  hemoglobin  production.   Genei 
therapy  has  great  promise,  but  for  the 
foreseeable  future  it  remains  only  a  prom- 
ise  in   the  treatment  of  sickle  cell 
disease.     Q 
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We're  Looking  For  Locum  Tenens! 

The  Carolinas  Physicians 
Network  is  currently 
seeking  family  physicians 
to  work  as  locum  tenens 
in  a  variety  of  practice 
settings  throughout  the 
Charlotte  region. 

If  you  are  board  certified 

and  are  interested  in 

flexible  scheduling, 

excellent  compensation, 

and  an  opportunity  to 

work  with  one  of  the 

most  progressive  healthcare  organizations  in 

the  country,  please  contact  us  toclay! 

Recently  retired  physicians  are  especially 

encouraged  to  apply. 

Send  C.V.  to:  Carolinas  Physicians  Network 

Attention  Physician  Services 

PO  Box  32861,  Charlotte,  NC  28232-2861 

or,  fax  to  704  /  355-5033  <^ 

For  more  information,  ^^ 

call:  704/355-5030  ^^ 

or  800/847-5084  Carolinas 

Physicians  Network 


RURAL  FELLOWSHIP  IN  PRIMARY  CARE 

North  Carolina  -  The  Mountain  Area  Health  Education 
Center's  (MAHEC)  Rural  Fellowship  invites 
applications  for  a  4th  year  residency  training 
experience  in  Rural  medicine.  Applicants  must  be 
Primary  Care  Physicians  who  have  graduated  from 
an  accredited  residency  program  in  Family  Practice, 
general  Internal  Medicine  or  Pediatrics.  A  formal 
educational  curriculum  is  tailored  to  the  individual 
needs  of  each  fellow.  The  basic  components  consist 
of  a  Rural  practice  experience,  a  formal  didactic 
curriculum,  individualized  experiences,  and  locum 
tenens.  MAHEC  believes  that  physicians  trained  in 
primary  care  are  ideally  suited  to  the  practice  of 
medicine  in  rural  areas.  Because  the  practice  of 
Rural  medicine  is  unique,  physicians  may  find  they 
need  further  training  in  order  to  gain  the  skills  and 
confidence  to  meet  the  challenge  of  a  rural  practice. 
Total  compensation  is  $70,000  per  year  plus  full 
fringe  benefits.  Education  loan  incentives. 
For  further  information  please  contact  Harry  H. 
Summerlin,  Jr.  MD,  Director  or  Jackie  Hallum, 
Administrative  Coordinator,  Regional  Outreach 
Programs,  Mountain  Area  Family  Health  Center,  1 18 
W.T.  Weaver  Boulevard.,  Asheville,  NC  28804; 
704-258-0670. 


TRIAD 

RADIOGRAPHIC 

IMAGING 


A  Low  Cost  Alternative 


Quality  Reconditioned 
X-Ray  Systems 


For  information  or  pricing, 
CALL  1-800-451-1398 


Film,  Chemistry,  Supplies, 

Accessories  and  Service 

also  available 


8075B  North  Point  Boulevard 

Winston-Salem,  NC  27106 

Telephone   (910)  896-0023 

Fax   (910)  896-0896 


TOXIC      ENCOUNTERS 


''All  But  Death,  Can  Be  Adjusted'' 

Ma  Huang  (Ephedrine)  Adversities 

Ronald  B.  Mack,  MD 


The  poet,  Emily  Dickinson,  spent  her 
adult  life  writing  verse  that  dealt  with  the 
universal  themes  of  love,  death,  and  im- 
mortality. She  became  a  recluse  in  her 
early  20s,  allegedly  because  of  a  disap- 
pointing affaire  de  coeur,  and  thereafter 
communicated  with  her  friends  solely 
through  letters  to  them.''  Probably  the 
"Belle  of  Amherst"  would  have  been 
happier  if  she  had  had  access  to  ephe- 
drine. But  then,  artificially  happy,  she 
might  not  have  written  that  profound  po- 
etry, revealing  her  spectacular  insights 
into  the  deep  emotions  encountered  by  all 
human  beings  able  to  experience  "feel- 
ing." 

In  this  age  of  modern  medicine,  amid 
daily  reports  of  diagnostic  and  therapeu- 
tic advances,  many  Americans  express 
an  interest  in  alternative  forms  of  health 
care — including  nutritional  supplements 
and  herbal  remedies — to  assuage  real  or 
imagined  ailments.  Most  of  these  nos- 
trums are  available  at  health  food  stores, 
convenience  stores,  and  exercise  facili- 
ties. Of  course,  they  do  not  require  a 
prescription.  One  of  the  more  popular 
products  in  current  use  has  been  available 
in  China  for  the  past  5,000  years.'''  It  is 
ma  huang,  an  herbal  remedy  that  contains 
ephedra. 


Dr.  Mack  is  Associate  Professor,  Depart- 
ment of  Pediatrics,  Bowman  Gray  School 
of  Medicine,  Medical  Center  Boulevard, 
Winston-Salem  27157. 


Five  millennia  ago,  ma  huang  was 
used  to  combat  the  common  cold,  asthma, 
allergies,  cough,  headache,  and  fever.'' 
Today,  it  is  widely  used  in  products  that 
are  alleged  to  boost  energy,  control 
weight,  and  heighten  sensations,  but  is 
still  promoted  to  relieve  cold  symptoms 
and  improve  respiratory  function. "*  In 
some  cases  ephedra  is  touted  as  an  "herbal 
high"  (not  surprisingly,  those  who  be- 
lieve this  are  primarily  the  young  of  our 
species  searching  for  better  health  or  a 
better  "high").  Ephedra  is  known  by  many 
common  names  in  addition  to  ma  huang: 
miner's  tea,  Mexican  tea,  sea  grape,  yel- 
low horse,  teamster's  tea,  and  popotillo. 
Mormon  tea  and  squaw  tea  are  beverages 
made  from  alkaloid-free  species  of  this 
herb.'*  The  problem  with  listing  ephedra 
as  a  so-called  "food  supplement"  is  that 
the  Food  and  Drug  Administration  has 
linked  it  to  1 7  deaths.'  And  more  than  800 
people  have  been  treated  for  disorders 
traced  directly  to  "health  food"  prepara- 
tions sold  to  reduce  weight,  build  muscle, 
and  improve  stamina.'' 


Ephedra's  Family  Tree 

At  least  40  species  of  evergreen  plants  are 
members  of  the  genus  ephedra.  The  vari- 
ous species  have  worldwide  distribution 
and  appear  as  erect,  evergreen  plants  re- 
sembling small  shrubs.  They  have  a  thick 
woody  base  and  many  slim,  jointed 
branches  covered  with  thin,  scale-like 
leaves.  All  of  these  plants  have  a  distinc- 


tive pine  odor  and  an  astringent  taste,'  but 
not  all  produce  alkaloids.  In  those  species 
that  do,  the  highest  concentration  is  found 
in  the  green  branches.  A  number  of  alka- 
loids possessing  sympathomimetic  prop- 
erties may  be  present,  including  pseu- 
doephedrine,  norephedrine,  and  nor- 
pseudoephredrine,  but  principally  ephe- 
drine. Ephedrine  was  first  isolated  from 
ephedra  in  1887  by  the  Japanese,'  but 
Western  medicine  did  not  see  any  thera- 
peutic value  in  it  until  1930  when  Chen 
and  Schmidt  published  a  comprehensive 
document  recommending  it  for  treatment 
of  asthma.' 

Ephedrine  stimulates  both  alpha  and 
beta-adrenergic  receptors.'''  For  readers 
who  went  to  medical  school  as  long  ago 
as  I  did,  a  short  review  may  be  in  order. 
The  pharmacology  teachers  who  in- 
structed us  were  noble  men  and  women 
for  sure,  but  still  obsessed  with  turning 
base  metals  into  gold.  In  any  case,  what  I 
now  know  is  that  stimulation  of  alpha- 1- 
receptors  produces  contraction  of  both 
vascular  smooth  muscle  and  genitouri- 
nary smooth  muscle,  as  well  as  increased 
contractile  force  of  the  heart  and  arrhyth- 
mias, as  well  as  glycogenolysis,  gluco- 
neogenesis,  and  hyperpolarization  and 
relaxation  of  intestinal  smooth  muscle. 
Stimulation  of  alpha-2-receptors  de- 
creases insulin  secretion,  platelet  aggre- 
gation, and  the  release  of  norepinephrine 
from  the  nerve  terminals,  but  causes  con- 
traction of  vascular  smooth  muscle  (like 
alpha- 1 -receptor  stimulation). 

If  you  stimulate  beta- 1  -receptors  you 
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get  increased  force  and  rate  of  contrac- 
tion of  the  heart,  increased  velocity  of 
conduction  through  the  atrioventricular 
node,  and  increased  renin  secretion.  If 
you  stimulate  beta-2-receptors  you  get 
relaxation  of  smooth  muscle  (of  blood 
vessels,  bronchi,  the  gastrointestinal  and 
genitourinary  tracts)  as  well  as  glyco- 
genolysis,  uptake  of  potassium,  and  glu- 
coneogenesis.  Finally,  stimulation  of  beta- 
3-receptors  causes  lipolysis.  Lest  I  for- 
get, in  addition  to  its  direct  sympathomi- 
metic effects,  ephedrine  can  release  nore- 
pinephrine from  its  storage  sites.'  This 
type  of  science  differs  from  what  I  learned 
as  a  young  doctor — things  like  giving 
mercury  compounds  to  produce  a  diuretic 
effect  on  the  kidneys.  I  cannot  believe  I 
ever  did  such  things,  but  I  did  as  an  intern 
at  Chicago' s  Cook  County  Hospital,  God 
forgive  me! 


The  Pharmacologic 
Perspective 


m 


Putting  these  pharmacologic  data  in  per- 
spective, ephedrine  in  therapeutic  dosage 
eads  to  cardiac  stimulation  and  elevated 
systolic  and  diastolic  blood  pressure.  Giv- 
ng  ephedrine  frequently  or  for  a  pro- 
onged  period  can  produce  tachyphylaxis' 
'a  progressive  decrease  in  response  after 
epetitive  administration  of  a  pharmaco- 
ogically  active  substance)  to  its  effects 
)n  blood  vessel  and  bronchial  smooth 
nuscle.  Depletion  of  norepinephrine 
tores  by  ephedrine  is  believed  to  be  one 

,i5(j.;ause  of  tachyphylaxis. 

[,,  ||  Ephedrine  is  completely  and  rapidly 
ibsorbedafteroral,  intramuscular,  or  sub- 

.  :utaneous  administration.'  The  drug  is 
listributed  throughout  the  body  and 
rosses  the  blood-brain  barrier.  It  is  pri- 
narily  metabolized  by  N-demethylation 
0  norephedrine.'"  Its  half-life  ranges  be- 
ween  2.7  hours  to  7.5  hours.  Within  48 

. :  lOurs,  70%-80%  of  a  given  dose  is  elimi- 

^  ■;  lated  unchanged  in  the  urine  where  it  can 
le  detected  by  a  number  of  tests.'  The 
ntemational  Olympic  Committee  did  not 
Tohibit  ephedrine  consumption  by  com- 
■etitors  but  did  rule  that  urine  levels  over 
'  00  ng/mL  indicate  abuse  and  are  grounds 
ar  disqualification.'  At  least  one  author- 


ity considers  this  level  is  too  low  because 
a  recent  study  found  that  healthy  volun- 
teers given  realistic  doses  of  an  ephe- 
drine-containing  nasal  spray  (approxi- 
mately 14  mg)  had  urine  levels  of  0.09- 
1.65ug/mL." 

It  is  not  surprising  that  the  toxic 
effects  of  ephedra-containing  products 
are  primarily  due  to  ephedrine,  and  to  a 
much  lesser  degree,  pseudoephedrine. 
Both  of  these  alkaloids  stimulate  the  adr- 
energic system,  and  toxicity  can  occur 
after  doses  that  are  only  two  or  three 
times  the  therapeutic  dose.  Recall  that 
absorption  of  these  compounds  is  rapid 
and  effects  can  be  evident  one  hour  after 
ingestion.  The  good  news  is  that  the  dura- 
tion of  the  evil  effects  is  usually  short- 
lived and  resolution  of  clinical  adversi- 
ties usually  occurs  within  six  hours  be- 
cause of  the  short  half-life  (unless  the 
patient  ingested  a  sustained- release  prod- 
uct'-). 

The  toxic  effects  of  ephedra  occur 
primarily  in  the  cardiovascular  and  cen- 
tral nervous  systems.  Major  adverse  car- 
diovascular events  include  hypertension, 
cardiomyopathy ,  dysrhythmias,  and  myo- 
cardial infarction.*"'  Severe  CNS  prob- 
lems include  seizures,  psychosis,  and 
stroke.  There  are  many  other  troubling 
effects  such  as  headaches,  dizziness,  trem- 
ors, anxiety,  and  auditory  and  visual  hal- 
lucinations. Death  is  a  real  possibility. 
Speaking  of  death,  as  grave  as  a  subject  as 
there  is.  People  magazine '  s  May  20, 1 996, 
issue"  related  the  sad  story  of  a  group  of 
young  men  who  purchased  some  Ulti- 
mate Xphoria,  an  over-the-counter  di- 
etary supplement  containing  caffeine  and 
ephedra.  Only  a  few  hours  later  one  was 
dead,  allegedly  from  a  fatal  cardiac  ar- 
rhythmia induced  by  the  "dietary  supple- 
ment." On  August  28,  1996,'  the  Associ- 
ated Press  reported  that  the  FDA,  headed 
by  Dr.  David  Kessler,  was  concerned 
about  the  safety  of  these  products  and  an 
FDA  advisory  panel  was  formed  to  con- 
sider their  use.  Even  before  that  the  FDA 
had  warned  of  a  link  between  ephedra 
and  health  risks  "ranging  from  dizziness 
to  seizures." '■'  In  1992,  a  product  called 
Herbal  Ecstacy  was  introduced  and  has 
produced  an  estimated  $300  million  for 
the  entrepreneurs  who  promote  this  "eu- 


phoria" producer."  It  is  even  alleged  that 
sales  rose  25%  after  the  FDA's  warning, 
which  supposedly  implied  that  the  chemi- 
cal causes  a  big  jolt.  Herbal  Ecstacy  is  not 
the  same  as  the  illicit  drug  "Ecstacy" 
(3,4-methylenedeoxymethamphetamine, 
a.k.a.  MDMA').  However,  the  manufac- 
turers tout  their  product  as  increasing 
energy  and  enhancing  sexual  sensation, 
just  as  "Ecstacy"  is  supposed  to  do.  The 
FDA  has  proposed  removing  oral  ephe- 
drine products  from  the  open  market  be- 
cause they  are  used  in  the  production  of 
illicit  drugs,  and  they  are  misused  as 
stimulants  and  for  weight  loss.*" 

The  treatment  of  ephedra  (ephedrine) 
overdose  is  not  very  satisfying.  The  drug 
is  absorbed  so  rapidly  that  ipecac  syrup  is 
not  a  wise  maneuver.  If  the  patient  is  seen 
early,  giving  activated  charcoal  seems 
like  a  good  idea  to  prevent  further  absorp- 
tion of  ephedrine.  As  usual,  supportive 
care  is  paramount:  Treat  the  patient,  not 
the  poison.  It  is  essential  to  maintain  an 
open  airway  and  assist  ventilation  if  nec- 
essary. Seizures  should  be  treated  with 
diazepam  or  lorazepam;  if  this  fails,  phe- 
nobarbital  or  phenytoin  may  be  used.' 
Hypertension  could  be  treated  with  va- 
sodilators such  as  nitroprusside,  hydrala- 
zine, phentolamine,  or  nifedipine. 
Lidocaine,  low-dose  propranolol,  or 
esmolol  are  usually  successful  in  treating 
tachyarrhythmias."  Toxic  doses  of  ephe- 
dra produce  a  risk  of  rhabdomyolysis,  so 
take  heed  and  do  not  acidify  the  urine 
(this  could,  in  theory,  enhance  the  secre- 
tion of  ephedrine  but  at  the  risk  of  in- 
creasing cardiac  irritability  and  precipi- 
tating myoglobin  in  the  renal  tubules, 
leading  to  acute  renal  failure).  After  read- 
ing about  this  drug,  which  would  you 
rather  have:  ma  huang  or  a  plate  of  lobster 
fra  diavolol 


A  Fatal  "Quick  Fix" 

The  remainder  of  Emily  Dickinson's 
poem,  whose  first  line  is  quoted  in  the 
title  of  this  article,  reminds  us  that: 

"All  but  death,  can  be  Adjusted — 

Dynasties  repaired — 

Systems — settled  in  their  Sockets — 

Citadels — dissolved — 


NCMJ  January/February  1997,  Volume  58  Number  1 


69 


Wastes  of  Lives — resown  with  Colors 
By  Succeeding  Springs — 
Death — unto  itself — Exception — 
Is  exempt  from  Change — "' 


It  is  very  difficult  to  explain  to  citizens 
searching  for  a  quick  fix  that  getting 
"high"  on  life  should  be  the  summum 


bonum.  When  you  are  dead  it  is  for  a  very 
long  time  and  cannot  be  adjusted.     Q 
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Classified  Ads 


BC-BE  INTERNIST:  Sought  by  well-established  practice  in 
beautiful  mountains  of  western  North  Carolina.  Competitive 
salary,  one  in  three  call,  buy-in  option,  low  managed  care 
penetration.  Share  rewarding  career  in  rural  community  with 
good  patients  and  fine  colleagues.  Mail  CV  to:  Physician 
Recruiter,  Murphy  Medical  Center,  2002  US  Highway  64 
East,  Murphy,  NC  28906. 

EXPANDING  INTERNAL  MEDICINE/GERIATRIC  part- 
nership opportunity  in  Winston-Salem,  NC.  Inpatient  and 
consultative  position  with  excellent  income  potential.  Con- 
tact Susan  Chatman,  910/724-1900. 

FOR  SALE:  three  laboratory  microscopes,  binocular,  three 
objectives,  A&O,  great  condition:  $700-$900  each;  three 
stereoscopic  dissecting  scopes,  B&L:  $  1 50  each;  one  medi- 
cal exam  table,  metal,  with  stirrups:  $900.  Call  Dr.  Hoyle  at 
910/229-1444,  10a.m.-5p.m. 

FOR  SALE:  HP  Sonos  100  CF  color  flow  echo— includes: 
Sony  color  printer  UP300,  super  VHS  VCR  Panasonic 
AG7350,  2.5  mhz  transducer,  1.9  mhz  continuous  Doppler 
probe.  Excellent  condition.  $34,900.  910/452-9910. 

FOR  SALE:  Doctor's  examining  tables,  metal  bases.  Reclin- 
ing bed,  electrical  outlet  and  cord,  metal  stirrups.  $250  each. 
Call  Stuart  Long,  919/851-1049. 


PHYSICIAN  NEEDED:  to  work  in  a  relaxed,  professional 
environment  with  one  of  America's  fastest-growing  Men's 
Diagnostic  Centers  opening  in  Raleigh-Durham.  Work  a 
five-day  week — no  weekends,  no  call.  All  outpatient.  Com- 
petitive compensation  with  excellent  benefits  and  stock 
options.  For  additional  information,  call  Martin  Osinski 
with  American  Medical  Consultants  at  800/367-32 1 8,  or  fax 
curriculum  vitae  to  305/271-8684. 

PHYSICIANS  NEEDED:  Positions  available  in  Raleigh, 
Durham,  and  Greensboro  for  uncomplicated  office  practice. 
Flexible  full-  or  part-time  hours  available.  Low  stress.  Re- 
tired, semiretired  okay.  Competitive  compensation.  Mal- 
practice covered.  Call  Leona  McKlveen  at  919/833-6865. 

PHYSICIAN  WANTED:  Raleigh,  NC,  location.  Medical 
consultant  position  available.  Prefer  Internist  or  Family 
Physician.  Forty-hour  work  week.  Administrative  duties 
only.  No  night  or  weekend  work.  Must  have  NC  license. 
Salary  plus  full  benefits.  Contact  9 1 9/779-0777  or  800/443- 
9360  ext.  6183.  Or  write:  Medical  Administrator,  P.O.  Box 
243,  Raleigh,  NC  27602. 

PRACTICE  FOR  SALE:  Wake  Forest,  North  Carolina.  Rap- 
idly expanding  Family  Practice/Urgent  Care  Center  with 
full  occupational  medicine  services.  Established  in  Decem- 
ber 1995.  Call  Dr.  Zaiim  at  919/677-8383. 
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MEDICAL  PHYSICIAN  POSITION:  available  full-  and 
part-time.  No  evenings  or  weekends.  Top  salary  and  ben- 
efits. Salary  range  for  full-time  position:  $6,500-$  10,000  per 
month  relative  to  experience  and  qualifications.  Part-time 
position:  $60-$85  per  hour.  Position  entails  physical  exami- 
nation clearance  for  rehab  and  some  occupational  medicine. 
Fax  resume  to  9 1 9/954- 1 270  or  send  resume  to  6325-9  Falls 
of  the  Neuse  Road  #270,  Raleigh,  NC  27615. 

MEN'S  SPECIALTY  CLINIC:  is  searching  for  a  physician 
in  the  following  Carolina  areas:  Greenville/Spartanburg, 
Raleigh/Durham,  Greensboro,  and  Charlotte.  IM,  FP,  or 
general  medicine  background  with  office  experience  pre- 
ferred. 8-5,  M-F,  no  call,  no  evenings,  no  weekends  required. 
1 5-20  patients  per  day.  Need  to  be  an  excellent  communica- 
tor and  able  to  relate  to  patients  extremely  well.  Generous 
compensation  and  benefits  package.  No  J- 1  locations  avail- 
able. Send  CV  to  Chuck  Branson,  IMR,  10311  Maple  Drive, 
Overland  Park,  KS  66207,  or  fax  to  9 1 3/649-2552.  Call  800/ 
772-8168,  ext.  543. 


PRIMARY  CARE/FAMILY  PRACTICE  PHYSICLVNS 
WANTED:  BC/BE  Family  Practice  Physicians  or  Urgent 
Care  Physicians.  Immediate  opening  to  join  multispecialty 
group  in  the  Triad  metro  area  of  North  Carolina.  Excellent 
financial  package  with  minimum  guarantee  and  perfor- 
mance based  above  minimum.  Excellent  area  to  live  and 
raise  a  family.  J-1  or  HIB  visa  acceptable.  Send  resume  to: 
rila  Barnes,  507  Lindsay  St.,  High  Point,  NC  27262,  call 
910/883-4453,  ext.  168,  or  fax  910/883-0002. 


Classified  rates  and  info:  $35  for  the  first  25  words,  35 
cents  for  each  additional  word;  $10  discount  for  North 
Carolina  Medical  Society  members.  Do  not  send  advance 
payment;  billing  sent  separately.  Mail  ad  copy  and  billing 
information,  including  phone  number,  to:  NC  Medical  Jour- 
nal, Box  3910,  Duke  University  Medical  Center,  Durham, 
NC  27710,  919/286-6410.  fax:  919/286-9219,  e-mail: 
yohn0001@mc.duke.edu  (deadline  for  next  issue,  March/ 
April,  is  February  7). 
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CME  Calendar 


January  6-7 

ACLS  Renewal  Course 

Place:      Rex  Healthcare,  Raleigh 

Credit:    8  hours,  AAFP 

Fee:         $100 

Info:       Iris  Ahlheit,  RN,  ACLS  Course  Coordinator,  Educa- 
tional Services  Dept.,  Rex  Healthcare,  4420  Lake 
Boone  Trail,  Raleigh  27607,  919/783-3161 

January  9-10 

Challenges  in  Geriatric  Practice 

Place:      Friday  Center,  UNC  Chapel  Hill 

Credit:     13.5  hours  Category  1,  AM  A 

Fee:        $185 

Info:       Dail  White,  UNC  Office  of  CME  and  Alumni  Affairs, 

UNC  School  of  Medicine,  919/962-21 18, 

fax:  919/962-1664 

January  21 

First  Senior  Physician  Meeting 

Place:      University  Club,  Durham 

Info:       open  to  physicians  who  are  retired,  semi-retired,  and 
65  and  older  from  Durham,  Granville,  and  Person 
counties,  and  their  spouses.  Sponsored  by  the  North 
Carolina  Medical  Society  Foundation.  Contact  Nell 
Agee,  Director,  NCMS  Foundation,  P.O.  Box  27167, 
Raleigh  276 11,  800/722- 1350  or  9 1 9/833-3836 

January  21-23 

NIH  Consensus  Development  Conference: 

Breast  Cancer  Screening  in  Women  Ages  40-49 

Place:     Natcher  Conference  Center,  NIH,  Bethesda,  MD 
Info:        Conference  Registrar,  Technical  Resources  Interna- 
tional, Inc.,  3202  Tower  Oaks  Blvd.,  Rockville,  MD 
20852,  301/770-0610,  fax:  301/468-2245. 
e-mail:  confdept@tech-res.com 

February  7-9 

4th  Annual  Physicians  for  a 
Violence-Free  Society  Conference: 
Alcohol — Fuel  for  Family  Violence? 

Place:      Hyatt  at  Fisherman's  Wharf,  San  Francisco,  CA 
Info:       JoAn  Dwyer,  Associate  Executive  Director, 
Physicians  for  a  Violence-Free  Society, 
P.O.  Box  35528,  Dallas,  TX  75235-0528, 
214/590-8807,  fax:  214/590-4079 


February  8 

8th  Annual  Triangle  Update  in  Cardiology  Symposium 

Place;      North  Raleigh  Hilton 

Info:  sponsored  by  the  American  Heart  Association,  Wake 
Division;  UNC  School  of  Medicine;  and  Wake  Area 
Health  Education  Center.  Call  919/783-7853 

February  8 

Urology  State  of  the  Art  1997 

Place:     Winston-Salem 

Credit:    6.5  hours  Category  1,  AMA 

Info:        Office  ofContinuing  Education,  Bowman  Gray  School 

of  Medicine,  9 1 0/7 1 6-4450,  or  Physician  Access  Line 

(PAL)  800/277-7654 

February  11-13 

NIH  Consensus  Development  Conference: 

Interventions  to  Prevent  HIV  Risk  Behaviors 

Place:      Natcher  Confrerence  Center,  NIH,  Bethesda,  MD       j 
Info:        Conference  Registrar,  Technical  Resources  Interna- 
tional, Inc.,  3202  Tower  Oaks  Blvd.,  Rockville,  MD 
20852,  301/770-0610,  fax:  301/468-2245, 
e-mail:  confdept@tech-res.com 

February  24-26 

4th  Annual  Cancer  Conference: 

Advances  in  Thoracic  Oncology 

Place:     The  Breakers,  Palm  Beach,  FL 

Info:       jointly  sponsored  by  Duke  Comprehensive  Cancer 
Center  and  The  Cancer  Institute  and  Good  Samaritan 
Medical  Center,  West  Palm  Beach,  FL.  For  info, 
contact:  Duke  Oncology  Consortium,  Box  3326,  Duke 
University  Medical  Center,  Durham  27710,  or  call 
919/419-5500 

March  12-15 

21st  Annual  Internal  Medicine  Conference 

Place:     Friday  Center,  UNC-Chapel  Hill 

Credit:    24  hours  Category  1,  AMA 

Fee:        $400 

Info:        Dail  White,  UNC  Office  of  CME  and  Alumni  Affairs, 

UNC  School  of  Medicine,  919/962-2118, 

fax:  919/962-1664  i 
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March  12-16 

North  Carolina  Medical  Society's  Spring  Conference: 

"Turning  Adversity  Into  Advantage" 

Place:     Washington  Duke  Inn  &  Golf  Club,  Durham 
Info:       Alan  Skipper,  NCMS,  800/722- 1 350  or 
919/833-3836 

March  14-15 

Neurology  for  the  Primary  Care  Provider 

Place:      Winston-Salem 

Credit:     1 1  hours  Category  1 ,  AMA 

Info:        Office  of  Continuing  Education,  Bowman  Gray  School 

of  Medicine,  910/71 6-4450,  or  Physician  Access  Line 

(PAL)  800/277-7654 

April  4-5 
Practical  Pediatrics 

Place:      Winston-Salem 

Credit:    9  hours  Category  1 ,  AMA 

Info:        Office  ofContinuing  Education,  Bowman  Gray  School 

of  Medicine,  910/71 6-4450,  or  Physician  Access  Line 

(PAL)  800/277-7654 

April  11-12 

10th  Annual  Surgical  Symposium  and  Hightower  Lecture 

Place:     Winston-Salem 

Credit:    9  hours  Category  1,  AMA 

Info:        Office  ofContinuing  Education,  Bowman  Gray  School 

ofMedicine,910/716-4450,  or  Physician  Access  Line 

(PAL)  800/277-7654 

April  30-May  1 

21st  Annual  Symposium  of  the  UNC  Lineberger 
Comprehensive  Cancer  Center:  Innovative 
Approaches  to  Cancer  Treatment 

Place:      UNC  Chapel  Hill 

Info:       Sarah  Rimmer,  919/966-2997 

April  30-May  4 

Critical  Care  '97:  11th  Annual  Review  and  Update 

Place:      Hyatt  Regency,  Washington,  DC 

Credit:    41.25  hours.  Category  1,  AMA,  and  AAFP 

Fee:        $795  (by  March  21 )  for  physicians;  $575  for 

physicians-in-training  and  other  allied  professionals 
Info:       Center  for  Bio-Medical  Communications,  Inc., 

201/385-8080,  fax:  201/385-5650, 

e-mail:  cbcbiomed@aol.com 


May  2 
^j5  Building  Partnerships  for  Healthier  Hearts 

Place:     Winston-Salem 
redit:     1 1  hours  Category  1,  AMA 
[nfo:       Office  ofContinuing  Education,  Bowman  Gray  School 

of  Medicine,  910/71 6-4450,  or  Physician  Access  Line 

(PAL)  800/277-7654 


May  2-6 

Council  of  Biology  Editors  Annual  Meeting 

Place:      Adam's  Mark  Hotel,  Philadelphia 
Info:        CBE,  60  Revere  Drive,  Suite  500,  Northbrook,  IL 
60062,  847/480-6349,  fax:  847/480-9282 

May  9-16 

56th  Annual  American  Occupational  Health  Conference 

Place:      Orange  County  Convention  Center,  Orlando,  FL 
Info:       Kay  Coyne,  American  College  of  Occupational  and 
Environmental  Medicine,  847/228-6850,  ext.  152 

May  14-16 

Carolinas  Medical  Center  Spring  Symposium  1997 

Place:      Charlotte  Convention  Center 

Info:        Mary  Anne  Cox,  CHS/Charlotte  AHEC  Office  of 

CME,  1366  E.  Morehead  St.,  Charlotte  28204, 

704/355-8631  or  800/562-7314, 

e-mail:  symposium@carolinas.org 

June  6-9 

Comprehensive  Internal  Medicine  Board  Review  Course 

Place:      Winston-Salem 

Credit:    32  hours  Category  1,  AMA 

Info:       Office  ofContinuing  Education,  Bowman  Gray  School 

of  Medicine,  910/71 6-4450,  or  Physician  Access  Line 

(PAL)  800/277-7654 

June  10-14 

6th  Annual  Advanced  Cardiovascular 

Interventions  Symposium 

Place:      Westin  Resort,  Hilton  Head,  SC 

Credit:    up  to  18  hours  Category  1,  AMA 

Fee:         $750 

Info:        Mary  Anne  Cox,  CHS/Charlotte  AHEC  Office  of 

CME,  1366  E.  Morehead  St.,  Charlotte  28204, 

704/355-8631  or  800/562-7314 

July  4-6 

North  Carolina  Medical  Society's 

Sports  Medicine  Symposium 

Place:      Sheraton  Hotel,  Atlantic  Beach 
Info:        Alan  Skipper,  NCMS,  800/722-1350  or 
919/833-3836 


CME  guidelines:  Listings  are  free  for  approved  courses, 
workshops,  and  events  as  space  allows.  Include  date, 
location,  fees,  credit  hours,  and  address  of  contact  person 
or  sponsoring  institution  or  organization.  Send  typewritten 
information  to:  North  Carolina  MedicalJournal,  Box  391 0, 
DUMC,  Durham,  NC  27710;  fax  to:  919/286-9219, 
or  e-mail  to:  yohnOOOl  @mc. duke.edu 
Deadline  for  next  issue  is  February  7. 
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New  Members 


John  Louis  Adami  (CD),  Eastern  Carolina  Car- 
diovascular, PA.  1 1 1  -B  Medical  Drive,  Eliza- 
beth City  27909 

Karen  Halaburt  Albritton  (RES).  19  S.  Circle 
Drive,  Chapel  Hill  27514 

Joseph  Michael  Alvarez  (U),  1 134  N.  Road  St., 
Elizabeth  City  27909 

Philip  Elias  Asmar  (RES),  816  Crowne  Oaks 
Circle,  Winston-Salem  27106 

Brian  Jack  Bartholmai  (RES),  550  Haven  Ridge 
Road,  #8,  Winston-Salem  27104 

Brian  Anthony  Bates,  2305  Chatham  Drive, 
Greensboro  27408 

David  Edward  Bouska  (FP),  Urgent  Medical 
Care  Ctr.,  PA,  102  Pomona  Drive,  Greens- 
boro 27407 

Alan  Hayden  Brader  (GS),  3396  Six  Forks  Road, 
Raleigh  27609 

Donald  Michael  Brescia  (RES),  601  Channel 
Drive,  Winterville  28590 

Alexis  Ann  Buzuma,  3055-D  Pisgah  Place, 
Greensboro  27455 

Margaret  Ferriter  Campbell,  23 1 9  Regents  Park 
Lane,  Greensboro  27455 

Jaime  Andres  Cardenas  (RES),  410-V  Park 
Ridge  Lane.  Winston-Salem  27104 

Sandra  MicheleCarr  (RES),  FAHECFam.  Med. 
Res.  Prog,  1601  Owen  Drive,  Fayetteville 
28304 

Fred  Anthony  Caruso,  7694  Heriot  Drive, 
Fayetteville  28311 

Christopher  Michael  Cerjan  (RES),  8306 
Kapplewood  Court,  Charlotte  28226 

George  Maurice  Charron,  7208  Manor  Oaks 
Drive,  Raleigh  27615 

Firas  Chazli  (RES),  2642  Mulberry  Lane, 
Greenville  27858 

Eric  James  Christopher  (RES),  4600  University 
Drive.  #1615.  Durham  27707 

Kathleen  Maria  Clarke-Pearson  (PD).  105  Por- 
ter Place.  Chapel  Hill  27514 

David  Harry  Cook,  4207  Lake  Boone  Trail,  Ste. 
200,  Raleigh  27609 

Carey  Gordon  Cottle.  Jr..  600  Greenvalley  Road. 
Ste.  204.  Greensboro  27408 

Henry  David  Cremisi  (NEP).  2321  West- 
moreland St.,  Charlotte  2820S 

Paul  Miller  Crum,  Jr.  (RES).  423  Brent  St., 
Winston-Salem  27103 

Peter  Gerald  D' Amour,  Mecklenburg  Radiol- 
ogy Assoc.  P.O.  Box  22 1 249.  Charlotte  28222 

Leon  Entea  Dantzler.  Jr.  (IM).  1262  Oliver  St., 
Fayetteville  28304 

Steven  Alan  Daub  (FP),  Urgent  Medical  Care 
Center,  1 02  Pomona  Drive,  Greensboro  27407 


Nitinchandra  D.  Desai  (M),  124  Bryce  Creek 

Lane,  Fayetteville  28303 
Vandana  Prakash  Devalapalli,    108  Elsmore 

Court,  Raleigh  27607 
JillBurnettDickerson(RES),51 1 1  Copper  Ridge 

Drive,  #204.  Durham  27707 
Karen  Diane  Dunn.  Carolina  Allergy/Asthma 

Cons.,  4301  Lake  Boone  Trail,  #309,  Raleigh 

27607 
Peter  Robert  Ennever  (HEM),  4520  Jamesford 

Drive,  Jamestown  27282 
Nurum  Filiz  Erdem  (RES),  5 1 27  Copper  Ridge 

Drive,  #202,  Durham  27707 
Ifeanyichukwu  M.  Eruchalu.  C.W.  Williams 

Health  Ctr.,  3333  Wilkinson  Blvd..  Charlotte 

28266 
Augustine  Richard  Eze  (VS),  Metrolina  Sur- 
gery, 1928  Randolph  Road,  Charlotte  28207 
Brian  Keith  Fleming  (FP),  Fayetteville  Fam. 

Med.  Care,  1 307  Avon  St..  Fayetteville  28304 
Kelly  Ann  Flynn  (RES),  430-V  Park  Ridge 

Lane,  Winston-Salem  27104 
Virginia  Rutledge  Forney  (RES),  2324  Duke 

University  Road,  Durham  27706 
Ann  Selser  Forshag,  3501  Foxridge  Road,  Char- 
lotte 28226 
Ernest  Ronald  Foster  (PHYS  ASST),  5452 

Ramsey  St.,  #7,  Fayetteville  28311 
David  Jonathan  Framm  (CD),  Mecklenburg 

Medical  Group,  3535  Randolph  Road,  Ste. 

300.  Charlotte  28211 
Sarise  B.  Freiman,  7018  Seton  House  Lane, 

Charlotte  28277 
Michael  Joseph  Gale  (STU),  621  Corona  St.. 

Winston-Salem  27103 
Susan  Renee  Garwood,  20905  Torrence  Chapel 

Road,  Suite  203  Davidson  28036 
Kathleen  Gibson  (RES),  1 608  Edgewood  Drive, 

Chapel  Hill  27514 
Steven  Charles  Gilbert  (RES),  115-5  Crowne 

Chase  Drive,  Winston-Salem  27104 
Paula  Elisa  Gizzie  (OBG),  3404  Wake  Forest 

Road,  Ste.  100,  Raleigh  27609 
Mark  Allen  Goodson  (RES),  104  Huckleberry 

Lane,  Winterville  28590 
Maria  Soffia  Gottfredsdottir  (RES),    174 

Kingsbrook  Ave.,  Ann  Arbor,  Ml  48103 
Tracy  Hamill  (RES),  FAHEC  Fam.  Med.  Res. 

Prog..  1601  Owen  Drive.  Fayetteville  28304 
Cameron  Blair  Harkness  (RES).  1680  Hender- 

sonville  Road,  #H-15.  Asheville  28803 
Kimberly  Nichols  Heiselman  (FP).  P.O.  Box 

909,  Mars  Hill  28754 
Allison  Lewis  Jacokes  (OBG),  Kaiser  Ob/Gyn, 

2500  Blue  Ridge  Road,  Ste.  300,  Raleigh 


27612 
Michael  James,  Rex  Ridge  Internal  Medicine, 

2800  Blue  Ridge  Blvd.,  Ste.  205,  Raleigh 

27607 
John  Richard  Jones,  1728  Metromedical  Drive, 

Fayetteville  28304 
Michael  Josilevich  (IM),  Internal  Medicine/Pri- 
mary Care,  1701  Country  Club  Road,  Jack- 
sonville 28546 
Leila  Catherine  Kahwati  (RES),  FAHEC  Fam. 

Med.  Res.  Prog,   1601  Owen  Drive,  Fay- 
etteville 28304 
Sabine  A.  Kelischek,  Box  40,  Brasstown  28902 
William  Stewart  Ketcham,  Raleigh  Internal  | 

Medicine,  3320  Wake  Forest  Road,  Raleigh 

27609 
Mark  Henry  Knelson,  Raleigh  Radiology  Assoc, 

Inc..  P.O.  Box  19907.  Raleigh  27619 
Jan  Ellen  Kohl.  4426  Mill  Village  Road,  Ra- 
leigh 27612 
Todd  Michael  Kopczynski,  1408  E.  Franklin 

St.,  Monroe  281 12 
Steven  Paul  Kubicki  (PD),  Capitol  Ped/Adoles- 

cent  Center,  PA,  3803-A  Computer  Drive,  lb 

Raleigh  27609 
Lynn  Kristen  Lecas  (RES),  4005  In  wood  Drive, 

Durham  27705 
Philip  Lincoln  Levin,  1805  Northbay  Drive, 

Browns  Summit  27214 
Walter  Dickinson  Liebkemann  (RES),  441 

Hearthside  Drive,  Winston-Salem  27104 
Steven  Marc  Liebowitz.  2800  Blue  Ridge  Blvd., 

Ste.  205,  Raleigh  27607 
Esther  Eugene  Lyons  (P).  Chowan  Psychiatric 

Service,  P.O.  Box  629.  Edenton  27932         j 
Nancy  Marie  Major  (R),  108  Lakeshore  Drive,; 

Durham  27713  ! 

Howard  Mandell  (N),  10620  Park  Road,  Ste.; 

230.  Charlotte  28210  \ 

John  Hendren  Migliaccio  (OBG).  P.O.  Box 

620081,  Oklahoma  City,  OK  73162 
Arlene  Nichols  Miller  (RES),  2135  W.  Front 

St.,  Burlington  27215 
Shama  Ravi  Mittal  (RES),  T-1  Doctors  Pari 

Apts.,  Greenville  27834 
Stephen  Irwin  Moore,  111  (FP),  4010  Barrel 

Drive,  Ste.  104.  Raleigh  27609 
Ravi  Munver  (RES),  3611  University  Drive 

Apt.  3P.  Durham  27707 
Michele  Duval  Nacouzi,  7433  Tynewind,  Waki 

Forest  27587 
Larsen  Alan  Norman  (RES),  5317  Quailwooi 

Road,  #D,  Winston-Salem  27104 
Jerome  Henry  Nymberg,  III,  9111  Covey  Hoi 

low,  Charlotte  28210  U-j^., 


'e 

'M 
t« 

Cll  J( 

Cm 

■■clil 
iU(l( 

hi 
ttsMi 

h'. 

f*t 
felt) 
fee,  I 
fiiiiF 

m\ 

Hi 


74 


NCMJ  Januaiy/Febniary  1997.  Volume  58  Number  I 


Kevin  PatrickO'Reilly  (RES),  20Thorne  Ridge 

Drive,  Durham  27713 
Emest  John  Oddono.  Jr.,  Guilford  Anesthesia, 

1834  Pembrook  Road,  Greensboro  27408 
Kathryn  Burnett  Page  (RES),  7817  Quail  HiH 

Road,  Charlotte  28210 
Michel  Camille  Pare,  3314  Melrose  Road,  Ste. 

104,  Fayetteville  28304 
Prerana  Patel  (STU),   14-F  Post  Oak  Road, 

Durham  27705 
Ann  Thimsen  Pflugrath,  1804  Knox  Road,  Ra- 
leigh 27608 
Jane  Ann  Quinn,  101  W.T.  Harris  Blvd.,  #3301 , 

Charlotte  28262 
Michael  Anthony  Rave,  416  Kingsford  Road, 

Fayetteville  28314 
Walter  Jones  Revell,  Jr.,  10620  Park  Road.  Ste. 

206,  Charlotte  28210 
Bennie  Dwayne  Roberts  (AN),  415  N.  Center 

St.,  Ste.  103,  Hickory  28601 
Eugene  Leonard  Roberts,  Jr..  501  Billingsley 

Road,  Charlotte  28211 
Rebecca  Lynn  Roberts  (PHYS  ASST),  2800 

Blue  Ridge  Road,  Ste.  402,  Raleigh  27607 
Glenn  Lewis  Robertson  (RES),  FAHEC  Fam. 
Med.  Res.  Prog.,  1601  Owen  Drive,  Fay- 
etteville 28304 
Ion  Scott  Rosnes  (OBG),  Bowman  Gray  School 
of  Medicine,  Medical  Center  Blvd.,  Win- 
ston-Salem 27157 
iussell  Lawrence  Rothman  (RES),  1 4  Winthrop 
Court.  Durham  27707 
tiiilMlan  S.  Ryder-Cook  (N).  10620  Park  Road, 

Ste.  230,  Charlotte  28210 
lii«(3arolyn  Marie  Sampson,   1307  Avon  St., 

Fayetteville  28304 
teflanine  Anita  Scott  (RES),  FAHEC  Fam.  Med. 
Res.  Prog.,  1601  Owen  Drive,  Fayetteville 
28304 
iapnaRamesh  Shah  (RES),  1601  Owen  Drive, 

Fayetteville  28304 
3elia  Lauren  Morse  Spillmann,  805  Blanton 

Place,  Greensboro  27408 
icott  Joseph  Spillmann,  805  Blanton  Place, 

Greensboro  27408 
ane  Laura  Steiner  (P),  620  N.  Elm  St.,  Greens- 
boro 27401 
4ary  Coleen  Wassell  Stowe  (IM),  3535 

Randolph  Road,  Ste.  300.  Charlotte  2821 1 
i/Iichael  Sue  (GE).  110  Medical  Drive,  Ste.  #7, 

Elizabeth  City  27909 
ames  Michael  Sutherland  (GS),  109  Schooner 

Point.  Belhaven  27810 
Varren  Douglas  Taylor  (RES),  800  Snowcrest 

Trail,  Durham  27707 
:hris  M.  Thomson  (RES),  7604  Waterford  Lakes 

Drive,  #1928,  Charlotte  28210 
"atricia  Fowler  Triplett,  520  N.  Elam  Ave., 
j  Greensboro  27403 

Lusai  Ali  Umran  (RES),  3461  Westgate  Drive, 
i  Greenville  27834 

::heryl  Vallon  (RES),  7224  DeloachCourt,  Char- 
j  lotte  28270 
jlreg  E.  Viehman  (RES).  Box  3822.  DUMC, 
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Durham  27710 

Brian  Douglas  Weiss,  2501  Hinton  St.,  Raleigh 
27612 

Daniel  Baxter  Whitesides,  The  Nalle  Clinic, 
1918  Randolph  Road,  Charlotte  28207 

Robert  Lee  Wooten  (PHYS  ASST),  612  Ken- 
neth Road,  Greensboro  27455 

Arthur  David  Zacco  (FP),  Apex  Medical  Cen- 
ter, 410  E.  William  St.,  Apex  27502 

Thomas  Nelson  Zweng,  2300  Randolph  Road, 
Charlotte  28207 

Alamance-Caswell 

Robert  Taylor  Elliott  (GE),  Kernodle  Clinic, 
1234  Huffman  Mill  Road,  Burlington  27215 

Scott  Cooper  Stoioff  (U),  827  Heatner  Road, 
Burlington  27215 

Avery 

Gary  Evan  Welliver  (ORS).  P.  O.  Box  1526, 
Route  #1.  Banner  Elk  28604 

Bertie-Gates-Hertford 

Senthil  NayaganSundaram(lM),  Gates  County 
Primary  Care,  P.O.  Box  8,  Gatesville  27938 

Joseph  Everett  Swanton  (GYN).  Bertie  County 
Health  Dept..  502  Barringer  St.,  Windsor 
27983 

Bladen 

Pearly  Berlette  Graham-Hoskins(IM),  P.O.  Box 
517,  300-A  E.  McKay  St.,  Elizabethtown 

28337 

Brunswick 

Howard  Mason  Johnson  (FP),  P.O.  Box  2646, 

Southport  28461 
Richard  Matthew  Leighton  (ORS),  25  Union 

School  Road,  Ste.  #3,  Shallotte  28470 

Buncombe 

Brian  Kent  England  (NEP),  10  McDowell  St., 

Asheville  28801 
Robert  Andrew  Errico  (PD).  77  McDowell  St., 

Asheville  28801 
Michael  Joseph  Messino  (IM),  445  Biltmore 

Ave.,  Ste.  G-102,  Asheville  28801 
Robert  J.  Pritchard  (IM),  Asheville  Pul/Critical 

Care,  205  Asheville  Hwy.  Ste.  601,  Sylva 

28779 
Helen  Hyman  Wiest  (R),  534  Biltmore  Ave., 

Asheville  28804 
Robin  Diane  Wright  (GE),  Ste.  W-18  Doctors 

Bldg.,  Doctor's  Drive,  Asheville  28801 

Burke 

Anthony  Maglione  (C),  210  Mulberry  St.  SW, 

Lenoir  28645 
Ryan  Vern  Miller  (C),  Western  Piedmont  Heart 

Ctr..  350  E.  Parker  Road.  Morganton  28655 

Cabarrus 

James  Wiley  Dickerson.  Ill  (P),  920  Church  St. 
N,  Concord  28025 


Mark  E.  Ellis  (AN),  920  Church  St.  N,  Concord 

28025 
Ruppert  Augustus  Hawes  (FP).  543  Jackson 

Park  Road.  Kannapolis  28083 
Carla  D.  Jones  (FP),  3008-C  High  Glen  Drive, 

Charlotte  28269 
Jennifer  Alice  Lane  (OBG),  1388  Chalmers 

Court  NW,  Concord  28027 
Robert  Gerard  Moser  (IM),  140  Lecline  Drive 

NE,  Concord  28025 
Stephen  Joseph  O'  Brien  (PD),  506  Worthington 

Court  NE,  Concord  28025 
Anthony  Curtis  Patterson,  1 44  Overbrook  Drive 

NE,  Concord  28025 

Caldwell 

Russell  Clyde  Collins  (FP),  Hudson  Familycare 

Center,  589  Main  St.,  P.O.  Box  519,  Hudson 

28638 
Susan  Mane  Kuzmyk  (FP),  Caldwell  Family 

Physicians.  912  Connelly  Springs  Road, 

Lenoir  28645 
Anthony  Maglione  (C),  Western  Piedmont 

Hearth  Ctr.,  210  Mulberry  St.  SW,  Lenoir 

28645 
Ryan  Vern  Miller  (C),  350  E.  Parker  Road, 

Morganton  28655 

Carteret 

Joseph  Franz  Nutz,  Jr.  (FP),  Crystal  Coast  Fam- 
ily Practice.  3610  Medical  Park  Court, 
Morehead  City  28557 

Catawba 

Daniel  Leo  Collins  (PMR),  1 877  N.  Center  St., 
Hickory  28601 

William  Doheny  (FP),  Claremont  Family  Prac- 
tice, 101  E.  Main  St..  Claremont  28610 

Anthony  Maglione  (C),  210  Mulberry  St.  SW, 
Lenoir  28645 

Ryan  Vern  Miller  (C),  350  E.  Parker  Road, 
Morganton  28655 

Thomas  More  Ray  (PMR),  1877  N.  Center  St., 
Hickory  28601 

Cleveland 

Barbara  Van  Hoy  Clifton  (IM).  Shelby  Medical 
Assocs.,  PA,  808  Schenck  St.,  Shelby  28150 

Brett  Alison  Koder  (OTO),  Carolina  ENT,  802 
N.  Lafayette  St.,  Shelby  28150 

Paramjit  Shergill  (IM),  103  S.  Watterson  St., 
Kings  Mountain  28086 

Surendrapal  Singh  Sidhu  (FP),  201  Grover  St., 
Shelby  28150 

Michael  Douglas  Wehmueller  (R),  805  N.  Mor- 
gan St.,  Shelby  28150 

Craven-Pamlico-Jones 

Elizabeth  Bolter  Perry  (AN),  New  Bern  Anes- 
thesia Assocs.,  2719  B  &  C,  Neuse  Blvd., 
New  Bern  28562 

Cumberland 

Warren  Frank  Bowland  (GS).  437  Summerplea. 
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Fayetteville28311 
Laurel  Evans  Broadhurst  (Gpm),  5647  Dobson 

Drive,  Fayetteville  28311 
Odette  Veronica  Callender  (OPH),  Carolina  Eye 

Associates,   1289  Oliver  St.,  Fayetteville 

28304 
James  Michael  Geiger,  Jr.  (OPH),  3505  Birkdale 

Court,  Fayetteville  27303 
RhondaV.SandersonLowry  (RES),  1601  Owen 

Drive,  Fayetteville  28304 
Ezra  Lee  McConnell,  III  (IM),  1319  Avon  St., 

Fayetteville  C2830 
James  Francis  Nolan  (U),  Fayetteville  Urology 

Assocs,   1786  Metromedical  Drive,  Fay- 
etteville 28304 
Syed  Asif  Raza  Rizvi  (IM),  Valley  Medical 

Associates,  1641  Owen  Drive,  Fayetteville 

28304 
Richard  E.  Roux,  2919  Hybart  St.,  Fayetteville 

28303 
Nancy  Elaine  Thompson  (PD),  121 1 -A  Ireland 

Drive,  Fayetteville  28314 

Davidson 

Frank  Edward  Reedy,  Jr.  (PD),  200  Arthur  Drive, 

Thomasville  27360 
Donald  Bryant  Winters  (PD),  200  Arthur  Drive, 

Thomasville  27360 

Durham-Orange 

James  Robert  Alexander  (STU),  1000  Smith 

Level  Road,  Apt.  F18,  Carrboro  27510 
Robin  Renee  Ali  (STU),  3604  Manford  Drive, 

Durham  27707 
Brandy  M.  Allen  (STU),  311  S.  LaSalle  St., 

#51-R,  Durham  27705 
Pamela  Kaye  Alston  (STU),  104  Timber  Hol- 
low Court,  #238,  Chapel  Hill  27514 
Ankie-Marie  Amos  (STU),  1406  Remington 

Circle,  Durham  27705 
Cory  Lyn  Annis  (IM),  4904  Reigalwood  Road, 

Durham  27712 
Anuja  Kandanatt  Antony  (STU),  Merritt  Apts., 

Apt.  #4,  5  Howell  St.,  Chapel  Hill  27514 
Anne  Bond  Archie  (STU),  403-A  Smith  Ave., 

Chapel  Hill  27514 
Carlos  A.  Bagley  (STU),  1801  Williamsburg 

Road,  Apt.  48-C,  Durham  27707 
Cecil  Orm  Borel,  III  (AN),  Box  3094,  DUMC, 

Durham  27710 
Joseph  Anthony  Bosco,  III  (ORS),  2609  N. 

Duke  St.,  Ste.  900,  Durham  27704 
Beth  Ann  Brubaker  (STU),  8226  Morrow  Mill 

Road,  Chapel  Hill  27516 
Suzanne  Bruch  (STU),  3325  Coachman's  Way, 

Durham  27705 
Gregory   Michael    Buchold    (STU),   400 

Westwood  Drive,  Chapel  Hill  27516 
Janine  Elizabeth  BuUard  (STU),  3 1 7  McCauley 

St.,  Apt.  #2,  Chapel  Hill  27516 
Troy  Augustus  Bunting  (STU),  105-U  Misty- 
wood  Circle,  Shadowood  Apts.,  Chapel  Hill 

27514 
Michael  Capps  (STU),  3  Holland  Drive,  Chapel 


Hill  27514 
Alicia  Carter  (STU),  6110  Chesden  Drive, 

Durham  27713 
Abigail  Suzanne  Caudle  (STU),  2701  Home- 
stead Road,  #412,  Chapel  Hill  27516 
Sung  Kyu  Chang  (STU),  902-A6  Park  Ridge 

Road,  Durham  27713 
Deborah  Eva  Citrin  (STU),  910  Constitution 

Drive,  Apt.  811,  Durham  27705 
Kimberley  Renette  Clemons  (STU),  409 

Parkside  Circle,  Chapel  Hill  27516 
Patricia  Ashley  Coppage  (STU),  200  Hwy.  54 

Bypass,  Apt.  303-E,  Carrboro  27510 
Francine  Jo  D'Ercole  (AN),  Box  3094,  DUMC, 

Durham  27710 
Susan  E.  Davenport  (STU),  910  Constitution 

Drive,  Apt.  811,  Durham  27705 
Jesse  A.  Davidson  (STU),  4800  University  Drive, 

Apt.  22K,  Durham  27707 
Barnaby  Todd  Dedmond  (STU),  306  N,  Estes 

Drive  Ext.,  Apt.  18-H,  Carrboro  27510 
David  Rodolph  Dixon  (STU),  421  Lawndale 

Drive,  Winston-Salem  27104 
Karen  Dixon  (STU),  40 1  Hwy.  54  Bypass,  Apt. 

F-1,  Carrboro  275 10 
Cescili  Aurelia  Drake  (STU),  501  Jones  Ferry 

Road,  #Q7,  Carrboro  27510 
Leslie  Renee  Ellis  (STU),  401  Hwy.  54  Bypass 

West,  F-1,  Carrboro  27510 
Corey  Dean  Fogleman  (STU),  500  Umstead 

Drive,  207-D,  Chapel  Hill  27516 
Tara  Anne  Forcier  (STU),  50 1  Jones  Ferry  Road, 

Apt.  Y-9,  Carrboro  27510 
William  J.  Foster  (STU),  710  S.  LaSalle  St., 

Apt.  G,  Durham  27705 
Daniel  Benjamin  Fried  (STU),  502  W.  Poplar 

Ave.,  E-4,  Carrboro  27510 
Katina  Geiger  (STU),  200  54  Bypass,  #F103, 

Carrboro  27510 
Jenny  Leigh  Graham  (STU),  700  Bolinwood 

Drive,  Apt.  34-G,  Chapel  Hill  27514 
Tina  R.  Griffin  (STU),  209  Conner  Drive,  Apt. 

#5,  Chapel  Hill  27514 
Brett  Gurkin  (STU),  60 1  Jones  Ferry  Road,  Apt. 

J-10,  Carrboro  27510 
David  M.  Harrild  (STU),  4615-A  Byrd  Road, 

Durham  27705 
Janet  E.  Harris  (STU),  9510  N.  Hwy.  15-501, 

#8,  Chapel  Hill  27514 
Steven  Brett  Heavner  (STU),  302  Cedarwood 

Lane,  Carrboro  27510 
Carolyn  L.  Hess  (STU),  11 00  Hwy.  54  Bypass, 

Apt.  50,  Chapel  Hill  27516 
Janie  Angela  Ho  (STU),  8  Saint  James  Place, 

Chapel  Hill  27514 
Albert  Hamilton  Holt,  Jr.  (STU),  105  Fidelity 

St.,  Apt.  B-23,  Carrboro  27510 
Sarah  Louise  Irons  (STU),  213  McCauley  St., 

Chapel  Hill  27516 
David  Lawrence  Isaacs  (STU),  902  E.  Franklin 

St.,  #2,  Chapel  Hill  27514 
Jeffrey  Paul  Kaiser  (STU),  1 17  Mallard  Court, 

Chapel  Hill  27514 
Rohini  Kanniganti  (STU),  5304  Hideaway 


Drive,  Chapel  Hill  27516 

Andrew  L.  Kaplan  (STU),  1315  Morreene  Road, 

#5-A,  Durham  27705 
Jason  Neil  Katz  (STU),  5 1 3  Craige  Dorm,  UNC, 

Chapel  Hill  27514 
Frank  Howard  Kern  (AN).  Box  3094,  DUMC, 

Durham  27710 
EunKim(STU),  1 1 -J  River  Birch  Road,  Durham 

27705 
Jimmy  Larry  Kontos  (STU),  710  Airport  Road, 

Apt.  F-1 5,  Chapel  Hill  27514 
Dennis  John  Kubinski  (STU),  316-B  Cedar- 
wood  Lane,  Carrboro  27510 
Zane  Ian  Lapinskes  (STU),  254  Butler  Court, 

Chapel  Hill  27514 
Jennifer  E.  Larson  (STU),  1200  N.  Greensboro 

St.,  Carrboro  27510 
Catherine  Tung-Ling  Lee  (STU),  1426  Gray 

Bluff  Trail,  Chapel  Hill  27514 
Bruce  James  Leone  (AN),  Box  3094,  DUMC, 

Durham  27710 
Kimberly  S.  Levin  (STU),  1 10  Cameron  Court, 

Chapel  Hill  27516 
Leslie  Nicole  Levine  (STU),  1100  Hwy.  54 

Bypass,  Apt.  #50,  Chapel  Hill  27516 
Paula  Lightfoot  (STU),  2315  Snowcrest  Trail, 

Durham  27707 
Bartholomew  J.  Lopina  (STU),  501  Hwy.  54 

Bypass,  #1-M,  Carrboro  27510 
David  Alan  Lubarsky  (AN),  Box  3094,  DUMC, 

Durham  27710 
Susan  Lee  Marcelli  (STU),   140  BPW  Club 

Road,  Apt.  B- 1 ,  Carrboro  275 1 0 
Stacy  Marcus  (STU),  2314  Nation  Ave.,  #2 

Durham  27707 
Alycia  M.  McFarland  (STU),  P.O.  Box  60, 

Bethel  27812 
Andrew  Craig  McGregor  (STU),    108-V 

Shadowood  Drive,  Chapel  Hill  27514 
Peter  H.  McHugh  (STU),  1 12  Hwy.  54  Bypass, 

Apt.  D-8,  Carrboro  27510 
Jason  Derek  Merker  (STU),  P.O.  Box  69,  Chapel 

Hill  27514 
Russell  Raymond  Miller,  III  (STU),  3  Holland 

Drive,  Chapel  Hill  27514 
Christopher  Bmet  Mizelle  (STU),  101  Rock 

Haven  Road,  Apt.  100-A,  Carrboro  27510 
Kathryn  Mlinar  (STU),  130  E.  Longview  St.J 

Unit  N,  Chapel  Hill  27516 
Joseph  Albert  Molitiemo,  Jr.  (STU),  705-F  W 

Main  St.,  Carrboro  27510 
Justin  A.  Mutch  (STU),  400  Westwood  Drive 

Chapel  Hill  27516 
Michael  Gerald  Mythen  (AN),  Box  3094|feiii 

DUMC,  Durham  27710 
Scott  David  Nash  (STU),  700  Bolinwood  Drive( 

Apt.  22-D,  Chapel  Hill  27514 
Mark  Franklin  Newman  (AN),  Box  3094l|(()1'oti| 

DUMC,  Durham  27710  I    &*,, 

Stephen  A.  Oljeski  (STU),  201  Westbrook  Drive   liif 

Apt.  B-6,  Carrboro  27510 
Jeffrey  Scott  Overcash  (STU),  404  Wildwoo)|llC.|J; 

Drive,  Salisbury  28144 
Wendy  Gail  Owen  (STU),  424  Summerwall 
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Circle,  Chapel  Hill  27514 
Vikas  Patel  (STU),  910  Constitution  Drive, 

Apt.  121,  Durham  27705 
Deepa  Perumallu  (STU),  401  Hwy.  54  Bypass, 

Apt.  G-l,CarTboro  27510 
Kyle  K.  Pond  (STU),  3611  University  Drive, 

Apt.  16-J,  Durham  27707 
Katherine  E.  Posther  (STU),  2314  Snowcrest 

Trail,  Durham  27707 
Ashutosh  A.  Pradhan  (STU),  4800  University 

Drive,  Apt.  30J,  Durham  27707 
Nerissa  Marge  Price  (STU),  D-4  Fenway  Court, 

Carrboro  27510 
Tiffany  Quick  (STU),  8501  Peeles  Chapel  Road, 

Laurel  Hill  28351 
Lisa  Rahangdale  (STU),  2701  Homestead  Road, 

Apt.  412,  Chapel  Hill  27516 
Nadeem  Ur  Rahman  (STU),  910  Constitution 

Drive,  Apt.  406,  Durham  27705 
Adam  Gates  Ravin  (STU),  910  Constitution 

Drive,  Apt.  210,  Durham  27705 
Susan  Diane  Rich  (STU),  6321-4  Hwy.  86  S., 

Chapel  Hill  27514 
Douglas  David  Rockacy  (STU),  309-B  Laurel 

Ave.,  Carrboro  27510 
Jonathan  Ramirez  Saluta  (STU),  20 1  Westbrook 

Drive,  B-6,  Carrboro  27510 
Shannon  Sawin  (STU),  63  Fearrington  Post, 

Pittsboro  27312 
William  D.  Schell  (STU),  902  E.  Franklin  St., 

Apt.  #2,  Chapel  Hill  27514 
George  Lee  Shih  (STU),  361 1  University  Drive, 

Apt.  14-Y,  Durham  27707 
Linmarie  Sikich  (P),  UNC,  Dept.  of  Psy.,  CB 

#7160,  Chapel  Hill  27599 
Tamara  Danielle  Simon  (STU),   119-A  E. 

Longview  St.,  Chapel  Hill  27516 
Eric  Smith  (STU),  Box  2804,  DUMC,  Durham 

27710 
jVIaurice  A.  Smith  (STU),  200  Hwy.  Bypass  54, 

D-304,  Carrboro  27510 
David  Victor  Smullen  (STU),  436  Summerwalk 

Circle,  Chapel  Hill  27514 
Ij^aurie  Snyder  (STU),  400  Alexander  Ave.,  3- 

D,  Durham  27705 
?usan  Marie  Steele  (AN),  Box  3094,  DUMC, 
1151)  ;    Durham  27710 
J,  St  3ryant  Walter  Stolp  (AN),  341 3  Duke  Hospital 

North,  Durham  27710 
)j.f»l»lichael  D.  Sullivan  (STU),  31 1  S.  LaSalle  St., 
'   Apt.  31 -G,  Durham  27705 
pliver  Shu-On  Tai  (STU),  4800  University 

Drive,  Apt.  22-K,  Durham  27707 
|.lelanie  Lynn  Tew  (STU),  2701  Homestead 

Road,  Apt.  211,  Chapel  Hill  27516 
.pjJIonja  K.  Trojak  (STU),  1 100  Hwy.  54,  Bypass, 

Apt.  67,  Chapel  Hill  27516 
'ony  Potung  Tsai  (STU),  1 14  Marlowe  Court, 

Carrboro  27510 
'ania  F.  Upchurch  (STU),   1600  Sturdivant 

Drive,  #5,  Wilmington  28403 
:yan  C.  Wanamaker  (STU),  73 1  Raleigh  Road, 

Chapel  Hill  27514 

tephen  Lifan  Wang  (STU),  910  Constitution 
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Drive,  Apt.  315,  Durham  27705 
Heather  Robertson  White  (STU),  4661-1  Hope 

Valley  Road,  Durham  27707 
Dana  N.  Wiener  (AN),  Box  3094,  DUMC, 

Durham  27710 
Mark  Wayne  Williams  (STU),  1 000  Smith  Level 

Road,  Apt.  F18,  Carrboro  27510 
Stephen  Wong  (STU),  502  Mayfield  Circle, 

Durham  27705 
Matthew  Donald  Young  (STU),  32  Hamilton 

Road,  Chapel  Hill  27514 
Charles  W.  Yowell  (STU),  131  Forest  Oaks 

Drive,  Durham  27705 
Jeffrey  Zaref  (STU),  702  Gatehouse  Lane, 

Durham  27707 
Peter  Anton  Zeman  (STU),  400  Westwood 

Drive,  Chapel  Hill  27516 
Ming  Zhang  (STU),  1315  Morreene  Road,  #2- 

C,  Durham  27705 
Hui  Zhu  (STU),  2724  Campus  Walk  #2A, 

Durham  27705 

Edgecombe 

Scott  Chester  Stone,  Jr.  (PMR),  1 1 1  Hospital 
Drive,  Tarboro  27886 

Forsyth-Stokes-Davie 

Stewart  G.  Allen  (STU),  2038  Queen  St.,  Win- 
ston-Salem 27103 

Ross  Blackmon  Armour  (IM),  4805  Century 
Oaks  Lane,  Winston-Salem  27106 

Ricky  Lee  Bare  (U),  Bowman  Gray,  Dept.  of 
Urology,  Medical  Center  Blvd.  Winston-Sa- 
lem 27157 

Cynthia  Anne  Bums  (STU),  2200  Westfield 
Ave.,  Winston-Salem  27103 

Lisa  Caporossi  (STU),  1810  Elizabeth  Ave., 
Winston-Salem  27103 

Randall  Lewis  Carpenter  (AN),  Bowman  Gray 
School  of  Medicine,  Medical  Center  Blvd., 
Winston-Salem  27157 

John  Jeffrey  Carr  (DR),  Bowman  Gray  School 
of  Med.,  Medical  Center  Blvd.,  Winston- 
Salem  27157 

Jeff  Constantine  (STU),  1018  S.  Hawthorne 
Road,  Winston-Salem  27103 

Edward  Nicholas  B.  Digges  (STU),  Bowman 
Gray,  MS  Box  2743,  Medical  Center  Blvd., 
Winston-Salem  27103 

Jeffrey  J.  Drees  (STU),  2399  Jefferson  Ave., 
Winston-Salem  27103 

Campbell  Edwin  Enarson  (AN),  Bowman  Gray 
School  of  Medicine,  Medical  Center  Blvd., 
Winston-Salem  27157 

John  C.  Flanagan  (STU),  500-V  Park  Ridge 
Court,  Winston-Salem  27104 

Robert  W.  Gardner  (STU),  260-A  S.  Sunset 
Drive,  Winston-Salem  27103 

T.  Adam  Ginn  (STU),  2320-D  Ardmore  Ter- 
race, Winston-Salem  27103 

Evan  Daniel  Gross  (STU),  175  Crowne  Chase 
Drive,  Apt.  #4,  Winston-Salem  27104 

Kerry  L.  Hammond  (STU),  235  Corona  St., 
Apt.  301,  Winston-Salem  27103 


Kelly  Harris  (STU),  912  Kingston  Drive,  High 

Point  27262 
Melissa  A.  Helman  (OBG),  Winston-Salem 

Woman  Care,  755  Highland  Oaks  Drive, 

#201,  Winston-Salem  27103 
Scott  Thomas  Hines  (STU),  4860  Thales  Road, 

Apt.  J,  Winston-Salem  27104 
Hampton  A.  Howell  (STU),  236-C  Melrose  St., 

Winston-Salem  27103 
Lyell  Keen  Jones,  Jr.  (STU),  225  Lockland 

Ave.,  Winston-Salem  27103 
Laurence  Michael  Kish  (RES),  3520-D  Beacon 

Hill  Drive,  Winston-Salem  27106 
William  T.  Kuo  (STU),  Bowman  Gray  School 

of  Medicine,  MS  Box  2772,  Medical  Center 

Blvd.,  Winston-Salem  27157 
James  M.  Lai  (STU),  210  Oakwood  Square, 

Winston-Salem  27103 
Ivan  Mac  (STU),  100  Riley  Forest  Court,  Win- 
ston-Salem 27127 
Daniel  D.  Munn  (STU),  225  Lockland  Ave., 

Winston-Salem  27103 
Amie  E.  Myers  (STU),  23 1 9-C  Queen  St.,  Win- 
ston-Salem 27103 
Roger  J.  Narayan  (STU),  243-C  Magnolia  St., 

Winston-Salem  27103 
Christy  Neale  (STU),  3501  -B  Trafalgar  Square. 

Winston-Salem  27106 
Brett  C.  Niblack  (STU),  170  Jones  Road,  #66, 

Winston-Salem  27107 
Michael  Nielsen  (STU),  390-E  Glendare  Drive, 

Winston-Salem  27104 
Nikesh  Patel  (STU),  497 1-L  Thales  Road,  Wm- 

ston-Salem  27104 
James  Earl  Radford,  Jr.  (ON),  Bowman  Gray 

School  of  Medicine,  Medical  Center  Blvd., 

Winston-Salem  27157 
Mary  M.  Ransom  (STU),  210  Oakwood  Court, 

Winston-Salem  27103 
Eric  M.  Rotert  (STU),  807  West  End  Blvd.,  Apt. 

C-2,  Winston-Salem  27101 
James  R.  Scharff  (STU),  1819  Grace  St.,  Win- 
ston-Salem 27103 
Hatai  Jan  Sinthusek  (STU),  1200  Tartan  Court, 

Winston-Salem  27106 
Carl  J.  Szczesniak  (STU),  3022  Polo  Road, 

Winston-Salem  27106 
Alexander  Urioste  (STU),  2038  Queen  St.,  Win- 
ston-Salem 27103 
David  Joseph  Vining  (R),  Bowman  Gray,  Dept. 

of  Radiology,  Medical  Center  Blvd.,  Win- 
ston-Salem 27157 
Ronald   Patten   Waterer   (AN),    1900   S. 

Hawthorne,  Ste.  408,  Winston-Salem  27103 
Kari  L.  Wilson  (STU),  1832  Stonewood  Drive, 

Winston-Salem  27103 
Catherine  York  (STU),  1100  Hickory  Trace 

Drive,  Greensboro  27407 

Gaston 

Walter  Harry  Caulfield  (PS),  Southeastern  Plas- 
tic Surgery,  PC,  760  N.  New  Hope  Road, 
Gastonia  28054 
I  Brett  Standard  Cleveland  (AN),  Gaston  Anes- 
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thesia  Associates,  1760  Country  Club  Road, 

Gastonia  28054 
Paul  Michael  Peindl  (EM),  1013  Cheviot  Lane, 

Gastonia  28054 
Myron  Jay  Petruska  (FT),  1264  Fenwick  Hall 

Court,  Gastonia  28056 
Donna  Robin  Scanlan  (ID),  1034  X-ray  Drive, 

Gastonia  28054 

Granville 

Thomas  Frank  Koinis(FP),  101 -A  Professional 
Park  Drive,  Oxford  27565 

Greater  Greensboro  Society  of  Medicine 

Christopher  Scott  Dickson  (VS),  1317  N.  Elm 
St.,  Ste.  #1,  Greensboro  27401 

Stephen  William  Downing  (TS),  1317  N.  Elm 
St.,  Ste.  #1,  Greensboro  27401 

James  William  John  (IM),  520  N.  Elam  Ave., 
Greensboro  27403 

Stephen  Alexander  Olson  (GS),  Bethany  Medi- 
cal Center,  507  Lindsay  St.,  High  Point  27262 

Aleksei  V.  Plotnikov  (IM),  520  N.  Elam  Ave.. 
Greensboro  27408 

Gerald  Irvmg  Plovsky  (P),  522  N.  Elam  Ave., 
Greensboro  27403 

Donald  R.  Pulitzer  (PTH),  Greensboro  Pathol- 
ogy Assocs.,  PA,  1200  N.  Elm  St.,  Greens- 
boro 27401 

Michael  Dennis  Redman  (OTO),  1309  N.  Elm 
Ave.,  Greensboro  27401 

Walter  Lee  Schmalstieg,  Jr.,  700  Walter  Reed 
Drive,  Greensboro  27403 

Patricia  Ann  Shevlin  (FP),  520  N.  Elam  Ave., 
Greensboro  27408 

Bruce  Henry  Swords  (IM),  520  N.  Elam  Ave., 
Greensboro  27403 

John  David  Symanski  (C),  520  N.  Elam  Ave., 
Greensboro  27403 

Richard  Joseph  Taavon  (OBG),  301  E. 
Wendover  Ave.,  Greensboro  27401 

William  Burt  Veazey  (R),  Moses  H.  Cone  Mem. 
Hosp.,  Hosp-Radiology,  1200  N.  Elm  St., 
Greensboro  27401 

Henderson 

William  Leonard  Overstreet,  111  (PS),  735  Sixth 

Ave.  W,  Hendersonville  28739 
Allen  Simon  Steinhardt  (PD),  107  Nob  Hill 

Road,  Hendersonville  28791 

High  Point 

Wayne  Beauford  (PUD),  3900  Wesseck  Drive, 

High  Point  27265 
Gary  John  Desalvo,  901  N.  Lindsay  St.,  High 

Point  27262 
Richard  Timothy  Escajeda  (FP),  3 1 2  N.  Elm  St., 

High  Point  27262 

Iredell 

Gregory  B.  Hall  (GS),  642  Carpenter  Ave., 

Mooresville28115 
Joseph  Edward  Moran  (IM),  2603  Davie  Ave., 

P.O.  Box  1845,  Statesville  28687 


Lee 

Frederica  Jo  Nanni  (FP),  Behaven  Medical  Cen- 
ter, Rt.  #6,  Box  360- 1  A,  Sanford  27330 

Miles  Warren  Whitaker  (OPH),  Route  #6,  Box 
1137,  Sanford  27330 

Lenoir-Greene 

John  Wallace  Galbreath(IM),  109  Airport  Road, 

Kinston  28501 
Lewis  Bailey  Gilpin  (DR),  1214  Sweetbriar 

Circle,  Kinston  28501 

Lincoln 

Gerald  T.  Ahigian  (FP),  9816  Sam  Furr  Road, 
#101,  Huntersville  28078 

Susane  Habashi  Ahigian  (FP),  9816  Sam  Fun- 
Road,  #101,  Huntersville  28078 

Francis  Joseph  Milewski,  Jr.  (OTO),  1402  E. 
Gaston  St.  Ext.,  Lincolnton  28092 

Macon-Clay 

Paul  W.  Black  (PS),  Center  For  Plastic  Surgery, 
Fifth  &  South  Sts.,  Ste.  #1 ,  Highlands  28741 

Mecklenburg 

John  Brooks  Armitage  (PTH),  American  Red 

Cross,  2425  Park  Road,  Charlotte  28236 
Kenneth  T.  Ashkin  (N),  1900  Randolph  Road, 

Ste.  1010,  Charlotte  28207 
Werner  Michael  Blocs  (CD),  2330  Randolph 

Road,  Charlotte  28207 
Mindy  Beth  Cetel  (N),  101  W.T.  Hams  Blvd., 

Ste.  4106,  Charlotte  28262 
Barry  B.  K.  Chan  (TS),  301  Hawthorne  Lane, 

Charlotte  28211 
John  Daniel  Clark  (PHYS  ASST),  Miller  Or- 
thopaedic Clinic,  Inc.,  1001   Blythe  Blvd., 

Ste.  200,  Charlotte  28203 
Abelard  K.  Cofie  (PD),  6708  Albemarle  Road. 

Charlotte  28212 
Todd  Douglas  Cohen  (U),  1 333  Romany  Road, 

Charlotte  28204 
Charles  Michael  Gotten,  Carolinas  Med.  Ctr., 

Critical  Care/Neonatology,  P.O.  Box  32861, 

Charlotte  28232 
Giles  Cowan  Floyd  (ORS),  2233  Sutton  Springs 

Road,  Charlotte  28226 
Derek  Claver  Gardner  (U),  Metrolina  Urology 

Clinic,  PA,  1900  Randolph  Road,  Ste.  310, 

Charlotte  28207 
Dennis  Michael  Gettelfinger  (N),  10610  Park 

Road,  Ste.  230,  Charlotte  28210 
Stanley  B.  Getz,  Jr.  (PS),  1 0 1  W.T.  Harris  Blvd., 

Ste.  1213,  Charlotte  28262 
MichaelTiffany  Gillette  ( AN),  1620Scott  Ave., 

Charlotte  28203 
Howard  Milton  Guthmann,  II  (FP),  Waxhaw 

Family  Physicians,  P.O.  Box  10,  Waxhaw 

28173 
William  Donald  Heisel,  Jr.  (PHYS  ASST),  Miller 

Orthopaedic  Clinic,  Inc.,  1001  Blythe  Blvd., 

Ste.  200,  Charlotte  28203 
Michael  William  Kendall  (IM),  7810  Provi- 
dence Road,  Ste.  103,  Charlotte  28226 


Clifford  Scott  Kramer  (PHYS  ASST),  Miller 
Orthopaedic  Clinic,  Inc.,  1001  Blythe  Blvd., 
Ste.  200,  Charlotte  28203 

Jay  Berry  Levy  (PDU),  1 7 1 8  E.  4th  St.,  Ste.  805, 
Charlotte  28204 

Bradley  Todd  McCall  (RO),  425-D  S.  Sharon 
Amity  Road,  Charlotte  28232 

Alan  Micklin  (CD),  2330Randolph  Road,  Char- 
lotte 28207 

Terrence  DeWitt  Morton,  Jr.  (EM),  1 92 1  E.  8th 
St.,  Charlotte  28204 

Irvin  Hart  Naylor.  Jr.  (IM),  1001  Blythe  Blvd. 
Ste.300,  Charlotte  28203 

Teresita  Yap  Nelson  (CHN),  1001  BlytheBlvd., 
Ste.  601,  Charlotte  28203 

Dennis  Michael  O'Neil  (PHYS  ASST),  Miller 
Orthopaedic  Clinic,  Inc.,  1001  Blythe  Blvd., 
Ste.  200,  Charlotte  28203 

Augustine  Nnana  Onwukwe  (FP),  4200  Fox- 
moor  Drive,  Charlotte  28226 

Lois  Kathleen  Osier  (ORS),  1915  Randolph 
Road,  Charlotte  28207 

Ronald  Hubert  Peeler  (EM),  12616  Tucker 
Crossing  Lane,  Charlotte  28273 

Mark  Kevin  Reames,  The  Sanger  Clinic,  PA, 
1 001  Blythe  Blvd.,  Ste.  300,  Charlotte  28203 

John  Gardiner  Richards  Roddey  (GE),  3535 
Randolph  Road,  Charlotte  2821 1 

Louise  Cree  Rogers  (OBS),  2801  Randolph 
Road,  Charlotte  28211 

Lisa  Rohde  (IM),  7 1 08  Pineville  Matthews  Road, 
Charlotte  28226 

Gary  Charles  Rolband  (END),  Mecklenburg 
Medical  Group,  3535  Randolph  Road,  Char- 
lotte 28211 

Geoffrey  Andrew  Rose  (IM),  1001  BlytheBlvd., 
Ste.  300,  Charlotte  28203 

Agustin  Francisco  Sanchez,  9533  Fairway  Ridge 
Road,  Charlotte  28262 

Douglas  Kevin  Smith  (R),  Mecklenburg  Radi- 
ology Assoc,  200  Hawthorne  Lane,  Char- 
lotte 28204 

Gary  Samuel  Stein  (P),  7800  Waterford  Lakes 
Drive,  #1734,  Charlotte  28210 

SorayaToosi(FP),  910N.  Alexander  St.,  Char- 
lotte 28206  : 

Julianne  Weidner  (IM),  4501  Cameron  Valley' 
Pkwy.,  Charlotte  28211 
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Moore 

Peter  Louis  Duffy  (C),  Pinehurst  Cardiology! 

Consults.,  P.O.  Box  1502,  Pinehurst  28374 
Luke  Stephan  Erdoes  (VS),  Pinehurst  Surgica' 

Clinic,  PA,  One  Memorial  Drive,  Pinehurs 

28374  jiniioj 

Peter  Joseph  Vassallo  (C),  Pinehurst  Cardiol    fern 

ogy  Consults.,  P.O.  Box  1502,  Pinehursj 

28374 
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Nash 

Kevin  Patrick  Galvin  (AN), 

Assocs.,  PA,  3709  Westridge  Circle  Drive 

Rocky  Mount  27801 
Michael  Joseph  Landolf  (IM),  Carolina  Urgei 
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Care,621  Tiffany  Blvd., Rocky  Mount27804 
Jeffrey  Charles  Livingston  (OBG),  Nash  Ob- 
Gyn  Assocs.,  PA,  200  Medical  Arts  Mall, 
Rocky  Mount  27803 

New  Hanover-Pender 

Anna  Peacock  Bettendorf  (PM),  1776  Wel- 
lington Ave.,  Ste.  #2,  Wilmington  28403 

William  James  Brennan,Jr.  (R).  8809  Whaley 
Circle,  Wilmington  28412 

Alan  Wesley  Brown  (OPH),  1960  S.  17th  St., 
Wilmington  28401 

Birgit  A.  Kaeslingk  (IM),  Hanover  Med.  Spe- 
cialists, PA,  1515  Doctors  Circle,  Wilmington 
28401 

Robert  Dennis  McArtor  (NPM),  Coastal  AHEC, 
P.O.  Box  9025,  Wilmington  28402 

Brian  Richard  Webster  (IM),  Wilmington  Health 
Asscoiates,  1202  Medical  Center  Drive, 
Wilmington  28401 

Pasquotank-Camden-Currituck-Dare 

Harold  Eugene  Crow  (FP),  2604  Bridge  Lane, 

Nags  Head  27959 
Karl  Winsor  Hubbard  (ORS),  1 1 40  N.  Road  St., 

Elizabeth  City  27909 
Jasvinder  Pal  Singh  (PUD),  2006  Cedar  Point 

Circle,  Elizabeth  City  27909 


Pitt 

George  Liell  Adams  (STU),  1632  Treybrooke 
Circle,  Greenville  27834 

Anne  Beam  (STU),  2315  Oleander  Drive, 
Wilmington  28403 

Amy  Lee  Blumenthal  (STU),  1929  White  Hol- 
low Drive,  Greenville  27858 

Tammy  Bone  (STU),  27 1 8  Meridian  Dnve,  #2, 
Greenville  27834 

Timothy  Brent  Chafin  (STU),  1521  Treybrooke 
Circle,  Greenville  27834 

Steven  Boyce  Coker,  3808  Sheffield  Court, 
Greenville  27834 

David  A.  Crumble,  Jr.  (STU),  2926  West  Hills 
Drive,  Apt.  B,  Greenville  27834 

rason  Richard  Dameron  (STU),   1446  Trey- 
brooke Circle,  Greenville  27834 

Bmily  L.  Davis  (STU),  1020  W.  Rock  Spring 
Road,  Greenville  27858 

(oseph  D.  Deveau  (STU),  2913  Cedar  Creek 
Road,  Apt.  #6,  Greenville  27834 

scott  Fairbrother  (STU),  1202-E  Allen  Road. 
Greenville  27834 

Troy  Treanor  Fiesinger  (RES ) ,  1 3 1 5  Westpointe 
Drive,  #4,  Greenville  27834 
hristopher  Grubb  (STU),  3317  Dortches  Court, 
Greenville  27834 
|j*herry  Lene  Hall  (IM),  Physicians  East,  408 
Old  Tow  Road,  Winterville  28590 
ennifer  B.  Helderraan  (STU),  1608  W.  Arling- 
ton Blvd.,  Apt.  4,  Greenville  27834 
enny  Hinson  (STU),  Apt.  A3,  Doctor's  Park, 
Beasley  Drive,  Greenville  27834 
Christine  Marie  Hoffman  (FP),  ECU  Family 


"3: 


iitki 


Practice  Ctr.,  Moye  Blvd.,  Greenville  27858 
Amy  Virginia  Isenberg  (STU),  1 345  Treybrooke 

Circle,  Greenville  27834 
Laurie  H.  Johnson  (STU),  Doctors  Park  Apts. 

#P5,  Beasley  Drive,  Greenville  27834 
Martha  Johnston  (STU),  1288  Park  West  Drive, 

Apt.  10,  Park  West  Apts.,  Greenville  27834 
Joseph  Christopher  Jordan  (FP),  620  S.  Memo- 
rial Drive,  Greenville  27834 
Janine  L.  Keever  (STU),  I530-M  Bridle  Circle, 

Greenville  27834 
Gwendolyn  Knuckles  (OBG),  704-B  W.  H. 

Smith  Blvd.,  Greenville  27834 
Heather  M.  Lancaster  (STU),  2507-A  Dickinson 

Ave.,  Greenville  27834 
Cynthia  Lee  Robinson  Lopez  (N),  4101  Hard- 
wick  Court,  Greenville  27834 
Douglas  Scott  Love  (STU),  2647  MacGregor 

Downs  Road,  Apt.  L,  Greenville  27834 
Michael    Vincent   Lurie   (STU),    802-22 

Treybrooke  Circle,  Greenville  27834 
Dillard  Massey  (STU),  400-C  Paladin  Drive, 

Greenville  27834 
Michael  D.  Milligan  (STU),  404-22  Treybrooke 

Circle,  Greenville  27834 
David  Wayne  Overby  (STU),  1305  E.  First  St., 

Greenville  27858 
Shetal  H.  Padia  (STU),  406-33  Treybrooke 

Circle,  Greenville  27834 
Sujan  Patel  (STU),  3304  S.  Memorial  Drive, 

Greenville  27834 
Eduardo  A.  Piqueras  (STU),  1216  Treybrooke 

Circle,  Greenville  27834 
Shannon  R.  Prevette  (STU),  2818  Edwards  St., 

Greenville  27858 
Elizabeth  Quick  (STU),  A-3  Doctors  Park  Apts., 

Beasley  Drive,  Greenville  27834 
Scot  Eric  Reeg  (ORS),  622  Medical  Drive, 

Greenville  27834 
Willie  Richardson  (STU),  1647  Mandy  Drive, 

Greenville  27834 
Jerome  Edward  Schulz  (FP),  708  Bremerton 

Drive,  Greenville  27858 
L.  Karenna  Senors  (STU),  408-B  Paladin  Drive, 

Greenville  27834 
Brent  Sharpe  (STU),  1 1 1 1  -Fl  Grovemont  Drive, 

Greenville  27834 
Rajesh  B.  Solanki  (STU),  3812  Steriing  Point 

Drive,  Unit  F-7,  Greenville  27834 
Ingrid  M.  Spruill  (STU),  1288  Park  West  Drive, 

Apt.  #6,  Greenville  27834 
Karen  Elizabeth  Stewart  (STU),  406-13 

Treybrooke  Circle,  Greenville  27834 
Jane  M.  Stubbs  (STU),  406-22  Treybrooke 

Circle,  Greenville  27834 
Chris  R.  Va'illancourt  (STU),  406-34  Treybrooke 

Circle,  Greenville  27834 
Grantham  D.  Warren  (STU),  1 3  Colindale  Court, 

Greenville  27858 
Jana  Watts  (STU),  P-6  Doctors  Park  Apts., 

Beasley  Drive,  Greenville  27834 
Wendy  L.  Worsley  (STU),  3470  Westgate  Drive, 

Greenville  27834 


Rockingham 

Matthew  Thomas  Desena  (PD),  1303  Town 
Creek  Road,  Eden  27288 

Rowan 

Thomas  Edwin  Brown  (ORS),  400  Mocksville 

Ave.,  Salisbury  28144 
Lisa  Marguerite  Grana  (OBG),  3 1 5  Mocksville 

Ave.,  Salisbury  28144 

Stanly 

Harold  Sudhir  Samuel  (IM),  HI  Penny  St., 
Albemarie  28001 

Transylvania 

Tamela  Powell  Booker  (FP),  1 2  Kingfisher  Road, 
Brevard  28712 

Wake 

Maureen  Leahy  Aarons  (D),  3809  Computer 
Drive,  Ste.  200,  Raleigh  27609 

Brian  Charles  Bennett  (U),  4301  Lake  Boone 
Trail,  Ste.  300,  Raleigh  27607 

Ward  Emerson  Bennett  (FP),  991  Jones  Wynd, 
Wake  Forest  27587 

Mahlon  Alan  Dickens  (OPH),  3900  Wake  For- 
est Road,  Ste.  104,  Raleigh  27609 

Vivian  Denise  Everett,  Wake  Med.  Education 
Inst.,  3024  New  Bern  Ave.,  Raleigh  27610 

JamesTodd  Harris  (PD),  2800Blue  Ridge  Blvd., 
Ste  501,  Raleigh  27607 

Rhett  Charies  High  (PS),  Raleigh  Plastic  Sur- 
gery, 1112  Dresser  Court,  Raleigh  276 1 5 

Jillyn  Ann  Kratochvil  (PD),  North  Raleigh  Pe- 
diatrics, 7205  Stonehenge  Drive,  Raleigh 
27613 

Mina  Lea  Levin  (IM),  Cary  Medical  Group,  2 1 6 
Ashville  Ave.,  Ste.  20,  Cary  275 11 

Naseem  J.  Masood  (IM),  193  Dixon  Ave., 
Dumont,  NJ  07628 

Syed  A.  Masood  (IM),  1 93  Dixon  Ave.,  Dumont, 
NJ  07628 

Gordon  K.  Middleton,  Jr.  (PD),  1321  Obedin 
Road,  Raleigh  27608 

Vicki  Morgan  Morris  (ID),  2500  Blue  Ridge 
Road,  Ste.  219,  Raleigh  27607 

Ednan  Mushtaq  (OTO),  Mann  Ear,  Nose,  and 
Throat,  PA,  226  Ashville  Ave.,  Ste.  40,  Cary 
27511 

Stephen  Samuel  Rotholz  (OBG),  2500  Blue 
Ridge  Road,  #300,  Raleigh  27607 

Tobe  Lynn  Rubin  (OPH),  Wake  Ophthalmol- 
ogy Assocs.,  3141  John  Humphries  Wynd, 
#290,  Raleigh  27612 

Paul  OskarSchricker  (ORS),  10717Cahill  Road, 
Raleigh  27614 

Gregory  Vladimir  Solovieff  (EM),  6800  Jean 
Drive,  Raleigh  27612 

Wayne 

Ravinder  Kumar  Kurl  (IM),  105  Ridge  Runner 
Drive,  Goldsboro  27530 
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Aphorisms 
of  the  Month 

Daniel  J.  Sexton,  MD,  Section  Editor 

"More  Thoughts  from 
Big  Ed's  Calendar*" 


We  think  in  generalities;  we  live  in  details. 

— Alfred  North  Whitehead 

I  wonder  that  a  soothsayer  doesn't  laugh  when  he  sees 
another  soothsayer.  — Cicero 

An  ounce  of  mother  is  worth  a  pound  of  priest. 

— Pope  John  Paul  U 

Being  popular  is  important.  Otherwise  people  might 
not  like  you.  — Oscar  Wilde 

Nobody  is  so  irritating  as  somebody  with  less  intelli- 
gence and  more  sense  than  we  have.        — Don  Herold 

Ninety  percent  of  the  politicians  give  the  other  10%  a 
bad  reputation.  — Henry  Kissinger 

It's  a  characteristic  of  all  movements  and  crusades  that 
the  psychopathic  element  rises  to  the  top. 

— Robert  Lidner 

We're  all  of  us  sentenced  to  solitary  confinement 
inside  our  skins.  — Tennessee  Williams 

Sports  is  the  toy  department  of  life.     — Howard  Cosell 

Realism  is  the  art  of  depicting  nature  as  it  is  seen  by 
toads.  — Ambrose  Pierce 

Television  has  made  dictatorship  impossible  but 
democracy  unbearable.  — Shimon  Peres 

*    Big  Ed's  Calendar  is  a  monthly  feature  in  Briefcase,  a  publication 
of  the  Oklahoma  County  Bar  Association,  provided  to  the  editor 
by  John  M.  Perry,  III. 


Fax  aphorisms  to  Dr.  Sexton  at  919/684-8358, 
or  send  them  via  e-mail:  sexto002@mc.duke.edu 
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who  knows  more 

than  I  do  about 

avoiding  risks." 

The  facts  are  overwhelming. 

It  seems  every  newscast, 

magazine,  newspaper  and 

tabloid  carries  a  story  of  a 

malpractice  lawsuit.  There 

just  isn't  time  to  worry  about 

risks  -  especially  while  I'm 

taking  care  of  my  patients. 
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security  and  peace 
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manage  the  risk  prob- 
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What  can  a  map  tell  you  about  a  computer  system? 


j"'lenty — if,  like  this  one,  it  shows 
how  i  nany  medical  offices  in  the 
Caroi  nas  use  a  particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably. 

For  example,  it  might  show  how 
a  16-year  commitment  to  "Working 
for  Physicians"  has  resulted  in  over 
800  installations  in  North  and  South 
Carolina. 

It  might  bring  home  how  f  eatiires 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  North  Carolina  Medicare, 
Medicaid,  and  Blue  Cross  /  Blue  Shield 
(with  no  per-daim  charges)  are 
improving  physicians'  revenue. 


It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unniatched  in  the  industry. 

It  might  demonstrate  how  on- 
going research  and  development 
brought  innovations  like  the  first 
integrated,  direct  electronic  claims 
transniission  in  a  practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems 
only  in  the  Southeast,  a  computer 
company  can  keep  customers  up-to- 


date  on  the  latest  insurance  filing 
requirements. 

It  could  emphasize  the  flexibility 
of  multi-user,  multi-tasking  software 
that  runs  on  the  most  popular 
operating  system  in  the  world. 

And  it  could  illustrate  the  value  c 
having  a  computer  vendor  with  a 
vision  for  the  future  and  the  expertise 
to  make  that  vision  work  for  you. 
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coverage  policies  are  designed  to  meet 
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medical  profession. 
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Spectrum  Income  Fund 


T.  Rowe  Price  Spectrum  Income  Fund  offers  a  complete 
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funds  well  structured  to  provide  an  attractive  level  of  income  for 
long-term  investors. 

Seeks  high,  steady  income  with  long-term  growth.  The 

Spectrum  Income  Fund  nivests  m  up  to  seven  T.  Rowe  Price  mutual 
funds  chosen  for  their  return  potential  and  for  the  way  they  perform 
relative  to  one  another.  The  fund's  "mix/'  as  shown  in  the  chart, 
represents  a  range  of  investments  that  react  individually  to  market 
movements — which  should  help  you  benefit  from  a  variety  of 
market  conditions,  both  domestic  and  foreign.  In  one  step,  you 
achieve  an  optimally  diversified  portfolio  that  pursues  high, 
steady  income  with  reduced  risk.  Of  course,  yield  and  share  price 
will  fluctuate  with  interest  rate  changes. 

A  proven  performer.  The  Spectrum  Income  Fund's  investment 
strategy  has  proven  effective  and  has  earned  a  four-star  (****) 
rating  for  its  overall  risk-adjusted  performance  from  Morningstar.* 

The  fund  was  rated  among  1,104  and  597  taxable  bond  funds  for  

the  three-  and  five-year  periods  ending  12/31/96,  respectively.  .^I^^H^^^^^^^^^H 

Invest  with  the  mutual  fund  experts.  T.  Rowe  Price  and  its  affihates  manage  over  $99  billion 
in  assets  for  more  than  four  million  individual  and  institutional  accounts,  and  provide  a  full  range 
of  investment  services.  There's  a  $2,500  minimum  investment  ($1,000  for  IRAs).  And,  as  with  all 
our  mutual  funds,  there  are  no  sales  charges. 


Call  24  hours  for  a  free  report  and  a  prospectus 
1-800-541-6648 

http:  /  /www.troweprice  .com 
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**Figures  include  changes  in  principal  value,  reinvested  div  idends,  and  capital  gain  dislribtuions.  Investment  return  and  principal  value  will  vary,  and  shares  may  be  worth  more  or  less  at 

redemption  than  at  original  purchase. 

Past  performance  cannot  gtiarantee  future  results.  Read  the  prospectus  carefully  before  investing.  T.  Rowe  Price  Investment  Services.  Inc.,  Distributor  spio.^-ib22 
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Letters  to  the  Editor 


^ 


Faith  at  Face  Value 

Editor's  note:  The  November/December  Journal  featured  a 
photograph  of  bishops  wearing  red  down  noses  as  part  of  an 
article  on  humor  and  aging  by  Mary  Ann  Glasgow-McDowell 
(NC  Med  J  1996:57:401-5).  A  reader  wrote  to  say  that  he  was 
offended  by  this  "frivolous"  depiction  of  Bishop  J.  Gary  Gloster's 
ordination.  Bishop  Gloster  responds: 
To  the  Editor: 

I  regret  that  this  picture  offended  your  reader.  Ms.  Glasgow- 
McDowell"  s  litany  of  the  benefits  of  positive  and  productive 
humor  provides  one  with  a  recipe  not  only  for  physical  health, 
but  spiritual  wholeness  as  well. 

As  the  person  ordained  in  the  picture.  I  can  assure  your 
reader  that  the  occasion  was  not  one  in  which  I  or  anyone 
present  treated  ordination  frivolously.  The  picture  represents 
only  a  small  fraction  of  the  time  of  the  entire  service.  Scripture, 
prayers,  vows  of  commitment  to  Christ,  the  celebration  of  the 
Holy  Communion,  the  exchange  of  Peace,  love,  respect,  and 
trust  in  God's  love  were  also  parts  of  the  total  service.  If  this  is 
not  an  occasion  for  joy,  then  no  time  is.  It  was  an  occasion  of  far 
too  serious  a  nature  to  be  taken  too  seriously. 

Aristotle,  in  his  Nicomachaen  Ethics,  suggests  three  types 
of  people: 

1)  the  "frivolous  one"  who  took  life  too  lightly; 

2)  the  "boor"  who  took  life  too  seriously;  and 

3)  the  "grave-merry  master"  who  sought  balance  between 
seriousness  and  mirth. 

The  first  two  were  buffoons;  the  third  was  a  fool. 

The  psalmist  declared  "...in  thy  presence  is  fullness  of 
joy."  (Psalm  16: 1 1).  But  also  declared  the  reality  of  seriousness 
and  tears  in  many  instances. 

Paul  gave  a  nod  to  laughter  and  foolishness  in  his  letter  to 
the  Corinthians: 

"For  consider  your  call,  brethren;  not  many  of  you  were 
wise  according  to  worldly  standards,  not  many  were  powerful, 
not  many  were  of  noble  birth;  but  God  chose  what  is  foolish  in 
the  world  to  shame  the  wise,  chose  what  is  weak  inthe  world  to 
shame  the  strong;. .  .so  that  no  human  being  might  boast  in  the 
presence  of  God."  (I  Corinthians  1:26,  27,  29) 

"...we  are  fools  for  Christ's  sake."  (I  Corinthians  4:10) 
When  we  become  too  serious,  particularly  about  our  religion, 
we  are  in  danger  of  forgetting  who  we  are  and  who  God  is. 

Humor  and  joy .  which  the  clown  can  bring,  lift  the  pall  that 
shrouds  us  when  we  take  ourselves  too  seriously  even  in  our 
worship.  Theologians  William  Willimon  and  Soren  BCierkegaard 


suggest  that  an  important  aspect  of  faith  is  being  able  to  laugh 
at  ourselves.  If  people  can  laugh  at  themselves,  they  are  saying, 
"Fm  not  God.  I  do  not  run  the  world."  This  is  an  occasion  of 
Great  Joy. 

The  service  at  which  the  picture  was  taken  was  an  act  of 
faith,  as  was  our  donning  the  clown  noses.  Come  let  us  play. 

The  Right  Rev.  J.  Gary  Gloster 

The  Suffragan  Bishop  of  North  Carolina 

201  St.  Afban's  Drive,  P.O.  Box  17025 

Raleigh,  NC  27619-7025 


Editorial  Board  Chair  Bids 
Farewell — But  Not  Goodbye 
Editor's  note:  In  November,  the  Journal  bid  a  reluctant  farewell 
to  Dr.  Margaret  Marker,  who  spent  the  past  four  years  as  chair 
of  our  Editorial  Board:  the  past  eight  as  a  Board  member  To 
honor  the  valuable  insight  and  tireless  advocacy  she  provided 
the  Journal,  Dr.  Neelon  presented  her  with  a  gift  certificate  at  the 
Annual  Meeting  given  on  behalf  of  the  staff  and  Board  members. 
To  the  Editor: 

I  thank  you  all  for  the  generous  and  kind  gift.  1  have  been 
so  blessed  to  work  with  the  Journal  and  its  family  over  the 
years,  which  was  reward  enough.  I  will  never  forget  the  won- 
derful, wise,  educated,  and  dedicated  folks  I  have  come  to  know 
during  my  term  as  Board  chair. 

Learning  the  ins  and  outs  of  publishing  a  professional  and 
lively  journal  has  been  fascinating.  The  covers  and  layouts  are 
attractive,  and  it's  gratifying  to  see  the  editor's  shadow  fall  on 
every  word.  I  greatly  admire  Dr.  Neelon' s  expertise  and  per- 
sonal attributes,  especially  his  equanimity. 

The  challenges,  ethical  conundrums,  and  controversies 
facing  medical  practice  these  days  have  been  mind-boggling  (at 
least  for  this  country  mind).  I  have  great  expectations  for  the 
Journal's  future,  however,  and  take  pride  in  a  job  well  done  in 
keeping  pace  with  these  changes. 

I  was  discouraged  that  the  Journal  decreased  its  frequency 
"on  my  shift,"  but  I  am  glad  that  its  quality  and  beauty  continue. 
I  am  pleased  to  see  evidence  of  the  Journal 's  initial  Internet 
presence  and  hope  that  I  was  the  first  "hit"  on  its  web  page. 

1  hope  to  return  to  active  participation  with  the  Journal 
when  the  opportunity  arises.  With  gratitude  and  thanks  to  all. 

Margaret  N.  Harker.  MD 

P.O.  Box  897 

Morehead  City,  NC  28557 
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Extending  a  Helping  Hand  in  Russia 
To  the  Editor: 

In  the  January/February  Journal,  Michael  Gill  and  col- 
leagues describe  their  part  in  establishing  a  relationship  with 
Saratov  Medical  University  ("Opportunities  for  Cooperation: 
A  Dialogue  With  the  Saratov  Medical  University,  Russia,"  NC 
Med  J  1997;58:44-6).  They  are  to  be  commended  for  their  fine 
work  and  initiatives.  However,  the  work  they  describe  was  not 
the  first  medical  connection  between  Saratov  and  the  Univer- 
sity of  North  Carolina  at  Chapel  Hill. 

Several  physicians  from  Saratov  Medical  Center  visited 
UNC  before  the  events  that  Gill  et  al  describe.  During  their  visit, 
they  met  with  leading  physicians  from  UNC's  medical  school. 
At  that  time,  Saratov  desperately  needed  pharmaceutical  medi- 
cations, particularly  antibiotics  and  medications  to  treat  high 
blood  pressure  and  diabetes.  Through  the  efforts  of  the  local 
chapter  of  Physicians  for  Social  Responsibility,  nearly  $20,000 
worth  of  free  samples  were  collected  and  repackaged  into  a 
small  suitcase  donated  for  delivery  to  Saratov.  UNC  s  Continu- 
ing Medical  Education  centers  also  helped  facilitate  this  effort. 

Gestures  of  good  will  and  reciprocity  form  the  nature  of  the 

relationship  that  is  under  way  between  Saratov  and  UNC.  Dr. 

Gill  and  colleagues  deserve  credit  for  their  accomplishments. 

Adam  O.  Goldstein,  MD,  Clinical  Assistant  Professor 

Department  of  Family  Medicine,  UNC  School  of  Medicine 

CB#  7595,  Manning  Drive 
Chapel  Hill,  NC  27599-7595 


NCMS  Foundation  Program 
Targets  Retired  Physicians 
To  the  Editor: 

The  NCMS  Foundation  has  begun  a  program  that  will  offer 
alternatives  for  those  physicians  who  have  retired,  who  are 
semiretired,  or  who  are  contemplating  retirement.  Surveys 
show  that  most  of  us  would  like  to  continue  some  contact  with 
our  profession,  and  many  of  us  would  do  pro  bono  work  if 
insurance  were  provided  and  if  we  were  asked.  Some  may  be 
interested  only  in  locum  tenens  or  part-time  work;  still  others 
may  prefer  only  the  social  contact  that  will  be  provided. 

Journal  readers  over  age  55  will  receive  a  letter  outlining 
the  goals  and  purpose  of  the  Program,  and  a  questionnaire 
asking  for  input  and  comments  (please  complete  and  mail  back 
the  questionnaire  promptly).  The  project  is  early  in  its  develop- 
ment, yet  unique  in  its  intent  and  open  for  suggestions. 

We  would  appreciate  the  cooperation  and  participation  of 
yoi/nia/ readers.  Contact:  Senior  Physician  Program,  Nell  Agee, 
Director,  P.O.  Box  27167,  Raleigh,  NC  27611. 

James  H.  Burruss,  MD,  Committee  Member 

NCMS  Foundation  Senior  Physician  Program 

1203  E.Marion  St. 

Shelby,  NC  28151-1256 

From  the  Editor: 

Dr.  Burruss"  letter  arrived  at  an  opportune  time.  See  article 
on  page  148  that  describes  the  Program  in  detail. 


James  R.  Lyle 

Piesident 

Healthcare  Consultants 

of  America,  Inc. 


Jonathan  I.  Katz 
Regional  Sales  Manager 
MAG  Mutual  Insurance 
Company 


Tom  Harkins 

Senior  Account  Executive 

MAG  Mutual  Insurance 

Company 


Mjchael  C.  McGeehan 

Senioz  Advanced  Undernrritei 

MAG  Mutual  Financial 

Services,  Inc. 


Carol  A.  Qu.^r 

Director.  Property  es)  Casualty 

MAG  Mutual  Insurance 

Agency,  Ltd. 
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Monitoring  the  Health  of  NC's  Elderly 

To  the  Editor: 

Dr.  Blazer's  article  in  the  November/December  issue, 
"Older  Adults  in  North  CaroHna:  A  Demographic  and  Health 
Status  Profile"  (NC  Med  J  1996;57:344-7)  includes  compelling 
data  related  to  health  status,  health  habits,  and  health  service 
utilization  from  the  1986  Piedmont  Health  Survey.  Journal 
readers,  however,  might  not  be  aware  that  the  North  Carolina 
Department  of  Environment,  Health  and  Natural  Resources 
annually  collects  similar  statewide  data  through  the  Behavioral 
Risk  Factor  Surveillance  System  (BRFSS). 

BRFSS  data,  obtained  through  random  telephone  calls  to 
North  Carolina  adults,  represent  the  adult  population  of  our 
state  and  are  part  of  a  nationwide  surveillance  system  supported 
by  the  Centers  for  Disease  Control.  Special  reports  are  often 
published  that  examine  particular  segments  of  the  adult  popu- 
lation of  North  Carolina,  such  as  older  adults. 

For  more  information  regarding  BRFSS,  readers  may  call 
me  at  919/715-3131  or  BRFSS  Coordinator  Kristi  Passaro  at 
919/715-3354. 

Eugene  Lengerich,  VMD,  MS 
Director,  Office  of  Epidemiology,  Div.  of  Health  Promotion 

NC  Dept.  of  Environment,  Health  and  Natural  Resources 
P.O.  Box  29605,  Raleigh,  NC  27626-0605 


"Injuries"  Article  Useful  to 
Sexual  Assault  Response  Team 

To  the  Editor: 

I  request  permission  to  reprint  Dr.  John  Butts'  article, 
"Injuries:  Description,  Documentation,  Evidence  Issues,"  that 
appeared  in  the  September  1994  North  Carolina  Medical 
Journal  on  domestic  violence  (NC  Med  J  1994;55:423-7).  We 
would  like  to  make  approximately  60  copies  to  distribute  to  the 
Fort  Wayne  Sexual  Assault  Treatment  Center:  Sexual  Assault 
Nurse  Examiner  Program/Sexual  Assault  Response  Team  Pro- 
gram participants. 

Stephanie  Peterson 

Director  of  Operations 

Fort  Wayne  Sexual  Assault  Treatment  Center 

2200  Randallia  Drive 

Fort  Wayne,  IN  46805 

From  the  Editor: 

We  were  pleased  to  grant  Ms.  Peterson  permission  to 
reprint  this  article.  We  have  received  more  requests  to  reprint  or 
cite  articles  from  this  particular  issue  than  any  other  single 
Journal  in  recent  years.  The  issue,  published  in  September 
1994,  has  long  since  sold  out,  but  readers  may  reprint  articles 
with  the  Journal's  official  blessing. 


Send  letters  by  mail:  Box  3910,  DUMC,  Durham,  NC  27710;  by  fax:  919/286-9219;  or  by  e-mail:  yohnOOOl  ©mc.duke.edu 


We're  Not  Actually  Physicians, 
But  We  Do  Know  How  To  Operate. 


MAG  Mutual  Insirrance 
Company  is  as  close  to  the 
healthcare  community  as  any 
group  of  people  can  be  vwthout 
actually  practicing  medicine. 

We  were  formed  by 
physicians.  We  are  directed  by 
physicians  and  healthcare 
executives.  We  are  owned  by 
our  physician,  hospital  and 
managed  care  organization 
policyholders.  And  the  needs  of 
these  groups  are  our  exclusive 
focus.  We  know  how  to  operate 
in  this  arena. 

We've  developed  a  strong 
reputation  as  a  medical 
professional  liability 
insurance  company  and 
along  with  our  affiliate 
companies  of  the       , — 
MAG  Mutual  MAG  Mltcal  Lnslirance  Grolt 


fflUTUM 


Insurance  Group,  we  also  pro- 
vide physicians  with  a  complete 
range  of  office  and  workers' 
compensation  coverages,  group 
health  insurance,  practice 
management  consulting  and 
physician  billing  services.  This 
impressive  array  of  products, 
services  and  benefits  provides  a 
one-stop  shop  for  physicians. 

More  than  6,500 
physicians  approve  of  how  we 
operate  -  enough  to  have 
propelled  us  into  the  top  20 
medical  professional  HabfLity 
insurance  companies  in  the 
United  States.  Now 
we  welcome  the 
opporttmity  to  prove 
ourselves  to  you.  For 
information,  call 
1-800-282-4882. 
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Instructions  for  Authors 


The  North  Carolina  Medical  Journal  is  a  medium  for 
communication  with  and  by  members  of  the  medical  com- 
munity of  this  state.  The  Journal  pubhshes  six  times  a  year: 
in  January,  March,  May,  July,  September,  and  November. 
The  Journal  will  consider  for  publication  articles  relat- 
ing to  and  illuminating  medical  science,  practice,  and  his- 
tory; editorials  and  opinion  pieces:  letters:  personal  ac- 
counts; poetry  and  whimsical  musings;  and  photographs  and 
drawings.  Papers  that  relate  to  the  present,  past,  or  future 
practice  of  the  health  professions  in  North  Carolina  are 
especially  pertinent,  but  manuscripts  reflecting  other  per- 
spectives ortopics  are  welcomed.  Prospective  authors  should 
feel  free  to  discuss  potential  articles  with  the  editors. 


Manuscript  Preparation 

Prepare  papers  according  to  the  "Uniform  Requirements  for 
Manuscripts  Submitted  to  Biomedical  Journals"  (N  Engl  J 
Med  1991;324:424-8)  with  the  following  exceptions:  1)  no 
abstract  is  needed;  2)  no  running  title  is  needed;  and  3)  report 
measurements  in  metric  units;  use  of  the  International  Sys- 
tem of  Units  (SI)  is  optional. 

Submit  a  cover  letter  and  either  a  3  1  /2-inch  hard  disk  or 
5  1/4-inch  floppy  computer  disk  that  contains  the  text  written 
in  MS  DOS-  or  Macintosh-compatible  format.  Also  enclose 
three  hard  copies  of  the  text  for  review  purposes.  Double 
space  text  with  one-inch  margins.  Please  do  not  "format" 
the  text  (e.g.  no  variations  in  type  size,  no  bold  face,  no 
italics,  no  embedded  endnotes). 

Submit  illustrations,  in  duplicate,  in  the  form  of  high- 
quality  color  35mm  slides  or  5-by-7-inch  or  8-by- 10-inch 
glossy  photographs,  or  as  black-and-white  glossy  prints  (5- 
by-7-inch  or  8-by- 10-inch).  Label  all  illustrations  with 
author's  name,  number  them  sequentially  according  to  their 
position  in  the  text,  and  indicate  the  orientation  of  the 
images,  if  necessai7.  Do  not  write  directly  on  the  backs  of 
prints.  This  can  damage  them.  If  figures  require  printing  in 
four-color  process,  the  author  may  be  asked  to  pay  printing 
fees  or  a  portion  thereof. 

Type  figure  legends,  double-spaced,  on  a  separate  sheet 
of  paper.  Tables  should  be  typed,  double-spaced,  one  to  a 
single  sheet  of  paper.  All  tables  must  have  titles  and  consecu- 
tive Arabic  numbers.  Include  tables,  graphs,  or  charts  on 
disk,  if  possible. 


Keep  references  to  a  minimum  (preferably  no  more  than 
15),  retaining  those  that  document  important  points.  The 
"Uniform  Requirements"  cited  above  contain  reference  for- 
mat. We  customarily  list  the  first  three  authors  for  "et  al"- 
type  references.  Authors  are  responsible  for  the  accuracy 
and  pertinence  of  all  citations. 

Avoid  abbreviations  entirely  if  possible;  keep  them  to  a 
minimum  if  not.  When  used,  completely  define  abbrevia- 
tions at  the  first  point  of  usage  in  the  text. 


Manuscript  Review  and  Editing 

A  medically  qualified  editor  reads  all  manuscripts  and,  in 
most  instances,  sends  them  out  for  further  review  by  one  or 
more  other  members  of  the  North  Carolina  Medical  Society. 
Authors'  cover  letters  must  include  a  line  that  states  that 
their  submitted  manuscripts  are  not  under  consideration  for 
publication  elsewhere.  Decisions  to  publish  or  not  are  made 
by  the  editors,  advised  by  the  peer  reviewers. 

We  encourage  a  relatively  informal  writing  style  since 
we  believe  this  improves  communication.  Imagine  yourself 
talking  with  your  unseen  audience — as  long  as  this  doesn't 
lead  you  to  scientific  or  linguistic  inaccuracy.  Be  brief,  clear, 
simple,  and  precise. 

We  edit  accepted  manuscripts  for  clarity,  style,  and 
conciseness.  Except  for  letters,  authors  receive  a  copy  of  the 
edited  manuscript  for  their  review  and  approval  before 
publication.  Manuscripts  not  accepted  will  not  be  returned. 

Authors  retain  copyright  to  articles  published  in  the 
North  Carolina  Medical  Journal,  but  the  North  Carolina 
Medical  Society  copyrights  the  contents  of  each  entire  issue. 
Requests  for  permission  to  reprint  all  or  any  part  of  a 
published  article  must  be  submitted  in  writing  to  the  address 
below  and  negotiated  with  the  author  and  editor  jointly. 
Reprinted  material  must  carry  a  credit  line  identifying  that  it 
appeared  in  the  North  Carolina  Medical  Journal. 


Submissions 

Editor,  Noflih  Carolina  Medical  Journal 
Box  3910,  DUMC  Durham,  NC  27710 
Telephone  919/286-6410,  Fax  919/286-9219 
E-mail:  yohn0001@mc.duke.edu 
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"Know  what  I 

need?  A  friend 

who  knows  more 

than  I  do  about 

avoiding  risks." 

The  facts  are  overwhelming. 

It  seems  every  newscast, 

magazine,  newspaper  and 

tabloid  carries  a  story  of  a 

malpractice  lawsuit.  There 

just  isn't  time  to  worry  about 

risks  -  especially  while  I'm 

taking  care  of  my  patients. 

■What  ever  happened  to 

security  and  peace 

of  mind? 

Medical  Mutual  proved 
that  they  can  help  me 
manage  the  risk  prob- 
lems and  avoid  legal 
conflicts.  It's  not  just 
the  number  of 
patients  I  treat,  but 
how  I  manage  risks 
that  counts.  That's 
what  gives  me  the 
time  to  enjoy  life 
outside  the  office." 


Medical  Mutual  Insurance  Company 
of  North  Carolina 

4505  Falls  of  the  Neuse  Road 

PO  Box  98028 

Raleigh,  NC  27624-8028 

Tel:   (919)872-7117 

(800)662-7917 

Fax:  (919)878-7550 


FROM      THE      GUEST      EDITOR 


Why  A  Special  Issue  of  the 

North  Carolina  Medical  Journal 
on  Gay  and  Lesbian  Medicine? 


Edward  C.  Halperin,  MD,  Deputy  Editor 


A  few  years  ago  I  was  strolling  down  one  of  the  halls  of  Duke 
Hospital  in  the  company  of  Dr.  Eugene  Stead,  former  editor  of 
this  Journal  and  former  chairman  of  the  Department  of  Medi- 
cine at  Duke.  Dr.  Stead,  at  that  time  in  his  early  80s,  was  waxing 
philosophic  about  things  he  would  have  done  differently  as 
chairman. 

"First,"  he  told  me,  "I  would  have  treated  the  Veteran's 
Hospital  differently.  I  never  cared  particularly  whether  physi- 
cians started  their  clinics  on  time  over  there.  I  always  thought 
that  the  veterans  had  time  and  they  could  wait  for  our  doctors  to 
get  across  the  street.  I  now  recognize  that  that  was  wrong.  Even 
if  the  patients  were  in  no  rush,  we  were  being  insensitive  to  their 
families  and  friends  who  brought  them.  We  were  wasting  their 
time." 

Frankly,  this  observation,  while  interesting,  did  not  bowl 
me  over.  Nonetheless,  I  continued  to  listen  respectfully  while 
we  walked  along. 

"Another  thing,"  Dr.  Stead  went  on,  "is  that  we  didn't  pay 
enough  attention  to  the  medical  needs  of  gay  people.  It  wasn't 
that  we  thought  ill  of  gays — we  just  didn't  think  about  them  at 
all." 

I  found  then,  and  I  still  find,  this  comment  of  Dr.  Stead's 
arresting.  Had  I  ever  given  any  thought  to  the  health  needs  of 
gays?  Wasn't  it  extraordinary  of  Stead  to  make  this  comment — 
out  of  the  clear  blue? 

I  certainly  don't  remember  any  specific  training  in  the 
health  care  needs  of  gays  or  lesbians  during  medical  school  or 
residency.  To  the  extent  that  I,  a  radiation  oncologist,  consid- 
ered the  health  care  needs  of  gays  at  all  it  was  in  the  management 
of  Kaposi's  sarcoma,  CNS  lymphoma,  and  anal  carcinoma  in 
HIV+  patients — an  exceptionally  skewed  view  of  the  clinical 
world. 


Dr.  Halperin  is  Professor  and  Chair,  Department  of  Radiation 
Oncology,  Box  3085,  Duke  University  Medical  Center,  Durham 
27710. 
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My  personal  life  offered  no  insight  into  the  health  care 
needs  of  gays  or  lesbians  or  the  problems  faced  by  gay  and 
lesbian  physicians.  I  was  bom  and  raised  in  the  most  traditional 
of  families  (is  it  still  okay  to  use  the  word  "traditional"?):  father, 
mother,  two  older  sisters,  and  me.  I  have  been  married  for  15 
years.  My  wife  and  I  are  the  parents  of  three  children.  The  only 
gay  person  I  know  (or  at  least  that  I  know  I  know)  is  a  cousin 
who  hves  in  the  Northeast  and  whom  I  have  seen  at  family 
functions  twice  in  the  past  five  years. 

Dr.  Stead  spurred  my  curiosity.  Beyond  the  scourge  of 
HIV,  do  gay  men  and  lesbians  have  special  health  care  needs? 
What  special  personal  and  career  problems  face  gay  and  lesbian 
medical  students  and  physicians?  What  resources  do  physicians 
have  available  for  dealing  with  the  health  needs  of  gay  and 
lesbian  patients? 

An  advantage  of  being  deputy  editor  of  the  Journal  is  that 
I  get  to  give  vent  to  my  curiosity.  I  was  unaware  of  any 
precedent  for  a  special  issue  of  a  general  interest  medical 
journal  devoted  to  gay  and  lesbian  medicine — so  why  not  our 
Journal'l  Why  not  indeed!  I  decided  to  give  it  a  try.  (And  the 
editor,  bless  his  heart,  didn't  try  and  stop  me.) 

Our  usual  custom  is  to  have  special  issues  edited  by  a  guest 
editor.  Frankly,  no  one  lined  up  outside  my  office  door  to 
volunteer  for  this  task,  so  I  decided  to  do  it  myself.  Finding 
authors  was  also  no  mean  feat.  For  no  prior  publishing  project 
have  I  had  so  many  requests  for  manuscripts  go  unanswered  or 
promised  papers  go  unsubmitted.  Whether  this  was  simply  a  run 
of  bad  luck  or  related  to  the  subject  matter.  I  cannot  say.  In  any 
case,  after  about  a  year  of  effort,  I  have  in  hand  an  interesting 
series  of  papers  concerning  gay  men,  lesbians,  and  medicine. 

Our  special  issue  addresses  both  the  medical  care  of  gays 
and  lesbians  as  well  as  unique  issues  confronting  gay  and 
lesbian  medical  students  and  physicians.  The  reader  will  find 
articles  that  deal  with  the  primar}'  care  needs  of  the  gay  and 
lesbian  patient,  how  to  create  a  medical  office  environment  that 
accepts  diversity  in  sexual  orientation,  and  two  articles  on 


medical  management  issues  in  the  HIV-positive  patient:  one  on 
the  work-up  of  the  HIV-positive  patient  with  an  intracranial 
mass  and  one  on  taste  and  smell  abnormalities  in  HIV-positive 
patients.  We  are  also  pleased  to  offer  articles  on  medical  school 
admission  of  gays  and  lesbians  as  well  as  two  concerning  the 
special  challenges  facing  the  gay  and  lesbian  medical  student 
and  house  officer.  Two  of  our  authors  are  from  Louisiana  State 
University,  the  remainder  from  North  Carolina. 

I've  learned  two  important  lessons  while  preparing  this 
special  issue.  First  gay  and  lesbian  medicine  is  not  only  about 
AIDS.  There  are  a  variety  of  important  and  unique  medical 
issues  involving  sexuality,  primary  care  needs,  childbearing 
and  childrearing,  and  aging  in  this  population  group.  Second, 
gay  and  lesbian  medicine  is  an  important  topic — worthy  of  the 
attention  of  most  clinicians.  I  didn't  know  much  about  it  before 
guest  editing  this  special  issue  of  the  North  Carolina  Medical 
Journal.  I  now  appreciate  that  there  was  a  gap  in  my  initial  and 
continuing  medical  education  concerning  this  topic.  I  hope  this 
special  Journal  introduces  many  of  our  readers  to  the  subject 
and  prompts  further  reading  and  study.  As  always,  I  invite 
letters  from  readers  who  want  to  participate  in  a  continuing 
discussion  of  the  topic. 

And  if  you  want  to  be  invited  along  for  my  next  stroll  with 
Dr.  Stead,  do  drop  me  a  line.     □ 


Find  the  Journal  on 
the  Internet  at: 

http://www. medicine,  mc.  duke,  edu/ncmedj 

Our  side  includes: 

♦  general  information  about  the  Journal, 

♦  author's  guidelines  and  submission  informa- 
tion, 

♦  a  recap  of  the  current  issue  (featuring  the  full 
text  of  several  articles), 

♦  an  up-to-date  index,  and 

♦  advertising  rates  and  specifications 

Our  page  remains  "under  construction"  so  that  we 
may  update  it  to  coincide  with  print  deadlines.  We 
encourage  readers  to  provide  us  with  feedback  on 
how  we  can  improve  our  website.  We  welcome 
comments  by  mail  (Box3910,  Duke  University  Medi- 
cal Center,  Durham,  NC  27710)  or  via  e-mail: 
yohn0001@mc.duke.edu 


About  the  Cover: 

Pink  HouseSy  Pink  Triangles 

Jeanne  C.  Yohn,  Managing  Editor 

Finding  a  visually  attractive  and  topically  appropriate 
cover  for  the  Journa/ reminds  me  of  a  maxim  I  often  heard 
while  editing  a  homebuilding  magazine:  You  can't  build 
the  structure  without  first  laying  a  solid  foundation. 

For  this  issue,  our  first  step  was  to  find  an  image  that 
would  clearly  convey  the  different  aspects  of  gay  and 
lesbian  medicine,  yet  also  provide  a  basis  for  reader 
recognition.  After  conferring  with  editors  Drs.  Neelon 
and  Halperin  and  bending  the  ears  of  several  contribut- 
ing authors,  we  settled  on  an  adaptation  of  an  image 
found  during  a  journey  through  the  Internet:  an  inverted 
pink  triangle  surrounding  the  staff  of  Aesculapius. 

These  two  images  are  pervasive  in  both  their  respec- 
tive cultures  and  in  literature.  Journal  readers  know  the 
symbol  long  associated  with  medicine  and  the  healing 
professions.  They  may  be  less  likely  to  know  that  the  pink 
triangle — one  of  the  symbols  of  the  modern'gay  rights 
movement — has  its  origins  in  the  Nazi  regime. 

During  World  War  II,  many  individuals  interned  at 
German  concentration  camps  wore  badges  based  on  the 
reason  for  their  imprisonment.  A  triangular  swatch  of 
pink  cloth — often  larger  than  triangles  worn  for  other 
crimes — was  used  to  identify  men  convicted  of  homo- 
sexuality, then  considered  a  crime  according  to  the  Reich 


Penal  Code.  In  the  late  1960s,  the  gay  community  in  the 
United  States  reclaimed  this  icon  as  a  symbol  of  empow- 
erment and  remembrance  of  the  suffering  and  persecu- 
tion homosexuals  suffered  during  this  tragic  period. 

With  the  blessing  of  Steve  Taravella,  associate  direc- 
tor of  the  Gay  and  Lesbian  Medical  Association,  and  Dr. 
Mark  Townsend,  a  contributing  author  and  coeditor  of 
the  GLMA's  new  journal,  we  decided  to  adapt  the  logo 
for  cover  use.  Our  next  tasks  were  to  execute  artwork, 
choose  typography,  and  select  complementary  colors — 
all  integral  building  blocks  in  cover  production. 

Our  budget  presently  does  not  permit  the  luxury  of 
having  an  art  director  on  staff  who  can  translate  our 
diverse  editorial  content  into  a  visual  blueprint.  However, 
we  have  forged  working  relationships  with  several  tal- 
ented artists  whose  palettes  range  from  watercolors  to 
computer  animation.  This  issue,  like  last  month's,  was 
rendered  by  Candy  Webster,  a  computer  artist  at 
Gerygraphics  Electronic  Imaging  Services  in  Durham.  We 
hope  you  like  the  result. 

Of  course  we  encourage  readers  to  submit  examples 
of  professional-quality,  black-and-white  or  color  artwork 
or  photographs  for  future  cover  construction.  Just  write 
to  me  at  Box  3910,  DUMC,  Durham,  NC  27710. 
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Primary  Medical  Care  of 
the  Gay  or  Lesbian  Patient 


Elizabeth  J.  Rankow  PA-C,  MHS 


Estimates  of  the  fraction  of  the  population  that  identifies  itself 
as  gay  or  lesbian,  or  engages  in  homosexual  activity,  are  hotly 
debated.  Because  society  stigmatizes  nonheterosexual  orienta- 
tion, any  accurate  appraisal  is  probably  impossible.  But  what- 
ever the  numbers,  physicians  and  other  health  care  providers, 
knowingly  or  unknowingly,  in  every  clinical  setting,  see  gay 
and  lesbian  patients.  In  addition,  they  serve  the  parents,  chil- 
dren, and  friends  of  gay  men  and  lesbians. 

Quality  care  for  the  gay  or  lesbian  patient  follows  the  same 
standards  as  those  employed  for  all  patients.  Routine  screening 
and  education  for  such  conditions  as  hypertension,  coronary 
artery  disease,  anemia,  hypercholesterolemia,  and  common 
cancers  should  be  conducted  according  to  accepted  standards  of 
care.  In  addition,  special  considerations  related  to  a  patient's 
homosexual  identity  (their  self-definition  as  gay  or  lesbian)  or 
behavior  may  go  unaddressed  if  heterosexuality  is  universally 
assumed. 

In  this  article,  I  use  the  terms  gay  and  lesbian  to  refer  to  men 
and  women  who  form  sexual  or  affectional  relationships  with 
others  of  the  same  sex.  It  is  important  to  realize,  however,  that 
many  people  involved  in  same-sex  relationships  may  not  use 
these  tenyjs  to  identify  themselves.  The  words  people  use  to 
describe  themselves,  and  their  choice  of  whether  or  not  to 
identify  with  the  words  "gay"  or  "lesbian,"  are  influenced  by 
ethnicity,  culture,  religion,  socioeconomic  class,  age,  and  per- 
sonal history.  People  who  engage  in  same-sex  relationships  are 
as  diverse  as  the  population  at  large,  and  cross  all  geographic, 
economic,  racial,  religious,  age,  occupational,  political,  and 
other  boundaries.  They  may  be  married  or  not;  they  may 
consider  themselves  heterosexual,  bisexual,  or  homosexual. 
The  identity  "label"  they  apply  to  themselves  may  not  match 
their  sexual  behavior,  and  both  identity  and  behavior  may 
change  over  time.  For  clinicians  this  means  that  making  as- 
sumptions about  any  patient  may  lead  to  incomplete  informa- 
tion and  hinder  the  delivery  of  optimal  care. 


Ms.  Rankow  is  a  Physician  Assistant  at  Duke's  Comprehensive 
Cancer  Center,  Box  2949  DUMC,  Durham  27710. 


Issues  for  Women 

Lack  of  accurate  information  about  the  health  concerns  of 
lesbians  has  left  many  clinicians  uncertain  as  to  appropriate 
standards  of  care  for  this  population.  Lesbians  themselves  are 
often  unaware  of  their  specific  health  risks  and  the  need  for 
routine  screening  and  preventive  services.  In  addition,  many 
lesbians  report  that  past  negative  experiences  have  made  them 
less  likely  to  .seek  medical  attention  when  a  problem  arises.' 
Lack  of  financial  resources  or  insurance  coverage,  fear  of 
homophobic  responses  from  providers,  repercussions  resulting 
from  breach  of  confidentiality,  and  exclusion  or  perceived 
exclusion  from  public  health  promotional  campaigns  may  also 
be  barriers  to  care. 

Breast  and  cervical  cancer.  Like  all  women,  lesbians  require 
regular  screening  for  breast  and  cervical  cancer.  Some  reports 
have  speculated  that  lesbians  have  an  increased  risk  of  breast 
cancer  because  they  have  a  higher  incidence  of  nulliparity,  and 
possibly  higher  rates  of  alcohol  consumption  and  obesity. 
Existent  studies  have  not  adequately  surveyed  the  diversity  of 
the  population  of  women  who  partner  with  women,  and  are 
therefore  not  generalizable.  Most  breast  cancers  occur  in  women 
with  no  identified  risk  factors  other  than  age.  Breast  cancer 
screening  for  lesbians  should  follow  the  protocol  recommenda- 
tions recognized  for  all  women,  modified  as  necessary  based  on 
individual  medical  and  family  history.  The  principal  risk  for 
lesbians  is  that  of  delayed  diagnosis  due  to  lack  of  access  to 
sensitive  and  appropriate  care.- 

Lesbians  are  less  likely  to  receive  regular  Papanicolaou 
(Pap)  tests  than  heterosexual  women.  This  has  been  noted  even 
among  lesbians  with  a  past  or  current  history  of  heterosexual 
intercourse,  multiple  sexual  partners,  or  sexually  transmitted 
diseases  (STDs). '  Based  on  incorrect  assumptions  about  sexual 
behavior,  many  clinicians  consider  their  lesbian  patients  to  be 
at  low  risk  for  cervical  cancer.  Many  lesbians,  because  they 
have  heard  that  they  are  "low  risk,"  assume  they  don"t  need  to 
worry  about  regular  screening.  Lesbians  may  be  less  likely  to 
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get  annual  Pap  tests  if  they  do  not  need  contraception  or  pre-  and 
postnatal  care.  Some  women  avoid  pelvic  examination  because 
they  fear  a  physically  painful  procedure,  or  because  they  are 
uncomfortable  with  the  vulnerability  involved,  particularly 
when  the  examination  is  performed  by  a  male  practitioner. 

Appropriate  screening  intervals  for  Pap  tests  (as  for  all 
clinical  tests)  should  be  based  on  individual  exposures  and  risk 
behavior,  not  sexual  identity.  This  means  obtaining  a  detailed 
sexual  history  that  includes  age  at  onset  of  sexual  activity. 
number  of  past  and  present  partners  (male  or  female ),  history  of 
STDs,  exposure  to  human  papillomavirus  (HPV)  or  human 
immunodeficiency  vinas  (HIV),  use  of  "'safer  sex"  practices, 
and  whether  the  woman  has  engaged  in  sexual  activity  while 
under  the  influence  of  alcohol  or  other  drugs,  or  in  exchange  for 
money,  drugs,  shelter,  etc.  Additional  risk  factors  for  cervical 
cancer  such  as  diethylstilbestrol  (DES)  exposure  and  smoking 
should  be  evaluated.  Lesbians  who  skip  an  annual  Pap  smear 
often  also  do  not  get  pelvic  examination  or  other  routine  care 
such  as  blood  pressure  checks,  cholesterol  screening,  stool 
guiacs,  and  health  education  counseling.  A//  women,  even  those 
who  have  never  engaged  in  —^^^^^ 


heterosexual  intercourse  or 
who  are  not  currently  sexually 
active,  need  regular  cervical 
screening  and  bimanual  pel- 
vic examination. 

STDs.  Women  whose  sexual 
partners  are  exclusively  other 
women  appear  to  have  a  lower 
prevalence  of  STDs.  This  has 
led  to  the  incorrect  assump- 
tion   that    lesbians — as    a 

group — are  at  low  risk  for 

STDs.  However,  most  lesbians  have  had  some  heterosexual 
contact,  and  some  continue  to  be  sexually  active  with  men  on  an 
intermittent  or  regular  basis.  In  addition,  many  STDs  (for 
example,  chlamydia,  bacterial  vaginosis,  trichomonas,  Can- 
dida, herpes  simplex  virus  [HS  V] .  human  papillomavirus  [HPV] , 
the  hepatitis  viruses,  and  human  immunodeficiency  virus  [HIV]^' 
*)  may  be  passed  between  female  sexual  partners.  Insufficient 
research  about  woman-to-woman  transmission  leaves  us  with- 
out clear  standards  of  care  for  the  treatment  of  the  female  sexual 
partners  of  women  with  the  above  listed  infections.  Prevention 
guidelines  are  similarly  Hmited.  In  the  case  of  recurrent  infec- 
tions, or  when  a  woman"  s  partner  is  symptomatic,  she  should  be 
examined  and  cultured.  If  this  is  impossible,  empiric  treatment 
should  be  strongly  considered.  Clinicians  should  remember 
that  recurrent  or  resistant  vaginal  infections  may  signal  immu- 
nodeficiency due  to  HIV  infection. 

STDs  may  be  spread  by  direct  or  fomite  (such  as  sex  toy) 
contact  with  infected  fluids  or  tissues.  For  oral-genital  or  oral- 
anal  contact,  household  plastic  wrap  or  latex  barriers  protect 
against  exposure  to  cervical  and  vaginal  fluids,  menstrual 
blood,  blood  resulting  from  microscopic  tears  in  the  vaginal 


"(A)wareness  of  the  AIDS  epidemic 

has  normalized  conversations  [about 

sensitive  topics)  in  the  medical  setting. 

Providers  must  become  knov^/ledge- 

able  about  the  full  range  of  human 

sexual  behavior  and  be  comfortable 

discussing  it  in  vernacular  as  well 

as  clinical  terms,  and  in  an  informed 

and  nonjudgmental  fashion." 


lining,  fecal-borne  pathogens,  and  HPV  or  HSV  lesions.  Lubri- 
cant on  the  the  side  of  the  barrier  in  contact  with  the  genitalia 
increases  sensation,  and  thereby  increases  user  compliance. 
Only  water-based  lubricants  should  be  used  with  latex  or  plastic 
wrap,  because  oil-based  products  may  degrade  the  integrity  of 
the  barrier.  Ideally,  sex  toys  should  not  be  shared,  however  if 
this  is  not  possible  they  should  be  well  cleaned  or  covered  with 
a  fresh  condom  if  they  are  shared  between  partners,  or  before 
moving  from  rectum  to  vagina.  Intact  skin  provides  a  good 
barrier  against  infection,  but  in  case  of  cuts  or  abrasions,  latex 
gloves  or  finger  cots  may  be  used  to  protect  the  hands.  Direct 
genital-to-genital  stimulation  (tribadism)  can  lead  to  mucosal 
exposure  to  blood,  sexual  fluids,  or  genital  lesions  making  it  an 
unsafe  practice;  genital  rubbing  against  the  intact  skin  of  the 
thigh  is  safer.  Women  engaging  in  vaginal  or  anal  intercourse 
with  a  male  partner  should  be  advised  to  use  a  condom  and 
spermicide  with  every  encounter. 

Anticipatory  guidance  about  "safer  sex"  can  provide  a  less 
threatening  way  for  clinicians  to  begin  discussion  of  sensitive 
topics  such  as  sexual  activity.  People"  s  general  awareness  of  the 
^^^^g-  AIDS  epidemic  has  normal- 

ized such  conversations  within 
the  medical  setting.  Providers 
must  become  knowledgeable 
about  the  full  range  of  human 
sexual  behavior  and  be  com- 
fortable discussing  it  in  ver- 
nacular as  well  as  clinical 
terms,  and  in  an  informed  and 
nonjudgmental  fashion. 


HIV  and  AIDS.  Most  lesbi- 
ans infected  with  HIV  are  re- 
ported  to  have  acquired  the 

virus  through  injection  drug  use.''  Clinicians  should  refer  the 
patient  for  treatment  of  chemical  dependency  and  provide 
information  about  the  importance  of  not  sharing  needles  or 
other  drug  paraphernalia  (or  at  least  cleaning  these  devices  well 
with  sodium  hypochlorite  bleach  [Clorox]  and  water  between 
use  by  different  injecting  partners).  Lesbians  are  also  at  risk  of 
contracting  HIV  through  unprotected  sexual  activity  with  male 
or  female  partners.  The  presence  of  a  concomitant  untreated 
STD  increases  transmission  risk.  The  medical  literature  reports 
only  isolated  instances  of  woman-to-woman  transmission  of 
HIV,  but  grassroots  lesbian  AIDS  projects  are  documenting 
growing  numbers  of  HIV-positive  women  whose  only  risk 
factor  was  exposure  through  an  HIV-positive  female  sexual 
partner.-"  It  is  likely  that  as  prevalence  of  HIV  among  lesbians 
increases,  so  too  will  rates  of  female-to-female  transmission. 
Health  education  messages  must  combat  the  dangerous  myth  of 
lesbian  ""immunity""  to  HIV  and  other  STDs.  Too  many  women, 
and  their  health  care  providers,  continue  to  be  unaware  of  the 
risk.  Prevention  efforts  must  be  comprehensive  and  include 
information  about  heterosexual  acti\ity.  drug-related  risks,  and 
female-to-female  transmission  of  HIV. 
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Issues  for  Men 

Gay  men's  health  issues  have  become  synonymous  with  HIV 
care  in  the  minds  of  many  chnicians.  However,  AIDS  is  by  no 
means  the  only  health  concern  of  gay  men.  Primary  care 
considerations  include  psychosocial  issues,  cancer  screening, 
and  the  prevention  and  treatment  of  hepatitis  and  other  STDs. 

HIV  and  AIDS.  The  AIDS  epidemic  has  developed  an  increas- 
ingly female  and  heterosexual  face,  but  men  who  have  sex  with 
men  continue  to  become  HIV-positive  in  alarming  numbers, 
with  youths  and  nonwhite  men  at  greatest  risk.  Counseling 
about  sexual  hami  reduction  is  an  essential  component  of 
primary  care  and  health  promotion  for  gay  men.  "Safer  sex" 
guidelines  for  men  who  have  sex  with  men  are  more  accessible 
than  guidelines  for  lesbians,  but  are  fraught  with  a  similar 
degree  of  controversy  (see  Health  Watch,  page  1 19).  It  is  most 
appropriate  to  talk  about  a  continuum  of  risk,  and  to  guide  well- 
informed  patients  in  determining  a  course  of  action  suitable  to 
their  individual  situations. 

Unprotected  receptive  anal  intercourse  (homosexual  or 
heterosexual)  is  undisputedly  the  sexual  behavior  of  highest 
risk  for  HIV  transmission.  It  can  be  made  safer  by  the  use  of 
latex  condoms  and  a  water-based  lubricant  with  spermicide. 
Mutual  masturbation  or  rubbing  the  body  against  a  partner's 
intact  skin  is  generally  regarded  as  a  low-risk  activity,  as  is  oral- 
penile  contact  with  a  condom.  There  is  disagreement  about  the 
risk  of  oral-penile  contact  without  a  condom.  Many  commu- 
nity-based AIDS  organizations,  following  the  lead  of  their 
European  counterparts,  recommend  that  "oral  sex  is  safer  sex" 
in  efforts  to  reduce  the  number  of  men  engaging  in  higher-risk 
activities. 

Research  suggests  that  the  "just  say  no"  approach  fosters 
an  all-or-nothing  attitude,  causing  people  to  assume  that  once 
they  become  sexual  at  all  they  "have  nothing  left  to  lose"  and 
might  as  well  "go  all  the  way."  Educating  patients  and  the 
general  public  to  understand  the  hierarchy  of  risk  may  lead  to 
safer  choices  being  made  and  a  reduction  in  HIV  transmission. 
Transmission  cannot  occur  when  virus  is  not  present,  therefore 
sexual  activity  between  mutually  monogamous,  seronegative 
individuals  does  not  require  "safer  sex"  precautions  unless 
other  STDs  are  present. 

STDs.  Manifestations  of  STD  infection  vary  according  to  the 
individual's  specific  sexual  practices.  A  thorough  history  is 
necessary  to  ascertain  which  sites  require  culture  (for  example 
urethra,  throat,  or  rectum). 

Proctitis  and  enteric  infections  are  more  common  in  men 
practicing  receptive  anal  intercourse.'"  Proctitis  may  be  caused 
by  Neisseria  gonorrhoeae,  HSV,  Chlamydia  trachomatis,  or 
rref>(7He;»fl/7a//;(iiOT7."  Noninfectious  proctitis  may  result  from 
trauma  or  allergy  to  latex  (condoms  or  gloves)  or  lubricants 
used.  Enteritis,  colitis,  or  proctocolitis  may  be  caused  by 
Sahnonella,  Shigellae,  Campylobacter,  Entamoeba  histolytica, 
Giardia  lamblia,  or  Ciyptosporidium.  Gastrointestinal  patho- 


gens may  be  transmitted  through  oral-anal  contact  with  an 
infected  partner. 

Important  causes  of  urethritis  in  gay  men  include  infection 
with  N.  gonorrhoeae,  C.  trachomatis,  and  Ureaplasma 
urealyticum.'°'^^  Pharyngeal  infection  with M  gonorrhoeae  can 
occur  and  may  be  inadequately  treated  by  regimens  used  for 
genital  infections.  Diagnosis  of  any  STD  implies  the  possibility 
of  exposure  to  other  agents,  including  HIV.  Patients  and  their 
sexual  partners  should  be  evaluated  and  counseled  accordingly. 
Furthermore,  the  presence  of  untreated  STDs  demonstrably 
increases  the  risk  of  HIV  transmission. 

All  forms  of  hepatitis  may  be  transmitted  between  male 
partners.  Sexually  active  gay  and  bisexual  men  who  have 
negative  serological  tests  for  hepatitis  should  receive  the  full 
course  of  hepatitis  B  vaccine.'""  Hepatitis  A  exposure  may  be 
treated  with  the  standard  protocol  of  immune  globulin  injec- 
tion. In  all  men  who  have  sex  with  men,  the  genital,  anal,  and 
perineal  areas  should  be  inspected  for  ulcerations,  abrasions, 
fissures,  abscesses,  fistulas,  thrombosed  hemorrhoids,  or  mani- 
festations of  HSV  or  HPV  (venereal  warts)  infection. 

Anal  cancer.  Gay  men,  and  particularly  those  who  are  HIV- 
positive,  are  at  risk  for  anal  cancer  related  to  HPV  infection. 
Standards  of  care  have  not  been  developed,  but  some  authorities 
recommend  annual  anoscopy  and  periodic  cytologic  screening 
for  atypia  of  the  anal  mucosa  in  high-risk  patients.  Routine 
digital  rectal  examinations  are  also  recommended.  Signs  and 
symptoms  of  anal  cancer  include  perineal  pain  or  a  sensation  of 
pressure,  a  change  in  bowel  habits,  anal  discharge  or  pruritus, 
the  passage  of  small  amounts  of  blood,  or  the  presence  of  a 
mass." 


Mental  Health  and  Social  Issues 

Mental  illness  is  no  more  common  among  lesbians  and  gay  men 
than  among  heterosexuals,  but  these  individuals  do  have  unique 
stresses  and  concerns  related  to  their  stigmatized  status  in 
society.  Gay  and  lesbian  people  are  often  the  victims  of  hate 
crimes  including  verbal  or  physical  abuse  or  attack,  damage  to 
property,  sexual  assault,  or  murder.  They  may  be  rejected  by 
family,  friends,  religious  community,  coworkers,  or  school- 
mates; may  be  denied  housing,  child  custody,  employment, 
health  care,  or  legal  representation.  Equally  devastating  are  the 
effects  of  internalized  homophobia,  which  can  lead  to  low  self- 
esteem,  isolation,  depression,  suicidality ,  .or  self-harmful  sexual 
or  substance-using  behaviors.'" 


Coming  Out 

"Coming  out"  is  the  continuum  process  in  which  an  individual 
recognizes  his  or  her  nonheterosexual  orientation.  The  stages  of 
coming  out  have  been  well  described  in  the  medical  literature, 
but  the  process  remains  unique  for  each  individual.  Coming  out 
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may  occur  in  youth,  young  adulthood,  during  midUfe,  or  in  later 
years.  Some  individuals  never  acknowledge  their  orientation  to 
others,  or  perhaps  even  to  themselves.  Others  may  acknowl- 
edge their  sexual  orientation,  but  never  reach  self-acceptance 
and  affirmation.  The  process  of  coming  out  as  gay  or  lesbian  can 
be  extremely  stressful  at  whatever  stage  of  life  it  occurs.  On  the 
other  hand,  many  individuals  feel  a  .sense  of  "coming  home" 
and  of  their  lives  finally  "making  sense."  A  thorough  and 
sensitive  history  is  needed  to  ascertain  the  issues  of  concern  for 
each  patient. 


Substance  Abuse 

As  with  other  highly  stressed  or  marginalized  populations, 
lesbians  and  gay  men  are  at  risk  for  the  use  or  abuse  of 
cigarettes,  food,  alcohol,  and  other  drugs.  The  patient  interview 
should  quantify  use  of  any  potentially  addictive  substance. 
Although  the  prevalence  of  addictive  behaviors  has  been  pos- 
ited to  be  greater  among  sexual  minorities  than  among  hetero- 
sexuals, the  research  samples  studied  have  not  been  represen- 
tative of  the  population  as  a  whole.  Most  likely,  usage  varies 
among  subpopulations  of  homo- 
sexuals, as  it  does  for  other  commu- 
nities. 

Treatment  services  for  recov- 
ery from  addiction  and  chemical 
dependency  must  be  sensitive  to  the 
needs  of  gay  and  lesbian  clients. 
Gay  and  lesbian  support  groups  al- 

low  clients  to  discuss  honestly  the  issues  that  affect  their  lives, 
and  to  develop  effective  strategies  for  coping  with  the  situations 
that  place  them  at  risk  for  substance  use.  Family  services  should 
involve  the  domestic  partner  and  significant  others  within  the 
client's  social  network.  Both  residential  and  outpatient  treat- 
ment programs  are  increasingly  available,  as  are  1 2-step  groups 
for  lesbians  and  gay  men. 


"The  high  level  of  stress  that 

accompanies  a  stigmatized 

identity  may  lead  to 

stress-related  illnesses." 


Effects  of  Stress  on  Health 

The  high  level  of  stress  that  accompanies  a  stigmatized  identity 
may  lead  to  stress-related  illnesses.  Gastric  complaints,  aller- 
gies, headaches,  and  back  pain  can  all  be  exacerbated  by  stress, 
and  often  form  the  presenting  complaint  in  the  primary  care 
setting.  Careful  questioning  may  reveal  an  underlying  concern 
that  must  be  recognized  and  dealt  with  in  order  to  successfully 
address  the  physical  condition.'" 


Gay  and  Lesbian  Families 

Gay  and  lesbian  families  may  include  an  intimate  life  partner, 
a  previous  spouse  or  romantic  partner,  an  extended  network  of 
friends  and  associates   and  members  of  the  family  of  origin. 


Assessment  of  the  presence  and  quality  of  the  supportive 
relationships  available  to  the  patient  is  part  of  a  thorough  social 
history. 

Many  lesbian  and  gay  families  include  children  from  the 
previous  heterosexual  relationships  of  one  or  both  partners,  or 
through  adoption,  foster  parenting,  donor  insemination,  or 
heterosexual  intercourse  for  the  purpose  of  conception.  Pri- 
mary care  clinicians  may  be  consulted  for  fertility  testing, 
insemination,  and  prenatal  and  pediatric  care.  Women  planning 
self-insemination  with  fresh  semen  donated  by  a  friend  or 
acquaintance  should  be  advised  about  the  potential  for  HIV 
transmission.  Many  lesbians  have  historically  relied  on  sperm 
from  gay  male  friends,  often  forming  extended  family  networks 
based  on  these  relationships.  Potential  sperm  donors  should 
have  had  two  consecutive  negative  HIV  tests  six  months  apart, 
with  no  intervening  risk  activity .  Commercial  sperm  banks  may 
offer  a  more  carefully  screened  product,  but  they  may  be 
inaccessible  either  because  of  cost,  or  because  of  policies 
discouraging  lesbian  clients. 

Children  raised  in  gay  or  lesbian  households  are  no  more 
likely  to  be  homosexual  than  children  raised  by  heterosexual 
parents.  Numerous  studies  have  found  no  evidence  to  suggest 

that  the  psychosocial  development 
of  these  children  is  compromised  in 
any  way  relative  to  that  of  the  chil- 
dren of  heterosexuals.'-  In  some 
instances  guidance  may  help  both 
children  and  their  families  deal  with 
societal  homophobia  and  the  po- 
tential  negative  reactions  of  school- 
mates or  teachers.  Referral  to  gay  and  lesbian  parenting  organi- 
zations or  the  suggestion  of  relevant  books  can  be  helpful  (see 
Appendix,  page  98). 


Loss  of  a  Partner 

The  loss  of  a  partner  through  death  or  separation  is  painful  for 
anyone.  Lesbians  and  gay  men  often  must  bear  this  pain  in 
silence  and  without  the  institutional,  family,  or  community 
support  available  to  heterosexuals.  Associates  and  family  mem- 
bers who  are  unaware  of  the  nature  of  their  relationships  may 
not  understand  why  a  friend  or  relative  is  so  upset  over  her  or 
his  "roommate"  moving  out,  or  the  depth  of  grief  over  the  death 
of  someone  who  was  "just  a  friend."  Clinicians  can  offer 
guidance  and  support  throughout  the  grieving  and  readjustment 
process,  and  assist  the  patient  in  identifying  individual  and 
organizational  resources  that  might  provide  needed  assistance. 
Since  there  is  no  legal  recognition  of  homosexual  relation- 
ships, there  are  no  clear  boundaries  of  legal  protection  to  assist 
with  separation  as  there  are  in  the  case  of  heterosexual  divorce. 
Legal  protection  of  inheritance  for  a  surviving  partner  is  also 
nonexistent.  Patients  should  be  encouraged  to  consider  thjse 
issues  and  prepare  legal  documentation  of  their  wishes  regard- 
ing the  disposition  of  property. 
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Gay  and  Lesbian  Youth 


Gay  and  Lesbian  Elders 


Adolescence  is  a  time  of  exploration,  experimentation,  transi- 
tion, and  self-discovery.  The  tasks  of  adolescence  include 
achievement  of  identity,  development  of  self-esteem,  develop- 
ment of  social  skills,  and  the  formation  and  maintainence  of 
personal  relationships.  It  is  a  difficult  passage  for  any  young 
person  and  for  their  families.  Renegotiating  family  relation- 
ships, power  dynamics,  roles,  and  self-concept  can  be  im- 
mensely stressful.  In  this  setting,  the  process  of  discovering  and 
accepting  one's  self  (or  one's  child)  as  a  member  of  a  stigma- 
tized minority  can  interrupt  or  impede  the  developmental 
process.  Lesbian  and  gay  youth  must  negotiate  these  develop- 
mental tasks  without  the  benefit  of  supportive  societal  institu- 
tions, role  models,  and  the  rituals  of  passage  and  celebration 
available  to  their  heterosexual  peers.  Sexual  minority  youth  are 
engaged  in  two  simultaneous  processes:  growing  up  and  "com- 
ing out." 

Lesbian  and  gay  youth  are  at  least  three  times  more  likely 
to  commit  suicide  than  are  their  heterosexual  peers."  Many 
attempt  to  hide  or  change  their  sexual  orientation  by  dating 
people  of  the  opposite  sex.  even  (intentionally  or  unintention- 
ally) conceiving  a  child.  They  may  make  themselves  "too  busy" 
with  involvement  in  school  and  extracurricular  activities  to 
date,  or  they  may  withdraw  entirely.  Many  fail  to  develop  close 
and  trusting  relationships  because  they  fear  they  cannot  relate 
honestly  with  peers  without  risking  disclosure.  They  suffer 
isolation,  which  often  leads  to  depression  and  despair.  Sexual 
minority  youths  are  at  increased  risk  of  homelessness,  either 
because  they  run  away  from  abusive  situations  or  because  they 
are  thrown  out  of  the  home.  Once  on  the  street,  they  are  at  high 
risk  for  violence,  rape,  drug  and  alcohol  use,  STDs.  and  AIDS. 
They  are  more  likely  to  engage  in  "survival  sex"  in  exchange  for 
money,  food,  shelter,  and  drugs." 


Older  lesbians  and  gay  men  may  have  "come  out"  in  their  youth, 
at  midlife  or  in  later  years.  Some  self-identify  as  lesbian  or  gay, 
but  others  never  adopt  these  labels  despite  a  lifetime  with  same- 
sex  partners.  Individuals  whose  cultural  values  or  social  envi- 
ronment enforce  silence  about  their  relationships  may  be  at 
compounded  risk  of  isolation.  Some  gay  men  and  lesbians  who 
come  out  later  in  life  fear  rejection  by  their  children  or  grand- 
children, should  family  members  learn  of  their  homosexuality. 
The  stress  of  hiding  this  information  may  have  a  negative  effect 
on  intimate  relationships  and  self-esteem. 

The  limited  research  published  on  older  lesbians  and  gay 
men  identifies  the  key  issues  of  concern  as  discrimination  based 
on  sexual  orientation,  loneliness,  financial  worries,  age  dis- 
crimination, and  health.  However,  many  of  these  individuals 
report  that  their  gay  identity  makes  the  aging  process  easier 
because  they  can  draw  on  skills  of  self-reliance  and  psychologi- 
cal self-knowledge  that  they  developed  as  part  of  accepting 
themselves  in  their  "coming  out"  process." 


Conclusions 

Lesbians  and  gay  men  have  unique  health  concerns  that  may  go 
unaddressed  when  heterosexuality  is  assumed.  By  approaching 
all  patients  with  openness  and  respect,  clinicians  will  optimize 
the  quality  of  care  they  deliver.  Communication  will  be  en- 
hanced and  diagnoses  will  be  more  accurate  when  guided  by  I 
honest  discussion  of  relevant  factors.  Compliance  will  benefit 
from  improved  rapport  and  through  involving  the  patient's 
significant  others  in  treatment  plans.  By  offering  care  that  is 
well-informed,  inclusive,  and  respectful  of  diversity,  all  pa- 
tients are  better  served.     □ 


Acknowledgment:  Portions  of  this  article  were  adapted  from  a  handbook  on  lesbian  health  for  primary  care  providers:  Rankow 
EJ.  Women's  Health  Issues:  Planning  for  Diversity.  Available  from  the  National  Lesbian  and  Gay  Health  Association, 
Washington.  DC.  202/939-7880. 
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An  Inclusive  Approach  to  Primary  Care 
Recognizes  the  Needs  of  Gay  Men  and  Lesbians 


By  demonstrating  openness  and  acceptance,  clinicians  cre- 
ate an  environment  that  fosters  good  rapport  and  the  disclo- 
sure of  information  necessary  for  accurate  diagnosis  and 
treatment.  Using  inclusive  language  on  medical  history  forms 
and  during  the  patient  interview  sends  a  message  of  recep- 
tivity that  provides  the  clinician  with  rich  information  about  the 
important  people  in  the  lives  of  all  patients — homosexual  or 
heterosexual.  It  is  better  to  ask  about  a  patient's  "partner"  or 
"significant  relationship(s)"  rather  than  "husband"  or  "wife."  It 
is  better  to  ask  if  the  patient  is  sexually  active,  and  if  so,  "with 
men,  with  women,  or  both,"  and  to  avoid  the  assumption  that 
all  sexual  activity  supposes  a  need  for  birth  control.  (See 
"Inclusive  Language  for  Patient  Interviews,"  next  page.) 

Even  waiting  rooms  and  exam  rooms  offer  the  opportu- 
nity to  send  a  message.  Magazines  and  other  materials  can 
reflect  the  diversity  of  the  community  the  office  serves. 
Images  on  posters  and  other  decoration  should  depict  people 
of  varied  race/ethnicity,  age,  and  family  configurations.  Bro- 
chures and  other  patient  materials  should  likewise  promote 
inclusivity.  Some  offices  post  a  nondiscrimination  policy  in 
plain  view:  "We  do  not  discriminate  on  the  basis  of  race, 
national  origin,  gender,  language,  income,  age.  sexual  orien- 
tation, education,  or  disability."  A  tone  is  set  long  before  the 
physician  and  patient  come  face  to  face;  it  can  either  work  for 
the  patient  and  doctor  or  against. 

Creating  a  welcoming  clinical  environment  for  gay  and 
lesbian  families  requires  sensitivity.  Some  couples  and  indi- 
viduals will  present  openly  as  gay  men  or  lesbians  seeking 
pediatric  services.  Others,  fearing  compromised  care  or  the 
potential  loss  of  custody,  may  hide  their  sexual  orientation. 
By  signaling  an  awareness  and  acceptance  of  all  families, 
clinicians  can  create  an  environment  of  safety  that  encour- 
ages disclosure.  Using  open-ended  and  gender-neutral  ques- 
tions, and  inviting  the  participation  of  a  significant  other  can 
be  helpful.  A  partner  who  is  coparenting  the  child(ren)  should 
be  treated  with  the  same  respect  as  the  spouse  of  a  hetero- 
sexual patient.  Legal  documents  empowering  the  partner  to 
make  medical  decisions  regarding  the  couple's  children 
should  be  completed,  and  copies  entered  into  the  medical 
record.  Without  this,  the  nonbiological  (or  nonadoptive)  par- 
ent will  be  powerless  to  care  for  the  children  in  case  of  illness 
or  emergency.  Wills  should  state  who  is  to  receive  custody 
and  raise  the  children  if  the  legal  parent  dies.  In  addition,  all 
patients  should  be  encouraged  to  file  a  durable  power  of 
attorney  for  health  care  that  grants  emergency  decision- 
making and  next-of-kin  status  to  a  significant  other.  Same- 
sex  relationships  have  no  legal  protection,  and  too  often 
lesbians  and  gay  men  are  denied  access  to  or  information 
about  hospitalized  or  incapacitated  loved  ones. 

When  providing  care  to  gay  adolescents,  consider  the 
accessibility  of  clinic  location  and  hours  of  operation,  as  well 
as  billing  procedures  and  the  cost  of  services.  Many  young 
people  avoid  needed  medical  care,  including  STD  testing 
and  treatment,  because  they  fear  an  incriminating  insurance 
claim  being  posted  on  their  parents'  policy,  or  a  health  care 


provider  revealing  their  sexual  orientation  or  other  personal 
information.  By  providing  the  requisite  confidentiality,  clini- 
cians can  offer  youth  an  opportunity  to  discuss  issues  of 
concern  and  receive  needed  information  and  support. 

Youth  must  be  helped  to  respect  themselves,  and  to 
develop  the  skills  and  self-esteem  necessary  to  negotiate 
good  choices  about  drug  use  and  sexual  activity.  Many  gay 
and  bisexual  young  men  describe  a  feeling  of  inevitability 
about  HIV  infection.  They  may  engage  in  high-risk  behaviors 
to  "get  it  over  with"  and  eliminate  the  stress  of  not  knowing 
when  they  will  be  infected.  Young  women  who  partner  with 
women  may  have  heard  that  "lesbians  don't  get  AIDS"  and 
wrongly  assume  they  are  not  at  risk  regardless  of  their 
behaviors. 

Individuals  who  identify  themselves  as  gay  or  lesbian 
may  still  be  heterosexually  active  (often  with  other  gay  or 
bisexual  people),  and  those  who  identify  themselves  as 
heterosexual  may  have  a  past  or  present  history  of  same 
gender  sexual  activity.  It  is  important,  therefore,  to  make 
inclusive  and  comprehensive  information  and  guidance  about 
risk  reduction  available  to  all  youth.  Remaining  open  to  the 
full  spectrum  of  behavior  without  making  judgments  or  as- 
sumptions about  identity  can  be  a  delicate  balance.  Commu- 
nication may  be  helped  by  phrases  such  as  "You  may  or  may 
not  ever  need  this  information  [about  contraception  or  sexual 
harm  reduction]  for  yourself,  but  now  you'll  have  accurate 
information  to  share  with  your  friends  and  correct  some  of  the 
myths  that  are  out  there," or  "Many  people  have  questions 
about. ..[Y\\\  in  the  blank:  safer  sex,  sexual  orientation,  sexual 
activities,  elc.]...they  don't  realize  that..."  [supply  correct 
information].  This  approach  reassures  patients  that  their 
questions  and  experiences  are  normal  and  shared  by  many 
people.  It  offers  young  people  an  opening  to  receive  needed 
guidance  without  having  to  divulge  specific  behaviors  or 
admit  ignorance.  Empowering  youth  with  accurate  and  com- 
plete knowledge  helps  them  make  informed  choices  and 
allows  them  to  serve  as  educators  and  resource  people  for 
their  peers.  The  clinician's  willingness  and  ability  to  offer  well- 
informed  and  affirming  care  to  sexual  minority  youths  and 
their  families  is  a  valuable  health  intervention. 

Family  members  who  learn  that  their  child  or  other  loved 
one  is  not  heterosexual  may  also  need  support.  Parents, 
siblings,  and  other  relatives  may  enter  a  "closet"  of  their  own, 
experiencing  feelings  of  anger,  shame,  disgust,  fear,  or  self- 
blame.  Providing  a  nonjudgmental  environment  for  the  hon- 
est discussion  of  concerns,  and  referral  to  family  support 
organizations  can  be  a  vital  step.  Remember  that  homo- 
sexual identity  or  behavior  carries  different  meaning  and 
repercussions  in  different  cultural  contexts.  The  ethnic  origin, 
socioeconomic  class,  and  religious  background  of  each 
family  must  be  considered  in  order  to  adequately  address 
concerns. 

For  all  patients,  a  thorough  history  is  the  best  tool  in 
determining  the  important  relationships,  social  supports, 
health  risks,  and  concerns  of  each  individual. 
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Inclusive  Language  for  Patient  Interviews 


Ask  about  relationships: 

•  Are  you  involved  in  a  significant  relationship? 

•  Tell  me  about  your  living  situation.  Who  shares  the 
household  with  you? 

•  Tell  me  about  the  people  who  are  important  to  you. 
Where  do  you  get  the  most  support? 

•  Are  your  relationships  satisfying?  Are  there  any  con- 
cerns you'd  like  to  discuss? 

Asl<  about  behaviors: 

•  Are  you  sexually  active?  With  men,  with  women,  or 
with  both? 

•  Have  your  sexual  partners  in  the  past  been  men, 
women,  or  both? 

•  Do  you  have  any  need  to  discuss  birth  control? 

•  How  are  you  dealing  with  the  issues  of  "safer  sex"  and 
the  risks  of  sexually  transmitted  diseases? 

•  Are  there  any  questions  or  concerns  that  you  would  like 
to  discuss? 


Be  informative  and  reassuring 

It  is  helpful  to  preface  sensitive  questions  with  an  explanation 
about  how  the  information  guides  appropriate  care  and  to 
reassure  your  patient  about  confidentiality.  An  example  of 
such  an  explanation  is  as  follows; 

"People  who  are  at  risk  for  different  diseases  need 
different  tests  depending  on  tfieir  activities  now  and  in 
tlie  past.  I  need  to  asl<  you  some  personal  questions 
tfiat  I  asi<  ali  my  patients  about  sexuai  activity.  Tfiis 
fieips  me  give  you  tfie  best  care,  tailored  to  your 
specific  needs.  Everything  you  tell  me  will  be  kept  in 
confidence. " 
An  introduction  like  this  can  be  followed  by  detailed  ques- 
tions about  specific  sexual  practices;  age  at  first  intercourse; 
number  and  gender  of  past  and  present  partners;  any  history 
of  bartering  sex  for  money,  drugs,  food,  or  shelter;  sexual 
activity  while  under  influence  of  drugs  or  alcohol;  history  of 
sexually  transmitted  diseases;  reproductive  history;  exog- 
enous hormone  use;  etc. 


Appendix: 

Gay  and  Lesbian  Resource  Organizations 

These  national  organizations  can  provide  information,  services,  and  often  referral  to  state  and  local  resources. 


National  Lesbian  and  Gay  Health  Association 

1407SSt.,NW 

Washington,  DC  20009 

202/939-7880 


Parents  and  Friends  of  Lesbians  and  Gays  (P-FLAG) 
1011  14th  St.,  NW,  Suite  1030 
Washington,  DC  20005 
202/638-4200 


Gay  and  Lesbian  Medical  Association 

(formerly;  American  Assn.  of  Physiciansfor  Human  Rights) 

211  Church  St.,  Suite  C 

San  Francisco,  CA  941 14 

415/255-4547 

Natl.  Assn.  of  Lesbian  and  Gay  Alcoholism  Professionals 
1147S.  AlvaradoSt. 
Los  Angeles,  CA  90006 
213/381-8524 

Committee  on  Gay  and  Lesbian  Issues 
of  the  American  Psychiatric  Association 
1400  K  St.,  NW 
Washington,  DC  20005 
202/682-6097 

National  Gay  and  Lesbian  Task  Force 
2320  17th  St.,  NW 
Washington,  DC  20009 
202/332-6483 


Gay  and  Lesbian  Parents  Coalition  International 
P.O.  Box  50360 
Washington,  DC  20091 
202/583-8029 

National  Youth  Advocacy  Coalition 
1711  Connecticut  Ave.  NW,  Suite  206 
Washington,  DC  20009 
202/319-7596 

Lambda  Legal  Defense  and  Education  Fund 
666  Broadway,  12th  Floor 
New  York,  NY  10012 
212/995-8585 

CDC  National  AIDS  Hotline;  800/342-AIDS 
(Spanish;  800/344-SIDA;  TDD;  800/243-7889) 


AIDS  Clinical  Trials  Information  Service; 
800/TRIALS-A,  800/874-2572 
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The  New  Cellular  One 


Better  Coverage   •  Better  Service   •  Better  Value 

Better. 


Better  Coverage. 


In  the  past  three  years  we've  doubled  our  cell  sues  lo  make  Cellular  One  coverage  even  better.* 
So  no  matter  where  you  are,  we're  confident  you'll  notice  the  improvements. 


Better  Service. 


We've  also  increased  our  call  volume  capacity  so  your  calls  go  through.  Just  sit  back  and  enjoy 
our  System  2000  Network  Enhancements — and  the  more  dependable  service  they've 


helped  us  create. 


Better  Value. 


Add  m  the  fact  that  we  nov/  have  a  variety  of  special  rate  plans  and 
cellular  accessories  and  things  get  even  better.  Now  your  calls  are 
clearer  in  more  places,  and  you  can  spend  less  to  make  those 
calls.  Which  is  why  more  and  more  people  use  Cellular  One 

every  day. 


li^ 


"^m^ 


X 


^■SP^ 


^ 


A 


^^j 


Better  Coverage 


Service 


Better  V  a  l  u  e 


National 

Cellular  One 

Network 

No  Annual 
Contract  Options 

System  2000 

Network 

Enhancements 

To  find  put  more  about 
Cellular  One  Service  call 

1-800 -Tl?- CELL 

GELUULAROWr 

^  BcUa  covaagc  rt/ris  to  incrcasal  cdl  ,si(fs  in  ihc  CTE  Molnlncl  Soulhcuit  uiai,  8/31/93-12/31/96.  Better  scn'itc  lejcis  to 
imrcased  number  oj  channels  in  the  Soulhcast,  S/31/93-12/3U96. 

Taste  and  Smell 

Neglected  Senses  That  Contribute 
to  the  Malnutrition  of  AIDS 


Alison  E.  Heald,  MD,  and  Susan  S.  Schiffman,  PhD 


Malnutrition  and  weight  loss  are  characteristic  symptoms  of 
HIV  infection  and  AIDS.'  Weight  loss  may  be  a  result  of 
undernutrition  or  of  cachexia,  the  pattern  of  wasting  associated 
with  malignancy,  chronic  disease,  or  chronic  infection.  Cachexia 
includes  a  component  of  hypermetabolism  so  that  weight  loss 
occurs  even  with  adequate  or  increased  nutrient  intake.  Cachexia 
is  characterized  by  loss  of  lean  body  mass  and  increased 
cytokine  (tumor  necrosis  factor,  interleukin  1,  interleukin  6) 
production;  resting  energy  expenditure  and  metabolic  rate  are 
increased  or  normal. 

Undernutrition,  on  the  other  hand,  occurs  as  a  result  of 
reduced  oral  intake  or  malabsoiption  (which  makes  nutrients 
unavailable).  Undernutrition  in  AIDS  may  lead  to  macronutri- 
ent  deficiency  (protein-calorie  malnutrition),  but  micronutrient 
deficiency  can  also  occur.  In  undernutrition,  compensatory 
mechanisms  come  into  play — the  metabolic  rate  decreases  and 
body  fat  is  used  preferentially,  with  sparing  of  lean  body  mass. 
HIV-associated  wasting  is  an  increasingly  common  initial 
manifestation  of  AIDS,-  and  nearly  everyone  dying  of  AIDS 
experiences  wasting  at  the  end. 

Calorie  intake  (and,  therefore,  nutritional  status)  is  known 
to  be  affected  by  the  senses  of  taste  and  smell'  Disturbances  of 
these  chemosensory  functions  occur  in  many  diseases,  includ- 
ing HIV  infection.  Chemosensory  disorders  may  play  a  primary 
role  in  the  pathogenesis  of  HIV-associated  wasting,  or  a  sec- 
ondary role  leading  to  further  compromise  of  nutritional  status. 

Perceptions  of  taste  and  smell  normally  initiate  what  are 
called  cephalic  phase  reflexes,  a  series  of  physiologic  events 
that  optimize  nutrient  absorption  from  the  gastrointestinal  tract. 
Cephalic  phase  reflexes  lead  to  increased  salivary  secretion, 
increased  gastric  secretion  of  pepsinogen  and  hydrochloric 


Dr.  Heald  is  with  the  Division  of  Infectious  Diseases,  and  Dr. 
Schiffman  is  with  the  Department  of  Psychiatry,  Duke  University 
Medical  Center,  Durham  27710. 


acid,  augmented  pancreatic  endocrine  and  exocrine  function, 
and  improved  absorption  of  sucrose.^  Since  the  senses  of  smell 
and  taste  normally  play  a  major  role  in  the  optimal  utilization  of 
nutrients,  chemosensory  losses  and  distortions  may  impair 
nutritional  status  in  HIV-infected  patients. 


Normal  Taste  and  Smell 

To  understand  alterations  in  taste  and  smell,  we  need  to  review 
the  anatomy  and  physiology  of  these  senses.  Taste  is  mediated 
through  the  taste  buds,  each  of  which  consists  of  40-50  modi- 
fied epithelial  cells  arranged  to  form  pear-like  structures  dis- 
tributed over  the  tongue  and  pharynx.  The  tips  of  the  taste  cells 
are  arranged  around  a  taste  pore.  Several  microvilli  or  "taste 
hairs'"  protrude  outward  from  the  tip  of  each  cell  into  the  taste 
pore  and  provide  the  receptor  surface  for  taste.  Taste  cells  are 
constantly  being  renewed,  and  have  a  life  span  of  about  1 0  days. 
Adults  have  about  10,000  taste  buds,  most  of  which  are  found 
on  the  tongue  on  small  structures  called  papillae.  The  circum- 
vallate  papillae  form  a  V-like  pattern  on  the  back  of  the  tongue. 
The  fungiform  papillae  are  scattered  over  the  anterior  surface  of 
the  tongue,  and  the  foliate  papillae  are  located  in  clefts  on  the 
side  of  the  tongue.  (The  filiform  papillae  covering  the  tongue  do 
not  contain  taste  buds.)  Additional  taste  buds  are  found  on  the 
soft  palate,  pharynx,  larynx,  epiglottis,  uvula,  and  upper  esopha- 
gus. 

Taste  buds  use  several  pathways  to  transmit  sensations  to 
the  central  nervous  system  (Figure  lA,  next  page):  those  on  the 
anterior  two-thirds  of  the  tongue  use  the  chorda  tympani  of  the 
facial  nerve  (seventh  cranial  nerve);  those  on  the  posterior 
tongue  and  mouth,  the  lingual  branch  of  the  glossopharyngeal 
nerve  (ninth  cranial  nerve);  those  on  the  epiglottis  and  larynx 
and  upper  esophagus,  the  vagus  nerve  (tenth  cranial  nerve). 
Taste  impulses  travel  over  these  cranial  nerves  to  the  nucleus  of 
the  solitary  tract  in  the  medulla.  From  there,  they  project  to  the 
thalamus  and  then  to  the  cortical  taste  area,  located  in  the  lower 
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tongue 


glossopharyngeal 
nerve 


tip  of  the  post  central  gyrus 
and  operculorinsular  area  of 
the  parietal  cortex. 

The  sensory  receptors  for 
smell  lie  in  the  olfactory  mem- 
brane, which  lines  the  supe- 
rior part  of  each  nostril.  The 
olfactory  cells  are  bipolar 
nerve  cells  derived  directly 
from  the  central  nervous  sys- 
tem; 100  million  of  them  lie 
interspersed  between  support- 
ing cells  in  the  olfactory  mem- 
brane. The  mucosal  end  of  the 
olfactory  cell  forms  a  knob 
from  which  6-12  olfactory 
hairs  or  cilia  project  into  the 
mucus  coating  the  nasal  mem- 
branes. Like  taste  cells,  the 
olfactory  cells  are  constantly 
being  renewed,  with  a  life  span 
of  about  30  days.  Olfactory 
cells  are  depolarized  when 
odorant  substances  bind  to 
protein  molecules  protruding 
through  the  membrane  of  cilia. 

Nerves  from  the  olfac- 
tory epithelium  (Figure  1 B ,  at 
right)  pass  through  the  cribri- 
form plate  of  the  ethmoid  bone 
to  form  connections  in  an  out- 
growth of  brain  tissue  called 
the  olfactory  bulb  (first  cra- 
nial nerve).  From  the  olfac- 
tory bulb,  the  olfactory  tract 
enters  the  brain  and  divides 
into  two  pathways  leading  to 
the  medial  and  lateral  olfac- 
tory areas.  The  medial  olfac- 
tory area,  located  in  the 
midbasal  portions  of  the  brain 
anterior  and  superior  to  the 
hypothalamus,  forms  what  in 
evolutionary  terms  is  called 
the  "very  old  olfactory  sys- 
tem." It  controls  basic  olfac- 
tory reflexes  like  licking  the 
lips  and  salivating  in  response 

to  smell.  The  lateral  olfactory  area,  located  in  the  prepyriform 
and  pyriform  cortex  and  the  cortical  portion  of  the  amygdaloid 
nuclei,  forms  an  "old  olfactory  system"  and  a  "newer  olfactory 
system."  The  "old  olfactory  system"  subserves  learned  likes 
and  dislikes  of  food,  including  aversion  to  toxic  and  unhealthy 
foods.  The  "newer  olfactory  pathway"  allows  for  conscious 
analysis  of  odor. 
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Fig  1:  Neural  connections  of  taste  (A)  and  smell  (B) 


Taste  and  Smell  Losses  in  HIV  Infection 

Several  recent  reports  have  found  that  smell  sensation  may  be 
lost  in  HIV  infection.'"'  Brody  et  al'  measured  the  ability  of  42 
HIV-infected  patients  to  identify  odors  and  compared  their 
performance  to  that  of  37  healthy  age-  and  sex-matched  indi- 
viduals. They  used  the  University  of  Pennsylvania  Smell  Iden- 
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tification  Test,  which  evaluates  the  abiUty  of  sub- 
jects to  identify  common  odors  using  a  four-item 
word  list.  HIV-infected  patients  (both  asymptomatic 
and  symptomatic)  scored  significantly  lower  than 
control  subjects. 

Hornung  et  aF  used  the  Pennsylvania  test  to 
study  50  HIV-infected  patients.  They  concluded  that 
16  of  their  subjects  were  either  hyposmic  (had  re- 
duced sense  of  smell)  or  anosmic  (had  no  sense  of 
smell).  Reduced  olfactory  perception  was  not  related 
to  age,  presence  of  symptoms,  presence  of  fatigue, 
HIV  risk-factors,  or  CD4-f  lymphocyte  count. 

Razani  et  aF  found  that  the  threshold  for  butanol 
detection  was  elevated  in  15  patients  with  AIDS 
dementia  compared  to  1 5  HIV-infected  patients  with- 
out dementia  and  1 9  HIV-negati  ve  subjects.  Lehrner 
et  al^  found  mild  impairment  of  odor  identification, 
odor  memory,  and  perception  thresholds  for  butanol 
in  18  HIV-infected  subjects  with  CD4  cell  counts  of 
240/mm'  to  700/mm-  and  19  HIV-infected  subjects 
with  <170  CD4  cells/mm'  compared  to  18  controls. 
Olfactory  impairment  seemed  to  increase  as  immu- 
nodeficiency worsened. 

In  a  study  of  25  healthy  HIV-infected  subjects 
with  CD4-I-  lymphocyte  counts  below  100,  Mattes  et 
al'  noted  some  combination  of  chemosensory  alter- 
ation in  72%  (increased  sensitivity  in  32%,  de- 
creased sensitivity  in  32%  and  distortions  of  sensa- 
tion in  32%).  Seventy  percent  of  patients  with  taste 
disorders  indicated  that  one  of  the  medications  they 
were  using  exacerbated  their  problem,  but  there  were 
no  significant  differences  between  patients  and  con- 
trols in  taste  identification  ability  or  intensity  ratings. 
Three  HIV-infected  subjects  had  markedly  decreased 
odor  identification  scores,  but  the  group  mean  was 
similar  to  controls. 

We  recently  evaluated'"  the  degree  to  which  40  subjects 
infected  with  HIV  had  lost  taste  and  smell  function  compared 
to  40  healthy  subjects  matched  for  age,  sex,  race,  smoking 
behavior,  and  number  of  years  of  education.  Chemosensory 
evaluation  consisted  of:  detection  of  taste  and  smell  thresholds; 
tests  of  taste  and  smell  memory,  tests  of  taste  and  smell 
discrimination;  and  taste  and  smell  identification  tasks.  These 
tests  allowed  us  to  evaluate  both  peripheral  and  central  nervous 
system  components  of  chemosensory  functioning  (threshold 
experiments  provide  information  about  the  viability  of  periph- 
eral taste  and  olfactory  nerves  and  receptors;  recognition 
memory,  discrimination,  and  identification  experiments  assess 
central  chemosensory  processing  in  the  hippocampus,  amygdala, 
and  pyriform  cortex).  We  found  highly  significant  differences 
between  experimental  and  control  subjects  in  taste  detection 
thresholds  for  glutamic  acid  and  quinine  hydrochloride,  in 
smell  detection  threshold  for  menthol,  and  in  the  taste  identifi- 
cation task.  Overall,  the  results  suggest  abnormalities  in  both 
the  peripheral  and  central  nervous  systems,  as  well  as  subjective 


"Oropharyngeal  candidiasis  and 
other  oral  disorders  can  cause  of  loss 
of  taste.  Opportunistic  infections  and 

neoplasms  of  the  nervous  system 
may  affect  taste  and  smell." 
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Fig  2:  Causes  of  taste  and  smell  losses  in  HIV  Infection 


distortion  of  taste  and  smell.  We  did  not  establish  a  significant 
correlation  between  CDC  classification  of  HIV  infection  sever- 
ity and  taste  and  smell  function,  but  trends  did  suggest  that 
function  worsens  as  HIV  disease  progresses. 


Medication  Use  and 
Loss  of  Taste  and  Smell 

Studies  demonstrating  the  presence  of  taste  and  smell  abnor- 
malities in  HIV-infected  patients  do  not  elucidate  the  reasons 
for  these  losses.  In  fact,  the  reasons  are  probably  quite  diverse 
(Figure  2,  above),  although  both  experimental  and  clinical 
reports  indicate  that  medications  are  a  major  cause  of  chemosen- 
sory dysfunction."  HIV-infected  persons  certainly  need  and 
use  multiple  medications.  One  study'-  showed  that  patients 
with  AIDS  used  an  average  of  7. 1  drugs  per  month  on  a  regular 
basis  (14%  of  them  used  more  than  10)  in  addition  to  the 
medications  given  as  part  of  the  study  protocols.  Patients  with 
AIDS-related  complex  or  with  asymptomatic  HIV  infection 
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used  3. 1  and  2.7  medica- 
tions per  month,  respec- 
tively. 

Many  drugs  pre- 
scribed for  HIV-infected 
patients  have  been  asso- 
ciated with  taste  losses 
(Table  1,  right).  Antimi- 
crobial drugs  such  as  am- 
photericin B,  ampicillin, 
metronidazole,  and  tetra- 
cyclines can  cause  a  loss 
or  distortion  of  taste." 
Nebulized  pentamidine, 
used  as  prophylaxis  and 
treatment  ioT  Pneumocys- 
tis carina  pneumonia,  can 
cause  a  metallic  taste." 
All  protease  inhibitors 
cause  significant  taste  dis- 
tortions." 

Medications  alter 
taste  perception  in  sev- 
eral ways."  They  may  be 
secreted  into  the  saliva  at 
levels  high  enough  to  ad- 
versely modify  the  nor- 
mal mechanism  of  taste 
sensation  production  and 
transmission,  or  they  may 
produce  a  taste  of  their 
own.  Taste  mechanisms 
subject  to  alteration  by 
drugs  include  sodium 
channels,  potassium 
channels,  and  the  adeny- 
late cyclase  and  phos- 
phatidyl-inositol second 
messenger  systems  of 
taste  buds.  Furthermore, 
medications  may  cross 
the  blood-brain  barrier  to 
directly  affect  impulse 
processing  in  the  nucleus 
of  the  solitary  tract;  they 

may  modify  the  permeability  of  taste  cell  membranes;  or  they 
may  alter  the  turnover  of  taste  or  smell  cells. 


Other  Reasons  for  Loss  of 
Taste  and  Smell  In  HIV  Infection 

Figure  2  shows  a  variety  of  causes  of  abnormal  taste  and  smell 
function  in  HIV-infected  patients.  HIV-infected  patients  often 
have  sinusitis,  which  diminishes  the  sense  of  smell  by  blocking 


Table  1 :  Taste  disorders  associated  with  HIV  medications 

Classification/use 

Medication 

Taste  disorder 

Antiretrovirals 

Zidovudine  (Retrovir^") 

Taste  perversion''' 

Didanosine  (Videx'^'^) 

Taste  perversion'"" 

Zaicitabine  (Hivid™) 

Decreased  taste,  loss  of 
taste,  taste  pen/ersion'^ 

Stavudine  (Zerit™) 

Lamivudine  (Epivir^") 

Antivirals 

Acyclovir  (Zoviraxi^") 
Ganciclovir  (Cytovene^") 
Foscarnet  (Foscavir^") 

Medication  taste"* 

Protease  inhibitors 

Saquniavir  (Invirase^"^) 

Taste  alteration" 

Ritonavir  (Norvir^") 

Taste  perversion,  anorexia'" 

Indinavir  (Crixivan™) 

Taste  perversion'" 

Antibiotics 

Trimethoprim/ 
sulfamethoxazole 
(Bactrim™,  Septra™) 

Pentamidine  isethionate 

Bad  (metallic)  taste. 

(Pentam™,  Nebupent™) 

loss  of  taste'^ 

Dapsone 

Atovaquone  (Mepron^") 

Taste  perversion'" 

Clarithromycin  (Biaxin^") 

Abnormal  taste,  taste 
perversion'" 

Azithromycin  (Zithromax™) 

Ethambutol  hydrochloride 

Metallic  phantogeusia'° 

(Myambutol™) 

Rifabutin  (Mycobutin™) 

Taste  perversion'" 

Clofazimine  (Lamprene™) 

Taste  disorder'" 

Pyrimethamine  (Daraprim™) 

Sulfadiazine 

Clindamycin  (Cleocin^") 

Unpleasant  or  metallic  taste'" 

Antifungals 

Clotrimazole  (Mycelex™) 
Fluconazole  (Diflucan™) 
Ketoconazole  (NizoraF'^) 
Itraconazole  (Sporonox"^") 

Amphotericin  B  (Fungizone™) 

Hypogeusia;  ageusia; 
occasional  phantogeusia'" 

Anti-inflammatories 

Dexamethasone  (Decadron^") 

Lessened  detection  of  taste 
differences'^ 

nasal  passages.  Oropharyngeal  candidiasis  and  other  oral  disor- 
ders can  cause  of  loss  of  taste."  Opportunistic  infections  and 
neoplasms  of  the  nervous  system  may  affect  taste  and  smell.  A 
form  of  HIV  encephalopathy  that  preferentially  affects  the 
amygdala,  hippocampus,  and  frontal  and  temporal  cortex  may 
alter  smell  and  taste  perception.""  Some  studies  have  found  that 
loss  of  olfaction  is  more  pronounced  in  patients  with  AIDS 
dementia.  Finally,  cranial  and  peripheral  neuropathies  capable 
of  disrupting  chemosensation  may  result  from  HIV  infection 
directly,  or  from  secondary  infections  such  as  cytomegalovirus. 
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Potential  Interventions 

The  use  of  flavor  enhancers  is  the  most  promising  way  to  treat 
HIV-infected  patients  whose  loss  of  taste  and  smell  sensation 
impairs  nutrition.  Flavor  enhancers  are  preparations  of  odorous 
molecules  that  intensify  the  natural  flavor  of  foods.  These 
odorous  molecules  are  natural  ingredients  of  food  products  and 
concentrated  preparations  are  available  commercially.  They 
are  primarily  odors,  are  virtually  tasteless,  and  contain  no 
sodium  chloride,  monosodium  glutamate,  or  sweeteners.  Fla- 
vor enhancers  can  be  obtained  commercially  from  International 
Flavors  and  Fragrances,  Givaudan-Roure  Corp.,  Firmenich, 
Inc.,*  and  other  companies. 

A  recent  study  of  elderly  retirement  home  residents  with 
extensive  taste  and  smell  loss"  demonstrated  that  flavor  en- 
hancement led  to  increased  food  intake  and  increased  B-  and  T- 
lymphocyte  counts.  For  three  weeks,  39  elderly  (age  84.6+5.1 
years)  subjects  ate  either  an  unenhanced  institutional  diet  or  an 
identical  diet  enhanced  by  added  intense  flavors;  after  three 
weeks  the  diets  were  reversed.  Daily  food  intake  was  measured 
and  its  nutritional  composition  calculated.  Physical  and  bio- 
chemical measures  of  health  status  (obtained  at  the  beginning 
of  the  study  and  following  the  unenhanced  and  enhanced  diet 

*  Resources  include:  International  Flavors  and  Fragrances,  Inc.,  521  W.  57th 
St.,  New  York,  NY  10019,  212/765-5500;  Givaudan-Roure  Corp.,  100 
Delawanna  Ave.,  P.O.  Box  5034,  Clifton,  NJ  07015.  201/365-8122;  and 
Firmenich,  Inc.,  P.O.  Box  5880,  Princeton  NJ  08543.  609/452-1000. 


periods)  included:  weight,  height,  midarm  circumference,  tri- 
ceps skinfold  thickness,  somatomedin-C/insulin-like  growth 
factor  I.  serum  transferrin  levels,  total  T-  and  B-lymphocyte 
counts,  and  routine  blood  chemistries.  Hand  grip  strength  and 
pinch  strength  were  measured  in  a  subgroup  of  participants. 
There  were  three  major  findings:  1 )  elderly  persons  ate  more 
when  food  was  flavor-enhanced;  2)  consumption  of  flavor- 
enhanced  food  was  associated  with  increased  counts  of  B-  and 
T-lymphocytes,  independent  of  nutrient  intake  or  biochemical 
status;  and  3)  grip  strength  was  improved  after  three  weeks' 
consumption  of  flavor-enhanced  foods.  These  results  lead  us  to 
believe  that  flavor  enhancement  might  be  helpful  in  treating 
HIV-associated  weight  loss. 


Summary 

Taste  and  smell  loss  (due  to  medications,  oral  pathology  such 
as  candidiasis,  and  peripheral  or  central  nervous  system  dis- 
ease) are  well  documented  in  HIV-infected  people.  These 
chemosensory  abnormalities  can  impair  food  intake  and  con- 
tribute to  wasting.  An  understanding  of  the  how  medications 
affect  the  senses  of  taste  and  smell  may  allow  clinicians  to 
choose  medications  based  in  part  on  these  side  effects.  Mean- 
while, the  use  of  flavor  enhancers  to  improve  food  intake  may 
help  the  nutrition  of  patients  who  have  suffered  taste  and  smell 
losses.     □ 
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Brain  Biopsy  for  HIV-infected 
Patients  With  Intracranial  Lesions 


Alison  E.  Heald,  MD 


Neurologic  complications  are  common  in  patients  infected  with 
the  human  immunodeficiency  virus  (HIV).  They  account  for 
the  presenting  symptoms  in  up  to  10%  of  patients,  and  develop 
subsequently  in  40%-60%  of  patients.  Autopsy  estimates  of  the 
prevalence  of  neurologic  complications  are  even  higher. 

The  neurologic  manifestations  of  HIV  are  myriad,  affect- 
ing both  the  central  and  peripheral  nervous  systems.  They  can 
be  caused  by  a  variety  of  underlying  processes:  opportunistic 
infections,  malignancy,  or  even  HIV  infection  itself.'^  A  com- 
mon clinical  presentation  is  that  of  a  patient  with  neurologic 
signs  and  symptoms  and  focal  lesion(s)  on  computerized  to- 
mography (CT)  or  magnetic  resonance  (MR)  imaging. 


A  Typical  Case 

A  35-year-old,  HIV-infected  man  had  had  cryptococcal  menin- 
gitis, successfully  treated  three  years  earlier  with  amphotericin 
B  and  fluconazole.  For  six  months  he  had  been  known  to  have 
a  positive  IgG  titer  for  toxo- 
plasma. Now  he  complained  of 
intennittent  dizziness,  unsteadi- 
ness on  his  feet,  and  general- 
ized weakness  that  had  been 
present  for  about  two  weeks. 
He  was  taking  zidovudine,  200 
mg  three  times  a  day;  double- 
strength  trimethoprim/sulfa- 
methoxazole, one  tablet  three 
times  a  week;  and  fluconazole, 
200  mg  daily.  Neurologic  ex- 
amination showed  normal  men- 
tal status,  intact  cranial  nerve 
function,  normal  motor  strength, 
and  normal  sensation.  He  had 


an  unsteady,  wide-based  gait  and  a  positive  Romberg  sign.  CT 
scan  of  the  head  showed  multiple,  ring-enhancing  lesions  with 
associated  edema  in  both  the  right  and  left  frontal  and  temporal 
lobes  and  the  left  cerebellum  (Figure  1 ,  below ).  His  most  recent 
CD4  lymphocyte  count  was  27  per  mm'  (normal  range:  400- 
1400  per  mm').  The  differential  diagnosis  consists  of  cerebral 
toxoplasmosis  versus  primary  central  nervous  system  lym- 
phoma. We  will  return  to  his  case  shortly. 


Cerebral  Toxoplasmosis 

Toxoplasma  gondii  is  the  most  common  cause  of  cerebral  mass 
lesions  in  AIDS  patients.  Infection  results  from  reactivation  of 
previously  acquired  with  T.  gondii,  a  ubiquitous  protozoan 
whose  definitive  host  is  the  cat.  Toxoplasma  infection  is  usually 
asymptomatic  in  individuals  with  intact  immunity,  but  cysts  of 
T.  gondii  persist  in  the  central  nervous  system  and  in  extraneural 
tissues  after  infection.  Reactivation  of  these  cysts  can  cause 


Dr.  Heald  is  with  the  Division  of 
Infectious  Diseases,  Box  3284, 
Duke  University  Medical  Cen- 
ter, Durham  27710. 


Fig  1:  Computerized  tomography  scan  of  the  head  with  contrast  demonstrating  multiple  ring- 
enhancing  lesions  in  the  left  cerebellum  and  both  frontal  lobes  of  a  35-year-old  male  with  AIDS 
and  new-onset  ataxia. 
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disease  in  patients  with  progressive  immune  dysfunction  as 
occurs  in  HIV  infection.^ 

Symptoms  of  cerebral  toxoplasmosis  typically  develop 
gradually  over  a  period  of  days  to  weeks  and  include  headache, 
mental  confusion,  fever,  lethargy,  and  seizures.  Physical  ex- 
amination may  show  an  abnormal  level  of  consciousness  or 
neurologic  signs  such  as  hemiparesis,  ataxia,  or  cranial  nerve 
palsies.  Serum  IgG  antibodies  to  T.  gondii  are  positive  in  90%- 
95%  of  cases,  indicating  previous  infection.  CT  or  MR  scans 
typically  show  multiple,  ring-enhancing  lesions  with  surround- 
ing edema,  located  in  the  basal  ganglia  or  cortex.  Measurement 
of  IgM  antibodies  to  T.  gondii  is  not  helpful  because  the  test  is 
not  positive  in  cases  of  reactivation  of  remote  infection,  and  is 
only  rarely  positive  in  the  uncommon  event  of  primary  toxo- 
plasmosis occurring  in  an  immunocompromised  patient.  Sero- 
logic evaluation  of  cerebral  spinal  fluid  is  not  helpful. "" 

Cerebral  toxoplasmosis  is  usually  treated  with  py- 
rimethamine plus  either  sulfadiazine  or  clindamycin.  The  ini- 
tial dose  of  pyrimethamine  is  100  mg,  given  by  mouth  twice 
daily  for  one  day,  followed  by  50-100  mg  daily  (usually 
accompanied  with  folinic  acid  to  prevent  the  bone  marrow 
toxicity  of  pyrimethamine).  The  dose  of  sulfadiazine  is  1 00  mg/ 
kg  (4-8  gm)  daily,  given  either  orally  or  intravenously.  If  there 
is  difficulty  obtaining  sulfadiazine,  or  if  the  patient  develops 
side  effects,  clindamycin  can  be  used  in  doses  of  450  mg  three 
times  daily  by  mouth  or  600  mg  four  times  daily  intravenously. 
Patients  may  require  phenytoin  for  seizures,  and  steroids  such 
as  dexamethasone  if  significant  edema  is  apparent  on  CT  or  MR 
scan.  Response  to  therapy  is  usually  good,  and  typically  occurs 
in  7-14  days.  Treatment  should  continue  at  high  doses  for  3-6 
weeks,  then  at  a  lower  dose  indefinitely  to  prevent  recurrence.'' 

Primary  Central  Nervous 
System  Lymphoma 

Primary  central  nervous  system  (CNS)  lymphoma,  a  rare  dis- 
ease in  immunocompetent  hosts,  has  become  more  common 
with  the  advent  of  the  AIDS  epidemic.  Patients  generally 
present  late  in  the  course  of  HIV  infection,  when  the  CD4  cell 
count  has  fallen  to  less  than  50  cells/mm'.  The  incidence  of  this 
opportunistic  neoplasm  is  also  increased  in  patients  with  con- 
genital immunodeficiencies  and  in  those  receiving  immuno- 
suppressive therapy  for  organ  transplantation.  There  is  mount- 
ing evidence  that  Epstein-Barr  virus  plays  a  role  in  the  malig- 
nant transformation  of  lymphocytes;  viral  genes  have  been 
found  in  lymphoma  cells  of  patients  with  AIDS  and  other 
immunodeficiencies.' 

Symptoms  of  primary  CNS  lymphoma  are  similar  to  those 
of  toxoplasmosis:  focal  neurologic  deficits,  seizures,  headache, 
cranial  nerve  palsies,  and  altered  mental  status.  Systemic  symp- 
toms such  as  fever  and  weight  loss  may  occur.  CT  or  MR  scans 
typically  demonstrate  single  or  a  small  number  of  periventricular, 
enhancing  lesions  with  associated  edema." 

Treatment  consists  of  whole  brain  radiation  and  dexam- 


ethasone. Untreated,  the  prognosis  is  poor,  with  a  median 
survival  of  less  than  one  month.  With  treatment,  complete 
remission  occurs  in  20%-50%  of  patients,  and  remarkable 
improvement  in  up  to  75%  of  patients.  Despite  the  initial 
promise,  responses  are  transient  and  survival  is  limited  to  4-5 
months.''"* 


Progressive  Multifocal 
Leukoencephalopathy 

Progressive  multifocal  leukoencephalopathy  (PML)  is  ademy- 
elinating  disease  of  the  central  nervous  system  caused  by 
infection  of  oligodendrocytes  with  JC*  virus.  It  occurs  in 
approximately  4%  of  HIV-infected  persons.  The  three  most 
commonly  observed  presentations  of  PML  are  weakness  (in- 
cluding hemiparesis,  monoparesis,  hemiplegia,  or  even  quad- 
riplegia),  visual  deficits  (blurring,  homonymous  hemianopsia, 
diplopia,  and  even  cortical  blindness),  and  cognitive  dysfunc- 
tion (dementia,  personality  change,  confusion,  decreased 
memory,  decreased  attention  span ). ' '  Other  motor  dysfunctions 
include  ataxia,  bradykinesia,  and  rigidity. 

The  diagnosis  of  PML  is  usually  made  by  finding  an 
appropriate  clinical  presentation  and  a  typical  appearance  on 
images  of  the  central  nervous  system.  CT  scans  show  focal, 
hypodense  white  matter  lesions  that  do  not  enhance  with 
contrast  and  do  not  show  a  mass  effect.  MRI  typically  reveals 
hyperintense  T2-weighted  images  that  do  not  enhance  with 
contrast  (although  there  are  occasional  exceptions). '- 

There  is  no  clearly  effective  therapy  for  PML.  Anecdotal 
reports  suggest  that  cytosine  arabinoside  ( ARA-C,  cytarabine) 
may  be  of  benefit  in  some  cases.  Zidovudine,  interferon,  hep- 
arin, and  prednisone  have  been  tried,  but  there  is  no  evidence  to 
suggest  that  they  are  helpful.'^  The  usual  approach  consists  of 
supportive  therapy  and  ARA-C  in  selected  patients  or  as  part  of 
a  protocol. 


Other  Etiologies 

Other  infectious  and  malignant  causes  of  focal  mass  lesions 
have  been  described. "  "  Treatable  infectious  etiologies  include 
focal  tuberculosis,  cryptococcus,  syphilis,  atypical  mycobacte- 
ria, nocardia,  and  bacterial  brain  abscess.  Malignant  causes 
include  metastatic,  systemic  non-Hodgkin's  lymphoma,  glio- 
mas, adenocarcinoma,  and  melanoma.  Therapy  for  these  is 
aimed  at  the  specific  cause  of  the  focal  brain  lesion. 


Establishing  a  Diagnosis 

Distinguishing  the  cause  of  brain  masses  is  important  because 

*  Author' s  note:  The  letters  "JC"  in  "JC  vims"  stand  for  the  initials  of  the  first 
patient  in  whom  the  virus  was  identified. 
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treatment  varies  greatly  depending  on  etiology.  Most  focal 
CNS  lesions  in  AIDS  patients  are  caused  by  cerebral  toxoplas- 
mosis, primary  CNS  lymphoma,  or  PML.  PML  can  usually  be 
identified  from  its  clinical  presentation  and  the  lack  of  enhance- 
ment of  or  edema  surrounding  the  lesions  on  CT  or  MR  scan. 
Separating  cerebral  toxoplasmosis  from  primary  CNS  lym- 
phoma is  more  problematic.  In  general,  the  lesions  of  cerebral 
toxoplasmosis  tend  to  be  multiple  and  involve  the  basal  ganglia 
and  cortex,  whereas  the  lesions  of  primary  CNS  lymphoma  are 
single  or  few  in  number  and  are  periventricular.  There  is, 
however,  considerable  overlap.  The  relative  likelihood  of  cere- 
bral toxoplasmosis  depends  on  the  underlying  prevalence  of  T. 
gondii  infection  in  the  population.  In  areas  of  high  prevalence 
such  as  western  Europe  or  Africa,  25%-50%  of  HIV-infected 
patients  develop  cerebral  toxoplasmosis.'*  In  the  United  States, 
where  infection  with  T.  gondii  is  much  less  common,  cerebral 
toxoplasmosis  has  been  reported  in  only  l%-5%  of  patients 
with  AIDS. 

Figure  2  shows  an  algorithm  for  the  diagnosis  of  focal  brain 
lesions  in  HIV-infected  patients.  Because  toxoplasmosis  is 
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both  relatively  common  and  highly  treatable,  patients  with 
mass  lesions  and  a  positive  test  for  IgG  antibodies  to  T.  gondii 
are  usually  treated  empirically  for  toxoplasmosis.  The  symp- 
toms of  cerebral  toxoplasmosis  respond  within  7-10  days,  and 
the  mass  lesions  on  CT  or  MR  scan  shrink.  One  pitfall  of  this 
approach  is  the  use  of  corticosteroids  to  reduce  cerebral  edema, 
because  the  response  to  therapy  may  reflect  reduction  of  swell- 
ing rather  than  an  antimicrobial  effect.  If  the  patient  does  not 
respond  to  therapy  for  toxoplasmosis,  brain  biopsy  may  provide 
definitive  diagnosis.  CT  or  MR-guided  biopsy  of  CNS  lesions 
can  be  performed  with  relative  ease  (mortality  rate  is  less  than 
2%  and  morbidity  ranges  from  0-10%'"). 

Brain  biopsy  ought  to  be  considered  early  if  the  patient's 
toxoplasma  serology  is  negative  and  only  one  or  a  few  lesions 
are  seen  on  CT  or  MR  scan.  When  the  diagnosis  of  cerebral 
toxoplasmosis  seems  unlikely,  brain  biopsy  should  be  consid- 
ered even  before  an  empiric  trial  of  therapy.  On  the  other  hand, 
if  the  patient  has  very  advanced  disease,  a  history  of  multiple 
opportunistic  complications,  and  poor  functional  status,  there  is 
little  value  in  biopsy  because  the  patient  could  not  withstand 
radiation  for  CNS  lymphoma.  Recommen- 
dations for  brain  biopsy  should  consider 
the  patient's  clinical  status,  the  likelihood 
of  finding  a  treatable  condition,  and  the 
desires  of  patient  and  family.  For  example, 
in  a  patient  who  has  had  three  or  more 
opportunistic  complications  and  has  a 
Kamofsky  performance  status  of  70%  or 
less,  it  would  be  reasonable  to  screen  for 
treatable  infections  with  a  serum  VDRL 
and  serum  cryptococcal  antigen,  and  to 
treat  for  cerebral  toxoplasmosis  while  coun- 
seling the  patient  and  family  about  the 
probable  outcome  if  the  patient  does  not 
have  cerebral  toxoplasmosis. 
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diagnosis 
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Fig  2:  Diagnostic  algorithm  for  HIV-infected  patients  with  focal  enhancing  brain 
lesions.  Dotted  lines  indicate  utilization  of  new  diagnostic  techniques. 


Back  to  Our  Patient 

Our  patient  was  started  empirically  on  py- 
rimethamine, sulfadiazine,  folinic  acid,  and 
decadron.  He  improved  at  first,  but  devel- 
oped nausea,  vomiting,  confusion,  and  uri- 
nary incontinence  eight  days  later.  Repeat 
head  CT  showed  the  interval  development 
of  obstructive  hydrocephalus  and  an  in- 
crease in  the  size  of  the  lesions.  The  decadron 
dose  was  increased,  with  another  transient 
improvement  in  the  patient's  mental  status. 
Stereotactic  brain  biopsy  showed  large  cell 
lymphoma  of  the  B-cell  phenotype.  Anti- 
toxoplasma  therapy  was  discontinued,  and 
radiation  begun.  He  improved  initially,  but 
expired  from  recurrent  lymphoma  two 
months  later. 
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New  Diagnostic  Developments 

Since  our  patient  was  treated,  new  techniques  have  been  devel- 
oped to  help  distinguish  malignant  from  infectious  lesions. 
Positron  emission  tomography  (PET)  imaging  provides  a 
noninvasive  means  of  measuring  the  metabolic  activity  of 
tissue  by  assessing  the  consumption  of  glucose.  In  nonAIDS 
patients,  primary  CNS  lymphoma  demonstrates  increased  glu- 
cose consumption  on  PET  imaging,  reflecting  high  metabolic 
activity.'*  Preliminary  studies"'^  in  AIDS  patients  show  that 
malignancies  such  as  lymphoma  are  hypermetabolic  on  PET 
scanning  whereas  infectious  lesions  such  as  those  of  toxoplas- 


mosis are  not.  Single  photon  emission  computed  tomography 
(SPECT)  shows  promise  in  differentiating  CNS  lesions.  '"*  These 
noninvasive  techniques  may  allow  rapid  diagnosis  and  treat- 
ment of  lymphoma  without  the  morbidity  of  brain  biopsy.  At 
present,  some  research  institutions  with  PET  scanning  facilities 
use  radiotherapy  for  hypermetabolic  CNS  lesions  in  AIDS 
patients  without  biopsy  confirmation  of  lymphoma,  but  this 
practice  has  not  yet  been  standard  care.     □ 


Acknowledgment:  The  author  thanks  Dr.  Charles  B.  Hicks  for 
his  helpful  review  of  the  manuscript. 
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Remembering  Ron 

A  Glimpse  Into  the  Heart  of  Doctoring 
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William  G.  Porter,  MD 


He  hobbled  into  my  office  in  1 97 1 ,  a  year  after  I  started  practice. 
He  had  hemophilia  and  had  just  moved  to  town,  so  he  needed 
a  hematologist.  Though  barely  older  than  I  was,  he  was  biologi- 
cally much  older.  The  skin  over  his  lower  legs  was  bronzed  by 
iron  pigment;  repeated  hemarthroses  had  frozen  his  knees  and 
ankles  into  immobility.  But  to  hear  Ron  tell  it,  hemophilia  was 
just  a  minor  annoyance  in  an  otherwise  happy  life.  A  crooked 
smile  on  his  face,  he  proudly  told  me  about  his  family  and  his 
good  job  with  a  large  chemical  company.  We  reminisced  about 
shared  boyhood  experiences  in  the  small  South  Carolina  towns 
where  we  both  came  of  age  in  the  innocent  monotony  of  the 
early  1950s. 

When  I  pressed  for  more  information  about  his  disease, 
Ron  admitted  that  his  joints  hurt.  Three  or  four  times  a  year  he 
needed  transfusions  of  Factor  VIII  to  arrest  post-traumatic  or 
spontaneous  bleeding.  Still,  hemophilia  seemed  no  more  than  a 
minor  inconvenience  in  an  otherwise  orderly  life. 

That  life  ended  in  1989  when  Ron  died  of  AIDS.  By  then 
I  had  left  practice  and  turned  his  care  over  to  my  successor,  but 
I  always  went  to  see  him  when  he  was  in  the  hospital.  On  his 
final  admission,  we  had  a  long  visit,  just  the  two  of  us.  He  was 
near  death,  and  ready  for  it;  not  bitter  or  angry,  just  sad  that  he 
would  not  see  his  grandchildren  grow  up.  I  tried  to  tell  him  how 
sorry  I  was  to  have  "given"  him  the  virus  in  one  of  his  many 
Factor  VIII  transfusions,  but  he  waved  his  arm  dismissively. 
"Hell,  babe,"  he  said,  lapsing  into  the  outdated  slang  of  our 
adolescence,  "don't  sweat  it;  we  did  what  we  had  to  do."  I've 
always  been  grateful  for  that  "we."  It  could  as  easily  have  been 
"you." 


Detecting  the  Origins  of  HIV  Transmission 

In  the  years  since  Ron  died,  his  widow  Barbara  and  I  have 
stayed  in  touch.  She  usually  calls  from  her  job  at  K-Mart,  so 


when  I  return  her  calls  and  wait  for  her  to  come  to  the  phone,  I 
get  a  recording  that  encourages  me  to  come  in  and  shop  for  that 
week's  specials.  Not  long  ago  Barbara  called  to  tell  me  she  had 
heard  about  a  class-action  settlement  being  offered  by  the 
manufacturers  of  two  Factor  VIII  products.  Anyone  who  had 
received  them  between  1979  and  1985  and  become  HIV-positive 
would  receive  $  1 00,000.  Did  I  know  if  Ron  had  received  them? 
She  thought  maybe  he  had  when  he  had  his  gallbladder  removed 
in  1 985. 1  did  not  remember  offhand,  but  I  told  her  that  I  would 
try  to  find  out. 

My  first  stop  was  the  blood  bank  at  the  hospital.  The 
technologist  and  I  reviewed  the  records,  a  stack  of  4-by-6  cards 
documenting  the  dates  of  transfusions  of  cryoprecipitate  from 
the  Red  Cross.  There  was  no  record  of  transfusion  of  any 
pharmaceutical  product,  though  we  were  able  to  confirm  that 
one  such  product  had  been  available  in  the  hospital  in  1985. 

Next,  in  the  medical  records  department  I  pulled  out  the 
thick  stack  of  microfilm  documenting  Ron's  many  admissions. 
I  had  planned  to  zero  in  on  the  cholecystectomy,  but  I  became 
engrossed  in  the  entire  chronology  of  his  illness,  recorded  in  my 
own  words  over  more  than  two  decades.  It  was  like  looking  at 
old  photographs  of  myself,  searching  for  the  first  signs  of  age, 
or  maturity.  What  confidence  I  had  in  1971!  Fresh  out  of 
fellowship,  brimming  with  the  latest  dicta  of  the  academy,  my 
notes  were  bold  and  unburdened  by  doubt.  "Hemophiliac  with 
spontaneous  hemarthrosis  rt.  knee;  Rx:  8  units  cryoprecipitate, 
rest,  elevation,  codeine  pm."  There  were  20  similar  entries, 
detailing  the  treatment  of  Ron' s  various  bleeding  episodes.  But 
not  a  word  that  conveyed  even  a  glimpse  of  Ron  the  person,  his 
particularity,  the  joy  he  took  in  being  alive;  how  he  never 
complained  that  his  knees  would  not  bend  enough  to  let  him  pet 
his  dog  or  frolic  with  his  children,  how  every  day  was  haunted 
by  the  specter  of  bleeding.  None  of  that  came  through  in  what 
I  had  recorded;  just  another  case  of  hemophilia,  which  I  would 
one  day  unwittingly  treat  with  a  fatal  "remedy." 


Dr.  Porter  Is  with  the  Department  of  Medicine,  Carollnas  Medical  Center,  P.O.  Box  32861 ,  Charlotte  28232,  and  a  member  of  the 
Journal's  Editorial  Board. 
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Individualizing  Medical  Records 

Thumbing  through  a  medical  journal  the  other  day,  I  ran  across 
a  quote  from  Felix  Marti-lbanez"  s  book,  Centaur:  Essays  on  the 
History  of  Medical  Ideas:  "A  clinical  case  history  of  yore  is  a 
precious  document,  fashioned  with  love  and  respect  by  the 
physician.  Today,  it  is  indifferently  committed  to  the  hands  of 
a  subaltern.  In  this  manner  we  are  losing  the  habit  of  careful 
anamnesis,  without  which  there  can  be  no  truly  scientific 
medicine."'  Well,  yes  and  no.  I  could  blame  no  subaltern  for  the 
sterility  of  my  notes;  I  made  them  myself.  I  could  have  written 
as  much  as  I  wished,  I  could  have  larded  the  history  with  love 
and  respect.  Nor  was  the  verbal  "anamnesis"  in  Ron's  case 
incomplete;  he  told  me  a  lot  about  himself;  I  just  hadn't 
bothered  to  write  it  down.  And  because  what  I  did  write 
conveyed  nothing  of  Ron' s  individuality,  future  readers  (should 
there  be  any)  would  never  know  about  his  insouciant  off-center 
grin,  his  toleration  of  pain  and  disability,  his  optimism.  As 
Arthur  Danto  pointed  out  recently,  "the  images  that  others  carry 
of  us  are  what  Sartre  described  as  our  etre  pour  autrui.  our 
being-for-others,  and  when  there  are  no  others  our  death  is 
complete.  When  the  last  person  who  remembers  us  is  dead,  we 
become  what  we  have  written,  or  what  has  been  written  about 
us."- 

In  his  essay  "The  Chart  of  the  Novel,"  Gerald  Weissmann 
compares  the  medical  record  to  a  19th-century  novel:  the 
Histoiy  of  Present  Illness  sets  the  scene;  character  development 
occurs  by  way  of  the  Past  Histoty,  Social  Histoiy.  and  Family 
Histoiy;  and  a  plot  evolves  in  the  daily  Progress  Notes.  Con- 
sider the  first  sentence  of  the  case  history  recording  Dylan 
Thomas's  last  hospitalization  for  alcoholism:  "This  is  the 
second  SVH  admission  of  a  39-year-old,  obese  Welsh  poet, 
admitted  in  acute  coma  after  vomiting  blood."'  The  man  and  his 
tragedy  are  implicit  in  the  adjectives. 

While  looking  into  the  early  treatment  of  pernicious  ane- 
mia with  liver  at  the  Massachusetts  General  Hospital,  I  found 
the  history  Dr.  William  Murphy  recorded  on  one  of  his  patients 
on  January  14,  1926.  "Social  History:  The  patient  is  a  single 
machinist  who  occupies  one  room  in  a  boarding  house.  He  does 
not  pay  rent  while  in  the  hospital.  He  has  an  aged  mother  who 
is  apparently  only  partly  dependent  upon  him.  During  his 
disease  other  folks  will  take  care  of  her.  The  patient  has  no  home 
or  place  suited  for  convalescence.  He  is  of  German  descent,  was 
bom  in  Nova  Scotia.  He  came  to  this  country  at  the  age  of  one 
and  has  no  language  difficulties.  He  is  fairly  well  educated  and 
is  intelligent  enough  to  follow  dietary  instructions  and  can  pay 
for  the  same. ...  No  emotional  factors  in  the  patient' s  home  at  the 
present  time.'"* 

This  is  the  kind  of  information  Marti-lbanez  says  doctors 
have  of  late  "indifferently  committed  to  the  hands  of  a  subal- 
tern," to  a  nurse,  a  discharge  planner,  a  social  worker,  a 
chaplain,  to  all  the  caregivers  who  have  appeared  at  the  bedside 
in  the  70  years  since  Murphy  (who  won  the  Nobel  Prize  for  his 
studies  of  pernicious  anemia)  recorded  social  history  in  such 
rich  detail.  This  is  not  to  suggest  that  the  reassignment  of 


recordkeeping  responsibility  is  bad  for  the  patient;  it  isn't.  But 
I  do  wonder  if  it's  not  bad  for  physicians,  for  the  quality  of  our 
own  interior  life — a  life  that  might  be  enriched  if.  from  time  to 
time,  we  took  a  moment  to  record  an  identifying  observation 
about  our  patients.  The  way  biologists  band  a  bird  to  trace  its 
migration. 

As  I  continued  my  review  of  Ron's  records,  I  arrived 
finally  at  the  archive  of  his  cholecystectomy.  My  dictated 
history  addressed  the  hazards  of  surgery  (though  nothing  of  my 
conversation  with  Ron  and  Barbara  about  the  pros  and  cons  of 
operating).  I  had  seen  Ron  some  weeks  earlier  with  a  typical 
bout  of  cholecystitis.  An  ultrasound  confirmed  gallstones. 
When  the  attacks  recurred,  1  knew  his  gallbladder  would  have 
to  come  out  despite  the  hemophilia. 

It  was  1 985,  and  testing  for  antibody  to  HIV  would  soon  be 
available.  We  already  knew  transfusions  posed  a  risk  of  HIV 
transmission,  but  we  thought  that  Factor  VIII  products  were 
safe.  In  any  case,  there  was  no  alternative;  surgery  was  unthink- 
able without  Factor  VIII  replacement.  Ron  and  Barbara  agreed; 
whatever  the  risk,  anything  was  better  than  another  attack  of 
colic. 

So  the  surgeon  and  I  conferred.  I  promised  to  keep  Ron's 
Factor  VIII  level  high  enough  to  prevent  bleeding;  the  surgeon 
promised  to  pay  special  heed  to  hemostasis.  Our  plan  worked, 
at  least  for  the  short-term.  Ron  didn't  bleed;  he  just  got  AIDS 
and  died  four  years  later.  I'm  not  even  sure  when  he  got  it. 


Locating  the  Clues,  Justifying  the  Claim 

Sitting  there  in  the  dark,  years  later,  looking  at  page  after  page 
of  transfusion  records,  I  had  no  way  of  knowing  which  of  the 
countless  units  of  Factor  VIII.  monotonously  documented  in 
row  upon  row  of  tiny  print,  was  the  tainted  one.  Back  and  forth 
I  slid  the  film,  looking  for  clues.  But  there  were  none.  It  was  like 
standing  in  a  military  cemetery,  looking  at  the  identical  rows  of 
crosses,  trying  to  imagine  the  unique  lives,  one  by  one.  they 
represented.  How  different  from  watching  film  of  the  Kennedy 
assassination  or  the  Challenger  disaster,  knowing  from  endless 
repetitions  the  exact  moment  the  President's  head  would  pitch 
forward,  precisely  where  in  its  fateful  trajectory  the  rocket 
would  explode.  Nothing  like  that  in  Ron's  case.  No  bang.  Not 
even  a  whimper. 

I  looked  at  my  watch.  I  had  spent  more  than  an  hour  poring 
over  Ron' s  records.  As  always  seems  to  be  the  case  these  days, 
I  was  late  for  a  meeting.  1  shook  off  the  contemplative  mood  in 
which  I  had  been  luxuriating  and  finished  my  examination  of 
the  transfusion  record.  Ron  had  indeed  received  the  Factor  VIII 
product  in  question !  I  made  copies  to  document  the  fact,  tucked 
them  in  my  pocket,  replaced  the  microfilm  in  the  box  where  it 
will  probably  spend  eternity,  and  resumed  my  daily  round. 

The  next  day  I  called  Barbara  and  told  her  I  had  the 
information  she  needed.  She  thanked  me.  then  hastened  to  tell 
me  she  would  never  have  sought  restitution  from  the  company 
had  the  class-action  settlement  not  been  offered.  "I'm  not 
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looking  to  sue  somebody,"  she  said,  almost  apologetically. 
"Ron  wouldn't  have  wanted  me  to.  I  just  want  what  everybody 
else  is  getting.  1  think  I'm  entitled  to  it."  Entitled  to  a  lot  more 
than  that,  1  thought,  but  1  didn't  mean  money.  1  meant  more  of 
Ron,  that  case  of  hemophilia  1  once  treated.  More  of  what  the 
rest  of  us  take  for  granted.  Over  the  next  several  days  Barbara 
and  I  gathered  the  documentation  necessary  for  her  claim:  dated 
copies  of  the  HIV  antibody  test,  the  transfusion  record,  and  my 
certification  of  their  validity.  When  the  task  was  finally  done, 
she  came  by  the  clinic  to  pick  up  the  last  bit  of  paperwork.  We 
hugged  each  other  in  parting.  Then  she  said,  "If  1  get  this  money, 
I  want  to  do  something  for  you  to  thank  you  for  helping  me." 
"You  already  have,  Barbara,"  I  said.  "You  already 
have."       □ 
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There  is  little  information  about  how  lesbian,  gay,  and  bisexual 
(LGB)  issues  are  addressed  in  graduate  medical  training.  This 
is  not  surprising,  given  the  complex  and  specific  academic 
cultures  associated  with  each  of  the  medical  specialties.  In  fact, 
to  have  any  idea  at  -all,  it  is  necessary  to  extrapolate  from 
research  based  mainly  on  psychiatric  and,  more  recently,  family 
practice  residency  training  to  other  graduate  training  situations. 
Still,  it  is  possible  to  identify  common  themes  regarding  both 
instruction  on  the  care  of  LGB  patients  and  the  distinct  needs  of 
LGB  interns  and  residents. 


Instruction  on  the  Topic  of  Homosexuality 

The  number  of  hours  of  instruction  devoted  to  the  care  of  LGB 
patients  depends  understandably  on  the  gay-specific  informa- 
tion available  to  a  particular  specialty.  For  example,  psychiatry 
often  identifies  specific  issues  in  LGB  patient  care  (such  as  the 
increased  risk  of  suicide  among  LGB  youth),  yet  orthopedic 
surgery  does  not.  Even  so,  instructors  in  all  specialties  can 
enhance  their  discussion  of  the  clinical  matters  pertaining  to 
LGB  patients,  to  the  benefit  of  trainees  who  may  be  unaware  of 
the  patient's  sexual  orientation. 

Medical  students  often  ask  why  it  is  important  to  inquire 
about  the  sexual  orientation  of  patients,  and  how  this  informa- 
tion can  be  used  in  the  care  of  the  patient.  The  simplistic  answer 
is  that  certain  illnesses  may  be  more  common  among  lesbians 
and  gay  men,  but  in  fact  a  lot  more  rigorous  research  is  needed 
to  support  or  dispel  what  is  often  merely  a  case-driven  hypoth- 
esis about  the  supposed  health  risks  of  these  populations.  The 
real  reason  to  identify  patients  as  lesbian  or  gay  is  to  counter  any 
negative  assumptions  that  trainees  may  have  about  LGB  pa- 
tients. Simply  acknowledging  that  a  particular  patient  is  gay 

Dr.  Townsend  is  Assistant  Professor  of  Psychiatry,  Louisiana 
State  University  School  of  Medicine-New  Orleans,  Department 
of  Psychiatry,  1 542  Tulane  Ave.,  New  Orleans,  LA  701 1 2.  He  is 
also  co-editor  of  the  Journal  of  the  Gay  and  Lesbian  Medical 
Association,  which  publishes  its  inaugural  Issue  this  year. 


may  seem  like  a  very  small  intervention,  but  when  patients  are 
presumed  to  be  heterosexual,  we  miss  the  chance  to  discuss 
LGB-specific  issues.  Instructors  must  compensate  by  getting  a 
more  complete  social  history  of  the  patient.  One  method  for 
increasing  awareness  of  LGB  patients  is  simply  to  mention  the 
homosexual  orientation  of  patients  presented  for  review  in  case 
conferences. 

In  a  1 995  study  of  US  general  psychiatry  training  direc- 
tors,' we  found  that  nearly  all  programs  provided  some  instruc- 
tion about  LGB  patient  care.  In  fact,  only  four  of  134  respon- 
dents (3%)  said  they  provided  none.  The  topics  of  homosexu- 
ality and  LGB  patient  care  were  discussed  most  often  in  human 
sexuality  courses  (74%),  case  conferences  (63%),  lectures  on 
child  development  (54%),  lectures  on  psychotherapy  (52%), 
and  in  grand  rounds  (49%).  Less  often,  LGB  issues  were 
discussed  in  transcultural  psychiatry  courses  (35%),  in  consult- 
liaison  courses  (3 1  %),  or  in  a  journal  club  (3 1  %).  Topics  related 
to  homosexuality  were  considered  most  often  during  the  second 
and  third  years  of  four-year  psychiatry  residencies.  It  is  encour- 
aging that,  although  teaching  about  homosexuality  occurs  most 
often  in  human  sexuality  courses,  such  instruction  does  form 
part  of  other  courses  with  a  more  general  focus.  No  information 
is  currently  available  from  fields  outside  of  psychiatry  with 
which  to  compare  these  data. 

Needs  and  Concerns  of  Lesbian, 
Gay,  and  Bisexual  Residents 

Research  into  the  relation  between  LGB  residents  and  their 
medical  centers  has  been  meager,  despite  the  enormous  changes 
of  the  past  25  years  in  how  medicine,  and  society  itself,  views 
homosexuality.  When  homosexuality  was  removed  as  an  entry 
in  the  Diagnostic  and  Statistical  Manual  of  Mental  Disorders  in 
1973,  LGB  residents  stopped  being  physicians  with  a  diagnos- 
able  condition  and  became  physicians  possessing  an  attribute 
that  can  actually  enhance  departmental  diversity. 

Residents  today  tend  to  be  increasingly  open  about  their 
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homosexuality,  but  there  is  great  variability  in  the  degree  to 
which  training  directors  are  aware  of  the  sexual  orientation  of 
their  residents,  a  lack  of  awareness  that  correlates  with  a 
negative  view  of  LGB  residents  as  a  whole. 

LGB  medical  students  vary  considerably  in  their  percep- 
tion of  the  supportiveness  of  residency  training  programs.  A 
recent  survey  of  third-  and  fourth-year  students-  noted  that 
psychiatry  and  family  practice  tended  to  affirm  the  sexual 
orientation  of  LGB  students,  but  not  other  specialties  such  as 
surgery  and  ob/gyn.  Overall,  more  than  half  of  the  LGB 
students  thought  they  would  be  ranked  lower  for  residency 
selection  because  of  their  sexual  orientation. 

LGB  students  are  quite  conscious  of  training  directors' 
perceptions  of  their  sexual  orientation,  and  the  use  of  these 
perceptions  in  making  decisions  that  have  a  major  impact  on  the 
students'  lives.  As  a  result,  many  students  hide  their  homosexu- 
ality during  the  residency  application  process — for  example,  by 
omitting  important  gay-related  academic  or  professional  ac- 
complishments from  their  CVs.  Faculty  should  be  sensitive 
to  this  during  the  interview  process  if  they  want  to  make  LGB 
residents  feel  welcome.  Appropriate,  open-ended  questioning 
might  allow  LGB  applicants  to  discuss  relevant  concerns,  such 
as  the  availability  of  domestic  partnership  benefits  or  the 
faculty's  attitude  toward  LGB  residents. 

Our  survey  of  80  psychiatry  residents  from  44  programs  in 
21  states'  is  the  only  study  of  the  perceptions  of  LGB  physi- 
cians-in-training known  to  us.  One  finding — which  might  sur- 
prise those  who  think  psychiatrists  are  unified  in  the  view  that 
homosexuality  is  not  a  mental  illness — was  that  21%  of  resi- 
dents characterized  their  program' s  stance  toward  homosexual- 
ity as  pathological,  41%  as  normal,  and  38%,  neutral.  Half  the 
respondents  said  that  their  sexuality  enhanced  their  career  in 
psychiatry,  and  less  than  10%  considered  it  a  detriment. 

More  residents  felt  comfortable  disclosing  their  homo- 
sexuality ("coming  out")  to  faculty  than  in  discussing  gay- 
related  concerns  with  them.  For  example,  56%  said  they  had 
come  out  to  their  residency  directors,  but  only  43%  reported 
they  could  raise  gay  issues  with  them;  24%  said  they  had  come 
out  to  their  chairpersons,  but  only  2 1  %  could  discuss  gay  issues 
with  them.  More  than  half  (60%)  said  they  knew  at  least  one 
LGB  faculty  member. 

One  area  of  particular  interest  to  us  was  whether  (and 
when)  LGB  residents  disclosed  their  homosexual  orientation  to 
patients.  This  might  be  a  controversial  issue  in  any  specialty, 
but  especially  in  psychiatry  because  the  disclosure  of  any 
personal  information  to  patients  has  often  been  expressly  dis- 
couraged in  psychotherapy.  Nevertheless,  we  found  that  about 
one-third  of  residents  had  disclosed  their  homosexuality  to 
patients.  There  was  no  specific  point  in  treatment  (for  example, 
at  the  first  interview  or  during  termination)  at  which  disclosure 
was  more  likely  to  occur.  Residents  most  often  disclosed  to 
LGB  patients.  Third-  and  fourth-year  residents  were  more 
likely  to  report  self-disclosure  than  less  experienced  trainees, 
suggesting  that  these  more  experienced  residents  found  the 
practice  clinically  useful. 


We  also  wondered  whether  lesbian  residents  experienced 
greater  adversity  in  residency  training  than  gay  men,  given 
research  suggesting  that  women  generally  endure  greater  stress 
in  training'*  and  often  feel  alienated  from  the  male  physicians 
who  supervise  them.'^  In  fact,  fewer  women  than  gay  men  in  our 
study  made  use  of  social  networks,  including  LGB  faculty,  and 
women  had  less  knowledge  of  gay  physician  support  groups. 
Men  were  more  likely  than  women  to  report  that  their  homo- 
sexuality was  an  asset  to  their  careers  and  to  feel  that  their 
departments  did  not  consider  homosexuality  a  pathology. 

We  had  too  few  child  psychiatry  residents  in  our  sample  to 
draw  firm  conclusions,  but  these  residents  may  feel  even  more 
need  to  conceal  their  sexual  orientation  than  general  psychiatry 
trainees,''  because  of  societal  prejudice  (the  worry  that  homo- 
sexual doctors  may  somehow  influence  their  patients  toward 
homosexuality)  and  a  fear  that  parents  will  not  send  their 
children  to  LGB  physicians.  Since  academic  medical  centers 
increasingly  depend  on  the  revenue  generated  by  patient  care, 
LGB  residents  may  directly  or  indirectly  receive  from  their 
supervisors  a  message  to  conceal  their  sexual  orientation. 
Residents  who,  as  a  result,  do  not  participate  in  LGB  physician 
support  groups  or  discuss  LGB-related  issues  with  their  super- 
visors risk  experiencing  greater  stress  than  their  heterosexual 
colleagues  and  may  feel  isolated  and  alone. 

The  Perceptions  of  Training  Directors 

In  addition  to  our  survey  of  general  psychiatry  training  direc- 
tors, we  recently  surveyed  directors  of  child  and  adolescent 
programs.'  General  psychiatry  training  directors  reported  de- 
partmental attitudes  about  homosexuality  that  mirrored  those 
reported  by  residents:  less  than  half  (47%)  reported  that  homo- 
sexuality was  considered  a  "normal"  or  "somewhat  normal" 
condition.  A  similar  percentage  of  the  directors  said  that  LGB 
residents  were  "an  asset"  or  "somewhat  of  an  asset"  to  their 
departments.  Training  directors  who  knew  which  of  their  resi- 
dents were  LGB  were  more  likely  to  report  that  LGB  residents 
were  an  asset  to  their  departments  and  that  homosexuality  was 
a  "normal"  condition.  Child  psychiatry  training  directors  gave 
similar  reports  about  departmental  views  on  homosexuality  and 
the  value  of  LGB  residents. 

Psychiatry  training  directors  had  highly  negative  opinions 
about  whether  residents  should  disclose  their  homosexual  ori- 
entation to  patients:  less  than  3%  of  either  the  general  or  child 
psychiatry  directors  ranked  the  practice  as  "favorable."  We  find 
this  disturbing  because  so  many  residents  report  that  they  do 
disclose:  based  on  the  negative  reaction  expressed  by  directors, 
they  may  not  be  discussing  this  with  psychotherapy  supervi- 
sors. Some  psychotherapists  argue  that  disclosure  helps^  gay 
patients  because  they  feel  immediately  comfortable  with  a 
therapist  they  know  to  be  gay,  but  it  is  not  a  widely  accepted 
psychotherapy  technique.  We  suspect  that  LGB  residents  gen- 
erally feel  uncomfortable  discussing  issues  relating  to  their  own 
sexual  orientation  with  heterosexual  supervisors.  Many  resi- 
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dents  say  that  they  do  not  have  faculty  with  whom  to  discuss 
"gay-related  issues,"  and  as  already  noted,  many  psychiatrists 
continue  to  regard  homosexuality  as  a  less  than  completely 
normal  condition.  Psychiatry  faculty  who  want  frank  dialogues 
with  the  LGB  residents  they  supervise  must  create  a  "safe" 
opportunity  for  residents  to  do  so;  residents  who  believe  their 
departments  view  homosexuality  as  pathological  may  be  par- 
ticularly unwilling  to  discuss  gay-specific  concerns  with  fac- 
ulty supervisors. 

The  situation  appears  similar  in  family  practice  residencies 
where  there  are  varied  responses  about  homosexuality.  In  a 
recent  survey,-  more  than  two-thirds  of  US  family  practice 
residency  directors  reported  "accepting"  attitudes;  25%  had 
"neutral"  views;  and  8%,  "negative"  views.  Women  directors 
tended  to  be  more  accepting  than  men.  Nevertheless,  25%  of  the 
directors  admitted  that  they  either  "might"  or  "would  most 
certainly"  rank  LGB  applicants  lower  in  the  residency  match. 
One  in  six  said  that  LGB  residents  would  not  easily  "fit  in"  to 
their  residencies. 

The  survey  also  questioned  family  practice  directors  about 
whether  candidates  should  self-disclose  during  the  residency 
interview  process,  but  avoided  the  contentious  issue  of  disclo- 
sure to  patients.  Some  25%  thought  it  inappropriate  for  an 
applicant  to  inquire  about  departmental  attitudes  about  homo- 
sexuality, and  14%  thought  that  applicants  should  not  list  gay- 
related  achievements,  leadership  positions,  or  publications  on 
their  C  Vs.  Roughly  half  thought  it  inappropriate  for  applicants 
to  disclose  their  homosexuality  in  their  personal  statements. 
Directors  who  had  previously  worked  with  LGB  residents  had 
less  negative  attitudes  toward  homosexuality,  and  those  who 
had  known  the  most  LGB  residents  had  the  most  "homophilic" 
scores. 


Directions  For  the  Future 

Based  on  the  information  available  from  psychiatry  and  family 
practice  residencies,  it  seems  clear  that  faculty  have  widely 
divergent  views  on  homosexuality.  This  no  doubt  mirrors 
society  at  large.  Nevertheless,  at  the  very  least  medicine  has  an 
obligation  to  prepare  physicians-in-training  to  work  with  LGB 
patients  and  to  be  sensitive  to  their  needs. 

Already  there  is  evidence  that  some  members  of  the  lesbian 
community  avoid  routine  medical  care  due  to  a  perception  that 
physicians  are  disrespectful.''  Two  recent  surveys  suggest  that 
LGB  students  and  residents  hear  much  anti-gay  speech  in  their 
academic  medical  centers.'""  Hate  speech  poisons  the  climate 
for  all  students  and  trainees,  making  the  job  of  demonstrating 
that  LGB  patients  have  special  and  distinct  needs  (while  em- 
phasizing their  sexuality  as  a  normal  variant)  all  the  more 
difficult.  Departments  that  avoid  all  discussion  of  LGB  issues 
risk  leaving  their  trainees  in  the  grip  of  prejudice  and  misinfor- 
mation when  they  interview  and  examine  patients.  In  addition, 
physicians  who  train  in  anti-gay  environments  may  be  less 
likely  to  meet  LGB  colleagues  (who  hide  their  sexual  orienta- 
tion in  such  circumstances),  and  never  get  to  appreciate  how 
similar  their  lives  are. 

Medical  centers  should  work  to  foster  a  sense  of  openness 
about  homosexuality  and  research  into  the  specific  needs  of 
LGB  patients.  Not  only  will  this  benefit  LGB  trainees,  who  will 
be  less  circumspect  and  more  willing  to  discuss  gay-specific 
patient  issues  with  faculty,  but  it  will  benefit  all  members  of  the 
medical  community.  Care  is  not  served  when  a  segment  of  the 
population  is  treated  with  derision  or  neglect,  or  when  LGB 
students  and  residents  are  encouraged  to  remain  hidden.  One 
can  only  wonder  who  is  being  protected  when  talented  LGB 
students  and  residents  must  conceal  their  accomplishments  and 
opinions.  And  at  what  cost?     □ 
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cians. San  Francisco.  CA:  American  Association  of  Physicians  for 
Human  Rights.  1994. 
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SPECTRUM  INTERNATIONAL  FUND 

EFFECTIVE  DIVERSinCATION 
ABROAD  IN  ONE  EASY  STEP 


Spectrum  puts  more  of  the  world's  investment  opportunities  within  easy  reach. 

Our  new  Spectrum  International  Fund  integrates  a  broad  range  of  overseas  investments  into 

a  single  fund  for  maximum  convenience  and  diversification. 

The  fund  invests  in  a  diversified  group  of  up  to  10  T.  Rowe  Price 

funds  that  invest  primarily  in  international  securities  to  give 

you  a  diverse  array  of  foreign  investments,  including  the 

stocks  of  established,  "brand  name"  companies,  small-  and 

mid-size-company  stocks,  regional  and  emerging  market 

stocks,  plus  foreign  bonds. 

Watching  the  world  for  you.  Rather  than  having  to  closely 
follow^  international  developments  yourself,  our  investment 
professionals  monitor  long-term  economic,  pohtical,  and  gen- 
eral market  conditions  for  you,  gradually  adjusting  the  mix  of 
funds  to  offer  the  potential  for  more  consistent  long-term 
returns  with  reduced  risk. 


Spectrum  InternatioBal  Fund 
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From  the  largest  international  no-load  manager.'  T.  Rowe  Price  and  its  affiliates  manage 

over  $27  bilhon  in  international  stock  and  bond  assets,  and  have  more  than  100  analysts  in 
17  countries  to  help  you  invest  with  confidence  the  world  over. 

Of  course,  investing  overseas  involves  special  risks,  including  the  volatility  of  currency 
exchange  rates  and,  in  some  cases,  limited  geographic  focus,  political  and  economic  instability, 
and  relatively  illiquid  markets. 

Like  all  our  funds,  Spectrum  International  is  100%  no  load.  $2,500  minimum  investment 
($1,000  for  IRAs). 


Call  24  hours  for  a  free  information  kit 
including  a  prospectus 

1-800-541-6628 

htt-p://www.  troweprice.com 


Invest  With  Confidence' 

TRowefrice 


'Strategic  Insight  Simfund.  The  performance  of  the  Spectrum  International  Fund  will  depend  on  the  performance  of  the  T  Rowe  Price  funds  in  which  it  invests.  There  is  no  guarantee  tlie 
ftind  will  achieve  its  objectives.  Read  the  prospectus  carefully  before  investing,  t  Rowe  Price  Investment  Services,  Inc..  Distributor 
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(800)888-8961 
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(800)328-8017 

Hertz  Rent-A-Car  (CDP  #006546) 

(800)654-2210 

Collection  Service 

I  C  System 

(800)685-0595 

Cellular  Phone  Service 

Cellular  One 

(919)833-3836 

Fax  &  Copier  Machines/Equipment 

DANKA 

(800)234-6261 

Financial  Management  &  Investments 

Mercer  Global  Advisors 

(800)  335-8808 

Gold  MasterCard  Program 

BB&T 

(800)476-4228 

Group  Purchasing  Program 

Shared  Ser\'ices  Healthcare,  Inc. 

(800) 827-0340 
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(800) 782-9450 

Insurance 

MMIC  Insurance  &  Financial  Services 

(800)662-7917 

Long  Distance 

Affinity 

(803)831-6700 
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(800) 289-6247 

Our  State  Magazine 
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Personnel 
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Clerical 

(919)420-0026 

Physician  Placement  Service 

Interim  Physicians,  Inc. 

(800) 494-7497 
(919)493-2880 

Practice  Management 

NCMS  Seminar  Program 

(800)722-1350 
(919)833-3836 

Publications 

Conomikes  Reports,  Inc 

(800)421-6512 

MEDSMART 

(800)  50-SMART 

United  Communication  Group 

(800)  429-4824 
(301)816-8950 

Revenue  Enhancement  Prog  Analysis 

Eilers,  Jones,  Brown  and  McLeod,  CPAs,  PA 

(919)782-1040 

Tax  Audit  Defense 

TaxResources,  Inc, 

(800)  927-0886 

Third  Party  Relations 

NCMS 

(800)722-1350 
(919)833-3836 

Travel  Tours/Packages 

Vantage  Travel  Service 

(800)634-2180 
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Health  Watch 


REDUCING  THE  RISK  OF  HIV 
AND  OTHER  SEXUALLY  TRANSMIHED  DISEASES 

by  Robert  Thomas  Dodge,  RN,  MSN,  ANP,  ACRN; 
Stuart  Carr,  BA;  and  Carol  Dukes  Hamilton,  MD 


Editor's  Note:  This  publication  contains  graphic 
information  related  to  sexual 
practices  of  bisexual,  homosexual, 
and  heterosexual  adults.  Care 
should  be  taken  in  distributing  this 
to  patients  who  may  be  easily 
offended. 


Robert  Thomas  Dodge,  RN.  MSN,  ANP,  ACRN,  is  a  nurse 
practicitioner  and  clinic  manager  at  Duke  University  Medi- 
cal Center  (DUMC)  in  Durham,  NC.  Stuart  Carr,  BA,  is  a 
data  manager  in  the  Adult  AIDS  Clinical  Trials  Unit  at 
DUMC.  Carol  Dukes  Hamilton,  MD,  is  an  assistant  profes- 
sor of  medicine  in  the  Division  of  Infectious  Diseases  at 
DUMC. 


In  today's  society,  with  an  increasing  incidence  of  sexually 
transmitted  diseases  (STDs),  including  the  AIDS  virus  (the 
human  immunodeficiency  virus  or  HIV),  health  care  profes- 
sionals and  community  advocacy  groups  strongly  urge  all 
sexually  active  individuals  to  understand  and  use  safer  sex 
practices.  This  is  particularly  important  for  the  male  homo- 
sexual population.  This  Health  Watch  provides  information 
that  will  help  heterosexual  partners,  exclusively  same-sex 
partners,  and  those  who  consider  themselves  bisexual  to  stay 
healthy.  Use  of  these  recommended  guidelines  for  safer  sex 
practices  will  reduce  the  transmission  of  HIV  and  other 
STDs. 

Practical  advice  will  be  provided  to  help  individuals  identify 
safe  and  risky  sexual  practices.  While  we  may  all  agree  that 
the  safest  sex  is  no  sex,  we  also  acknowledge  the  reality  of 
human  nature.  In  this  article  we  provide  frank,  practical 
advice  to  lessen  the  risk  of  transmission  of  HIV  and  other 
STDs.  People  who  are  sexually  active  are  encouraged  to 
discuss  safer  sex  and  the  issues  of  HIV  and  STDs  with  their 
health  care  providers. 
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HIV  can  be  found  in  the  following  body  fluids: 

•  blood  (including  menstrual  blood) 

•  semen  (and  "precum") 

•  vaginal  fluids 

•  breast  milk 

Currently,  in  the  United  States,  the  transmission  rate  of  HIV 
is  highest  among  men  who  have  sex  with  men,  but  new  cases 
are  increasing  the  fastest  in  the  heterosexual  population.  The 
lowest  risk  of  transmission  occurs  among  women  who  have 
sex  exclusively  with  women.  Individuals  with  HIV  infec- 
tion, even  AIDS,  may  appear  healthy  while  still  being  conta- 
gious, depending  on  the  damage  done  to  the  immune  system 
by  the  virus.  The  fact  that  an  individual  has  had  a  negative 
HIV  test  does  not  guarantee  that  this  individual  has  not 
recently  become  infected  with  HIV.  It  can  take  up  to  six 
months  after  infection  before  the  presence  of  antibodies  to  the 
virus  can  be  detected  by  laboratory  tests  such  as  the  ELISA 
and  Western  Blot. 

All  STDs  are  spread  by  direct  contact  with  the  surface  areas 
of  the  mouth,  genitals,  or  anus.  Rashes,  discharges,  or  other 
symptoms  may  be  present  when  a  particular  STD  is  conta- 
gious. But  in  many  cases,  individuals  can  be  carriers  or  have 
no  visible  symptoms  of  an  active  disease  and  still  transmit  the 
infection  during  unsafe  sex  practices. 


The  most  common 
sexually  transmitted  diseases 


•  Bacterial  Vaginosis 

•  Genital  Warts 

•  Herpes 
•HIV 

•  Syphilis 


'  Chlamydia 

•  Gonorrhea 

'  Hepatitis  B 

'  Human  Papillomavirus  (HPV) 

'  Trichomonas 


M  'T'^/^ 


What  activities  are  most  risky  ? 
Extremely  high  risk 

•  Unprotected  anal  and  vaginal  intercourse 

•  Sharing  needles  (for  drugs  and  piercing) 

Moderate  risk 

•  Unprotected  oral  sex  on  a  man  or  women 

•  Unprotected  oral-anal  contact  (rimming) 

•  Unprotected  fisting  or  intercourse  using  single 

or  multiple  finger(s) 

•  Getting  urine  or  feces  in  mouth,  vagina,  or  rectum 

•  Sharing  devices  that  draw  blood  (whips 

and  knives) 

•  Sharing  unprotected  sex  toys  (dildos 

and  butt  plugs) 

•  Allowing  fluids  to  come  in  contact  with  broken 

skin  and  mucus  membranes 

Low  risk 

'  Deep  (French)  kissing 

•  Anal  and  vaginal  intercourse  with  a  condom 

•  Fisting  or  intercourse  using  single  or  multiple 

finger(s)  protected  by  a  latex  glove 

•  Petting  or  manual  genital  contact  with  broken  skin 

•  Oral-anal  contact  (rimming)  with  a  latex  barrier 

(dental  dam) 

•  Oral  sex  on  a  man  or  woman  using  a  condom  or 

latex  barrier  (dental  dam) 

No  risk 

•  Massage 

•  Dry  kissing 

•  Hugging  and  touching 

•  Vibrators  or  sex  toys  (not  shared) 

•  Masturbation  (alone  or  with  a  partner) 

•  Spanking  or  whipping  that  does  not  break  the  skin 

•  Petting  or  manual  genital  contact  without 

broken  skin 

•  Bondage  and  discipline  play  that  does  not 

break  the  skin 
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Safer  sex  devices 

Male  Condoms 

Use  only  a  latex  condom  for  all  oral  sex  and  anal/vaginal 
intercourse.  Natural  lambskin  condoms  are  an  ineffective 
barrier  against  HIV.  Use  only  a  water-based  lubricant  (such 
as  K- Y,  Wet,  or  ID).  Oil-containing  products  such  as  Crisco, 
Vaseline,  baby  oil,  and  lotions  can  destroy  latex  products.  Do 
not  use  saliva  as  a  lubricant. 

Lubricants  containing  the  spermicide  Nonoxynol-9  can  kill 
HIV  and  STDs.  Place  a  drop  or  two  in  the  tip  of  the  condom 
before  placement  to  add  extra  protection  in  case  the  condom 
breaks  during  intercourse.  Be  aware  that  some  individuals 
are  allergic  to  Nonoxynol-9.  Symptoms  include  burning 
sensation  and  redness  of  the  genital  areas.  Another  extra 
precaution  is  to  pull  out  before  ejaculation,  but  do  not  count 
on  this  to  be  safe  if  you  are  not  using  a  condom.  There  are 
flavored  condoms  especially  for  oral  sex.  Never  reuse  a 
condom. 

Female  Condoms 

This  is  an  alternative  to  the  male  condom  that  gives  the  female 
partner  more  control  over  her  own  protection.  They  are  sold 
under  the  brand  name  Reality®  and  are  designed  to  be  inserted 
into  the  vagina  with  an  outer  ring  covering  the  outer  lips. 
Although  this  has  not  been  tested  for  use  in  male  to  male  anal 
intercourse,  it  may  provide  protection.  Adequate  water- 
based  lubrication  is  required  to  ensure  proper  usage. 

Dental  Dams 

These  latex  squares  are  used  to  cover  the  anus  or  vagina 
during  oral  sex.  Plastic  wrap  such  as  Saran-Wrap,  can  be  used 
as  a  substitute  for  a  latex  dental  dam.  Plastic  wraps  are  not 
destroyed  by  oils,  and  may  provide  a  better  sensation  than 
latex. 

Finger  Cots  and  Gloves 

Cots  are  mini-condoms  worn  on  the  fingers  for  finger  inter- 
course. Latex  gloves  are  used  for  fisting  and  manual-vaginal 
stimulation. 

Sex  Toys 

Contaminated  toys  can  transmit  HIV  between  partners.  Do 
not  share  sex  toys.  Dildos  and  butt  plugs  should  be  covered 
with  a  new  condom  for  each  sexual  partner. 


Other  sex  advice 

if  you  are  HIV  Positive  or  ttave  AIDS 

If  you  are  HIV  positive  or  have  AIDS,  you  must  tell  any 
potential  sex  partners  that  you  are  infected  with  the  AIDS 
virus  before  you  have  sex  together.  This  is  a  law  in  North 
Carolina  and  most,  if  not  all,  states.  If  the  person  agrees  to 
have  sex  with  you,  it  is  necessary  for  you  both  to  be  as  safe 
as  possible.  {See  No  risk  and  Low  risk  on  the  previous  tables). 
Many  health  care  providers  encourage  people  who  are  HIV 
positive  to  practice  safer  sex  even  with  partners  who  are  also 
HIV  positive.  This  can  prevent  both  from  being  co-infected 
with  a  different  strain  of  HIV  or  with  other  STDs  that  might 
worsen  current  HIV  status  and  increase  disease  progression. 
If  you  and  your  HIV-infected  partner  have  a  long-term, 
monogamous  relationship  and  have  no  other  risk  factors  for 
HIV  and  STDs,  you  may  not  need  to  practice  safer  sex 
forever.  You  should  discuss  this  with  your  health  care 
provider. 


//  you  are  HIV  negative 

The  highest  risk  for  acquiring  new  STDs,  including  HIV,  is 
from  a  new  sexual  partner,  someone  you  have  been  having 
sex  with  for  less  than  6  months.  You  should  use  the  safest  sex 
practices  possible  during  this  time  period.  If  you  or  your 
partner  do  things  that  put  you  at  high  risk  for  HIV  infection, 
(such  as  using  IV  drugs  or  sleeping  around),  you  should 
continue  to  use  these  safest  sex  practices.  If,  however,  you 
and  your  partner  are  in  a  long-term,  monogamous  relation- 
ship and  neither  of  you  have  any  other  risky  behaviors  for 
HIV  and  STDs  and  if  you  have  both  tested  negative  for  HIV 
and  other  STDs,  this  may  not  need  to  be  your  sexual  practice 
forever.  Discuss  this  with  your  health  care  provider  first. 


Drugs  and  Alcohol 

Studies  have  shown  that  when  people  use  drugs  or  drink 
alcohol,  they  let  their  guard  down  and  often  do  things  they 
otherwise  might  not  do.  Impaired  judgment  places  them  at  a 
higher  risk  for  engaging  in  unsafe  sexual  practices. 


Summary 

In  summary,  each  person  must  be  responsible  for  his  or  her 
own  sexual  health  and,  unfortunately,  there  are  some  deadly 
infections  in  the  population  these  days.  We  hope  this  frank 
discussion  of  options  will  help  you  make  smart  decisions 
about  your  sex  life.  □ 
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How  do  I  sleep  at  night?" 


"It's  hard  to  sleep  well  when  you  think  about  the  fact  that  one 
out  of  every  250  Americans  is  infected  with  HIV.  We  have 
more  than  34,000  employees  worldwide,  and  I  know  that  AIDS 
doesn't  discriminate.  I'm  concerned  for  my  employees. 

"Because  of  my  position,  I  hope  I  can  lead  by  example.  At 
my  company,  we've  had  an  AIDS  education  program  in  place 
since  1986.  We're  trying  to  replace  ignorance  and  fear  with 
understanding  and  compassion.  We've  tried  to  dispel  the  myths 
that  surround  this  dreadflil  disease. 

"Now,  at  least  our  employees  know  the  facts.  They  know 
that  work  doesn't  stop  if  someone's  infected.  They  know  that 
people  with  HIV  continue  to  make  valuable  contributions  in  the 
workplace.  They  know  how  to  show  their  support.  Most  impor- 
tandy,  they  have  a  better  idea  of  how  to  help  prevent  HIV. 

"These  are  the  kinds  of  things  that  help  me  sleep  better  at 
night.  But  none  of  us  can  really  rest  until  the  AIDS  epidemic  is 
stopped.  Our  efforts  to  prevent  the  spread  of  HIV  have  just 
begun.  It  will  take  every  company's  commitment.  Success 
depends  on  each  of  us." 

Call  the  CDC  Business  Responds  to  AIDS  Program  at 
1-800-458-5231  for  comprehensive  HW  and  AIDS  business 
information  and  assistance. 


BUSINESS 


RESPONDS 


TO  AIDS 


CDC 

CENTERS  FOn  DIS£AS£  CCMTnX 

MO  raEvffnx 


A  message  from  the  U.S.  DEPARTMENT  OF  HEALTH  &  HUMAN  SERVICES,  Public  Health  Service.  Centers  for  Disease  Control  and  Prevention. 
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Homophobia  and  Heterosexism 

Out  of  the  Medical  School  Closet 


Mollie  M.  Wallick,  PhD 


I  have  had  a  longstanding  interest  in  all  diversity  issues,  but  my 
main  focus  since  the  early  1 980s  has  been,  perforce,  on  gay  men 
and  lesbians  in  medical  school  and  residency.  My  sensitivity  to 
these  matters  was  awakened  by  the  convergence  of  two  signifi- 
cant events: 

1 )  The  first  was  a  national  movement  to  improve  the 
undergraduate  medical  teaching  of  human  sexuality.  In  re- 
sponse to  this  movement,  Louisiana  State  University  School  of 
Medicine  in  New  Orleans  (LSUSM-NO)  added  10  instructional 
hours  in  Behavioral  Sciences,  including  two  hours  devoted  to 
homosexuality.  My  first  curricular  offering — a  "straight"  lec- 
ture (no  pun  intended)  by  a  prominent  psychiatrist — failed 
miserably  to  deliver  a  balanced  presentation  on  homosexuality. 
In  order  to  increase  the  possibility  of  getting  the  affirming 
message  I  desired,  I  organized  a  panel  discussion  for  the 
following  year.  Luckily,  I  was  directed  to  a  sensitive,  gay, 
community  physician  who  has  participated  annually  and  who 
has  helped  significantly  in  composing  the  panel  both  at  LSUSM- 
NO  and,  subsequently,  at  another  area  medical  school  and  at  a 
liberal  arts  college  in  a  neighboring  state.  The  panel  of  gay  and 
lesbian  physicians  share  their  life  stories,  putting  a  human  face 
on  what,  for  many  students,  had  been  only  an  abstraction.  The 
two-hour  panel  presentation  is  followed  by  small-group  discus- 
sions, which  last  one  hour  and  deal  with  the  issues  raised  by  the 
panelists.  An  intense  working-through  of  feelings  occurs  dur- 
ing these  meetings  when  students  face  the  topic  of  homosexu- 
ality in  highly  interactive  small  groups,  each  facilitated  by  a 
departmental  faculty  member  or  resident. 

2)  For  more  than  two  decades  I  have  been  counseling 
medical  students.  This  close  working  relationship  led  to  a 
second  watershed  event.  In  the  early  1980s,  a  first-year  student 
confided  to  me  that  he  was  gay.  He  described  the  sense  of 
isolation  that  arose  because  he  did  not  know  anyone  with  whom 
he  could  safely  share  his  identity  and  innermost  feelings.  When 

Dr.  Wallick  is  Professor  of  Psychiatry,  Louisiana  State  Univer- 
sity School  of  Medicine-New  Orleans,  1542  Tulane  Ave.,  New 
Orleans,  LA  701 12. 


he  learned  of  support  groups  in  the  city,  he  asked  if  I  would  serve 
as  faculty  liaison  to  gay  and  lesbian  students,  in  order  to  advise 
them  of  available  community  support.  The  dean  of  the  school 
supported  the  concept  of  a  liaison  but  asked  that  I  not  take  the 
job,  fearing  that  it  would  make  other  students  avoid  my  office. 
My  request  for  another  faculty  member — heterosexual  or  ho- 
mosexual— to  serve  as  liaison  was  unsuccessful,  and  the  offi- 
cial position  remained  unfilled  until  a  new  dean  was  appointed 
two  years  later.  Happily,  he  enthusiastically  supported  my 
service  as  liaison.  No  role  has  been  more  challenging  or  more 
rewarding  to  me.  Gay  men  and  lesbians  face  many  barriers  in 
medicine.  Much  has  been  accomplished  to  overcome  these 
barriers,  but  many  challenges  remain  as  we  bring  homophobia 
and  heterosexism  out  of  the  medical  school  closet. 


Openness  About  Sexual  Identity 

Gay  civil  rights,  in  general,  have  gained  prominence,  largely 
due  to  the  efforts  of  gays  themselves  who  have  become  open 
about  their  homosexuality  and  more  urgent  in  their  demand  for 
an  end  to  bias.  Sadly,  one  of  the  major  contributors  to  the  "out- 
of-closet"  phenomenon  has  been  the  AIDS  pandemic.  Not  only 
individuals,  but  whole  organizations  have  abandoned  the  closet: 
on  National  Coming  Out  Day  1994,  the  American  Association 
of  Physicians  for  Human  Rights  changed  its  name  to  the  Gay 
and  Lesbian  Medical  Association. 

How  has  this  new  openness  played  out  in  medical  educa- 
tion? Young  people  today  are  revealing  their  homosexual 
identity  ( "coming  ouf " — short  for  "coming  out  of  the  closet" — 
either  personally,  professionally,  or  both)  at  a  much  earlier  age 
than  just  a  decade  ago.  But  some  gay  medical  students  who  have 
been  open  about  their  sexuality  in  college  reenter  the  closet  in 
medical  school  because  their  academic  advisors  warn  that  their 
sexual  orientation  may  be  a  barrier  to  professional  entry;  other 
students,  out  in  medical  school,  retreat  to  concealment  when 
applying  for  residency  because  they  once  again  consider  their 
orientation  a  barrier  to  specialty  practice.  In  the  medical  train- 
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ing  environment,  gay  students  find  themselves  in  a  milieu  that 
presumes  heterosexuality,  emphasizes  conformity,  and  dis- 
courages individual  expression.  Nevertheless,  my  colleagues 
and  I  recently  surveyed  185  members  of  Lesbian,  Gay,  and 
Bisexual  People  in  Medicine  (a  standing  committee  of  the 
American  Medical  Student  Association)  at  92  medical  schools 
in  35  states.  We  found  that  90%  had  come  out  to  another 
student,  66%  to  a  faculty  member,  and  43%  to  an  entire  class.' 


Watershed  Decisions  About 
Homosexuality  in  Medicine 

In  December  1973,  the  Board  of  Trustees  of  the  American 
Psychiatric  Association  (APA)  removed  homosexuality  from 
the  official  list  of  mental  disorders.  Today,  organized  psychia- 
try views  homosexuality  as  a  nonpathological  variant,  and  the 
APA  has  passed  resolutions  affirming  a  broad  policy  of  nondis- 
crimination toward  gay  men  and  lesbians. 

In  June  1993,  the  American  Medical  Association  banned 
discrimination  against  gay,  lesbian,  and  bisexual  doctors  by 
adding  the  words  "sexual  orientation"  to  the  AMA's  nondis- 
crimination bylaws.  A  Decem- 


a  student's  sexual  orientation  was  revealed  without  permission 
by  a  classmate. 

Gay  students  at  some  other  schools' '  have  indicated  their 
preference  that  the  student-faculty  liaison  be  gay,  but  they  feel 
it  more  important  that  the  liaison  be  readily  accessible,  that 
confidentiality  be  assured,  and  that  students  not  be  identified  as 
gay  merely  by  waiting  outside  the  liaison's  office.  Such 
"nonidentification"  can  be  assured  if  the  liaison/advisor  has 
multiple  roles  involving  confidentiality.  For  example,  at 
LSUSM-NO,  any  student,  resident,  or  faculty  member — irre- 
spective of  sexual  orientation — might  be  seen  at  various  times 
in  the  liaison's  waiting  area,  which  is  located  prominently  in  the 
clinical  education  building.  The  use  of  a  multirole  liaison  who 
counsels  house  staff  regarding  a  variety  of  concerns  would 
work  effectively  in  a  teaching  hospital  as  well. 


Successes  and  Failures 

In  recent  years,  the  number  of  support  services  for  gay  medical 
students  has  been  growing.  Institutional  support  groups  are 
more  likely  to  be  found  in  large  schools,  and  in  the  Northeast 

and  West;  support  groups  are 


ber  1994  policy  paper  adopted 
without  dissent  by  the  AMA's 
House  of  Delegates  extends 
nondiscrimination  to  patient 
care,  calls  for  physicians' 
"nonjudgmental  recognition  of 
sexual  orientation  and  behav- 
ior," and  recommends  more 
emphasis  in  medical  school  on 
the  physical  and  psychological  needs  of  gay  men  and  lesbians. 

How  has  medical  education  responded?  A  recent  survey  of 
accredited  US  medical  schools-  revealed  that  63%  of  the  97 
responding  schools  include  sexual  orientation  as  an  institution- 
ally protected  category.  We  found  that  antidiscrimination  poli- 
cies are  more  common  in  private  schools,  somewhat  more 
common  in  large  rather  than  small  schools,  and  more  common 
in  the  Northeast  and  North  Central  region.  But  an  official 
policy,  desirable  as  it  is,  is  just  an  appropriate  starting  point. 
Gay  students  also  need  assured  access  to  sensitive  advocates, 
faculty  mentors,  and  official  support  groups. 

Two-thirds  of  the  respondents  to  our  student  survey'  knew 
of  faculty  with  whom  to  discuss  gay  issues,  but  less  than  10%^ 
indicated  that  this  person  had  an  official  title.  Students  in  large 
schools  and  those  in  the  Northeast  and  West  were  more  likely 
to  know  faculty  with  whom  to  discuss  gay  issues.  An  identified 
faculty  liaison  may  be  a  great  help  to  gay  students,  providing 
counseling  and  reassurance  and  directing  them  to  both  faculty 
mentors  and  to  peer  and  community  support.  At  LSUSM-NO, 
my  role  has  included  facilitating  students'  self- acceptance; 
dealing  with  the  dilemma  of  selectively  revealing  sexual  orien- 
tation (or  not);  residency  selection;  relationship  issues;  HIV 
status;  and  even  an  involuntary  "outing"  to  the  dean,  in  which 


"An  identified  facuity  iiaison  may  be  a 
great  help  to  gay  students,  providing 

counseling  and  reassurance  and 
directing  tliem  to  botli  faculty  mentors 
and  to  peer  and  community  support." 


more  likely  to  be  officially 
sanctioned  in  the  North  Cen- 
tral region  and  the  Northeast.  '■' 
In  our  most  recent  study,  al- 
most 70%  of  respondents  re- 
ported a  support  group  for  gay 
and  lesbian  students  at  their 
school  (either  student-  or  uni- 
versity-organized), and  56% 
reported  community-based  groups  exclusively  for  gay  physi- 
cians in  their  area.  Respondents  from  all  schools  expressed  a 
desire  for  a  support  group,  whether  or  not  one  existed;  men  were 
more  likely  than  women  to  value  an  official  recognition  for  such 
a  group.  "Fear  of  being  openly  gay"  was  the  reason  most  often 
cited  for  lack  of  a  support  group. 

Despite  real  progress,  two-thirds  of  students  in  our  most 
recent  survey  reported  hearing  antigay  comments  from  a  class- 
room instructor,  42%  said  that  clinical  faculty  had  made  pejo- 
rative remarks,  and  7%  indicated  that  their  homosexuality  had 
been  criticized  personally  by  an  instructor.  Even  at  a  school 
known  to  be  supportive  of  gays  and  lesbians,  one  student 
reported  being  constantly  reminded  that  "homosexuals  are  not 
entitled  to  respect  and  that  disrespect  is  permissible."^  In  the 
clinical  years,  she  was  gratified  when  attending  physicians 
spoke  out  against  the  mistreatment  of  gay  patients,  but  she  was 
still  "horrified  at  the  homophobic  jokes,  cartoons,  and  stories 
related... by... superiors  about  gay  and  lesbian  patients."  She 
reported  hearing  residents  "warn  students  about  working  with 
known  gay  physicians."  In  1994,  the  American  Association  of 
Physicians  for  Human  Rights  also  reported  that  antigay  lan- 
guage, including  verbal  harassment  and  discrimination,  was 
widespread  in  medical  schools.' 
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Our  curricular  surveys'"'  demonstrate  that  the  topic  of 
homosexuahty  is  taught  mainly  in  lectures  on  human  sexuality, 
followed  distantly  by  panel  presentations  and  meetings  with 
gay  men  and  lesbians.  One  faculty  respondent  noted  the  need 
for  "an  acceptable,  less  threatening  way  to  teach  [this  topic]." 
We  have  speculated  that  discomfort  in  discussing  gay  issues 
stems  from  the  lingering  association  of  homosexuality  with 
deviance  and  psychopathology.  Or  it  may  result  from  combin- 
ing instruction  about  homosexuality  and  HIV,  thus  linking  gay 
identity — rather  than  high-risk  behavior  irrespective  of  sexual 
orientation — with  a  frightening  pandemic  illness. 

We  suspect  that  the  curricular  marginalization  of  instruc- 
tion about  homosexuality  trivializes  the  importance  of  the  topic 
in  the  minds  of  faculty  and  students.  We  endorse  the  recommen- 


dation of  student  and  faculty  respondents  to  our  surveys  that 
teaching  about  gay  and  lesbian  patient  care  be  wholly  integrated 
throughout  the  curriculum.  There  should  be  regularly  sched- 
uled seminars  and  lectures  on  such  topics  as  gay  and  lesbian 
development,  relationships,  and  lifestyles;  nonjudgmental  sexual 
history-taking;  and  special  problems  and  concerns  of  gay  and 
lesbian  patients.  Further,  we  suggest  that  students'  interaction 
with  lesbians  and  gay  men  be  assured,  including  frequent  small- 
group  discussion  focused  on  homosexual  issues.  Students  must 
be  helped  to  confront  their  own  attitudes  and  values  about 
homosexuality,  to  be  respectful  of  their  gay  colleagues,  and  to 
be  caring  with  their  gay  patients.  The  challenge  for  academic 
medicine  is  to  be  more  sensitive  than  society  as  a  whole  to  the 
needs  of  lesbian  and  gay  providers,  patients,  and  students.     □ 
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Gays,  Lesbians,  HIV  Infection, 
and  Admission  to  Medical  School 

A  Physicians'  Roundtable 


Deputy  Editor's  note:  Never  one  to  shirk  controversy,  your  North  Carolina  MedicalJournal  posed  a  series  of  questions  to 
representatives  of  medical  school  admissions  committees  at  Duke  University,  East  Carolina  University,  Bowman  Gray 
School  of  Medicine,  and  the  University  of  North  Carolina  at  Chapel  Hill.  One  dean  (we're  not  naming  names)  actively 
discouraged  us  from  pursuing  these  questions,  saying  we  shouldn't  be  looking  for  trouble.  This  was  equivalent  to  waving  a 
red  flag  in  front  of  the  journalistic  bull,  so  we  pursued  the  matter  even  more  vigorously.  Three  physicians,  representing  the 
admissions  committees  of  two  of  North  Carolina's  medical  schools,  responded.  We  hope  you  find  the  exchange  thought- 
provoking. — Edward  C.  Halperin,  MD 


Journal:  While  interviewing  an  individual  eminently  qualified 
for  admission  to  your  medical  school,  the  individual  identifies 
himself  or  herself  as  gay  or  lesbian.  How  does  this  affect  your 
decision-making  ? 

Jennifer  Taylor  Fortney,  MD,  Duke:  This  situation  is  not 
common  in  my  experience.  A  medical  school  admissions  inter- 
view is  essentially  a  job  interview,  and  I  don't  think  the 
discussion  of  sexual  orientation  is  appropriate  in  that  context.  It 
makes  no  difference  to  me  whether  or  not  a  candidate  is 
heterosexual  or  homosexual;  that  fact  would  not  affect  my 
evaluation  of  the  candidate's  fitness  for  admission. 

An  applicant  who  has  been  invited  to  an  interview  has  been 
deemed  academically  qualified  to  attend  the  institution.  The 
purpose  of  the  interview  is  to  determine  whether  the  applicant 
has  personal  qualities  that  would  make  a  superior  physician  and 
allow  the  candidate  to  interact  positively  with  peers,  patients, 
and  teachers. 

Candidates  are  evaluated  in  several  areas:  1)  Ability  to 
build  rapport  with  the  interviewer  in  the  limited  time  available 
(as  physicians  must  do  with  their  patients).  2)  Evidence  of 
altiiiism.  (Most  candidates  have  done  some  volunteer  work. 
The  interview  looks  to  discover  the  depth  of  that  activity,  how 
personally  involved  the  candidate  became,  what  the  candidate 
took  away  from  the  experience.)  3)  Demonstration  of  an  aware- 
ness of  the  political  and  economic  issues  that  may  effect 
medical  careers  in  the  future,  and  a  knowledge  of  the  commu- 
nity beyond  the  boundaries  of  their  school.  4)  Demonstration  of 
some  knowledge  of  what  constitutes  a  medical  career  and  of 
some  thought  about  how  to  balance  a  professional  and  personal 
life.  (Evidence  that  a  candidate  has  been  able  to  achieve 
superior  academic  grades  while  participating  in  a  variety  of 


extracurricular  activities  implies  that  the  candidate  will  be  able 
to  achieve  the  same  balance  in  a  medical  career.)  5)  Evidence 
of  intellectual  curiosity  (significant  involvement  in  research, 
participation  in  an  honors  program,  independent  study,  a  broad 
range  of  subjects  studied  in  college).  6)  A  tolerance  of  diversity 
in  cultural  perspectives,  and  an  ability  to  maintain  a  personal 
point  of  view  while  respecting  those  of  others.  Regardless  of 
sexual  identity,  applicants  who  score  highly  in  these  areas 
would  be  very  competitive  for  admission  to  medical  school. 

Harold  Kudler,  MD,  Duke:  Duke's  policy  is  to  not  discrimi- 
nate on  the  basis  of  sexual  preference.  This  policy  does  not 
prevent  committee  members  from  having  their  own  thoughts 
and  feelings.  I  have  mine.  What  follows  is  a  personal  response. 
It  is  worth  pointing  out  that,  in  nearly  six  years  on  the  commit- 
tee, 1  cannot  recall  any  applicant  disclosing  a  gay  or  lesbian 
preference.  I  have  probably  interviewed  gay,  lesbian,  and 
bisexual  candidates  who  did  not  choose  to  bring  the  matter  up. 
I  would  definitely  take  note  if  someone  did.  Part  of  my  response 
would  be  surprise  at,  maybe  even  pleasure  in,  the  applicant's 
candor.  I  suppose  I  would  have  a  flash  of  anxiety  too.  I  would 
hope  to  maintain  my  composure  and  listen  to  what  the  applicant 
was  trying  to  tell  me.  If  the  candidate  was  trying  to  sell  the  idea 
that  Duke  needs  at  least  one  homosexual  student  to  "round  out" 
the  class,  I  do  not  think  I  would  be  buying.  On  the  other  hand, 
if  the  applicant  mentioned  sexual  preference  in  the  context  of 
involvement  in  the  gay  rights  movement,  concern  about  a  lover 
with  AIDS  or  experience  with  discrimination,  I  might  learn 
something  that  would  help  the  committee  in  its  deliberations.  I 
do  not  believe  that  the  disclosure  would  prejudice  me  (or  my 
colleagues)  against  the  candidate  to  any  significant  degree.  The 
real  danger  lies  not  in  whether  we  accept  gay  or  lesbian 
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students,  it  lies  in  becoming  so  obsessed  with  a  single  aspect  of 
an  applicant's  life  story  that  we  stop  listening  to  or  thinking 
about  this  person  who  wants  to  be  a  doctor. 

Elizabeth  S.  Mann,  MD,  UNC-Chapel  Hill:  If  an  applicant 
identified  himself  or  herself  as  gay  or  lesbian,  I  would  expect  no 
systematic  effect  on  the  decision-making  process  of  the  com- 
mittee. Every  fact  that  we  know  about  each  applicant,  how  they 
offer  information  to  us,  how  they  seem  to  feel  about  what  they 
choose  to  tel)  us,  becomes  part  of  the  deliberations  of  each 
committee  member.  We  are  all  well  aware  that  details  of 
candidates"  personal  lives  are  not  appropriately  a  part  of  the 
process  and  do  not  form  the  centerpiece  of  any  discussion. 
There  is  a  gay  and  lesbian  support  group  that  functions  as  a 
recognized  student  organization  within  the  school  of  medicine 
and  is  listed  among  the  student  organizations  in  the  student 
handbook. 

Journal:  As  you  interview  a  person  for  admission  to  your 
medical  school,  the  individual  identifies  himself  or  herself  as 
being  infected  with  human  immunodeficiency  virus  (HIV-posi- 
tive). Would  this  affect  your  decision  concerning  admission  to 
medical  school? 

Fortney:  The  American  With  Disabilities  Act,  which  became 
effective  in  1 992,  specifically  prohibits  employers  and  public 
institutions  from  discriminating  against  qualified  individuals 
because  of  their  disabilities.  An  individual  who  is  HIV  serop- 
ositive is  considered  disabled  under  this  act.  It  is,  therefore,  not 
permissible  to  deny  admission  to  medical  school  to  an  indi- 
vidual who  is  qualified  to  attend  simply  because  that  individual 
is  HIV-positive. 

Medical  and  dental  institutions  have  struggled  for  the  past 
several  years  with  the  issue  of  protecting  the  rights  of  individu- 
als and  the  rights  of  the  public  regarding  HIV-infected  health 
care  workers.  Several  court  decisions  have  established  that 
hospitals  can  reassign  HIV-infected  employees  who  are  deemed 
to  pose  a  significant  danger  to  patients.  Until  recently,  there  has 
been  little  information  about  the  degree  of  risk  imposed  on 
patients  by  HIV-infected  providers.  Now  the  Centers  for  Dis- 
ease Control  has  reported  a  study  (as  of  January  I,  1995)  of  64 
health  care  workers  infected  with  HIV.  HIV  tests  were  available 
on  22,171  patients  who  had  been  treated  by  5 1  of  these  infected 
providers.  No  seropositive  patients  were  reported  among  1 3,063 
patients  treated  by  37  of  the  51  providers.  There  were  113 
seropositive  patients  reported  among  the  9,108  patients  cared 
for  by  the  remaining  14  providers.  Epidemiological. and  labora- 
tory studies  did  not  show  the  infected  providers  to  have  been  a 
source  of  HIV  for  any  of  the  patients.' 

Since  the  risk  of  transmission  of  HIV  from  provider  to 
patient  appears  negligible,  what  should  be  the  response  of 
medical  institutions  regarding  their  HIV-positive  students  and 
staff?  In  1991,  the  CDC  established  guidelines  for  preventing 
the  transmission  of  hepatitis  B  virus  (HBV)  and  HIV  during 
invasive  procedures,  ^1ultiple  institutions  in  several  states  have 


developed  policies  for  the  HIV-infected  health  care  workers 
that  incorporate  these  guidelines.  '^  For  example.  Michigan's 
guidelines,''  established  in  1991,  state  that: 

1 )  All  health  care  workers  must  adhere  to  universal  precau- 
tions. All  training  institutions  should  teach  the  use  of  these 
techniques. 

2)  All  workers  at  risk  for  HBV  transmission  should  receive 
Hepatitis  B  vaccine. 

3 )  A  health  care  worker  who  exposes  a  patient  to  [the  worker' s] 
blood  or  other  bodily  fluids  is  ethically  bound  to  inform  the 
patient  of  the  exposure  and  undergo  testing. 

4)  Confidentiality  laws  must  be  followed  to  protect  the  identify 
of  HIV-infected  workers. 

5)  Limiting  the  activities  of  an  HIV-infected  health  care  worker 
is,  generally,  not  necessary.  Infected  workers  should  per- 
form invasive  procedures  only  on  the  recommendation  of 
health  officials;  they  should  be  closely  monitored  for  their 
compliance  to  universal  precautions  and  their  ability  to  carry 
out  their  responsibilities. 

6)  Notification  of  patients  treated  by  an  HIV-infected  health 
care  worker  should  be  considered  on  a  case-by-case  basis, 
taking  into  consideration  whether  exposure  has  occurred,  an 
assessment  of  risks,  confidentiality  issues,  and  available 
resources.  Any  public  notification  should  be  done  in  consul- 
tation with  public  health  officials  and  the  infected  worker. 

7)  Infected  health  care  workers  who  fail  to  comply  with  the 
above  recommendations  will  be  subject  to  sanctions. 

On  a  personal  level,  I  would  be  concerned  that  HIV- 
positive  candidates  for  admission  understand  the  risks  to  their 
own  health  posed  by  the  physical  stresses  and  exposure  in- 
volved in  medical  training.  It  is  my  understanding  that  HIV- 
positive  patients  are  counseled  about  the  importance  of  suffi- 
cient sleep,  nutritious  diet,  etc. — things  that  may  be  sadly 
lacking  in  a  medical  training  regimen.  In  addition,  medical 
personnel  working  in  tertiary  care  centers  are  exposed  to  a  wide 
variety  of  infectious  diseases,  some  of  which  are  drug-resistant. 
Such  exposure  could  be  a  problem  for  someone  with  a  compro- 
mised immune  system.  I  would  hope  that  infected  candidates 
would  seek  medical  counseling  to  optimize  their  chances  of 
completing  training  without  any  further  damage  to  their  health. 
But  I  would  not  let  the  fact  of  HIV  infection  influence  my 
evaluation  of  their  candidacy.  HIV-positive  or  not,  applicants 
who  score  highly  in  the  interview  would  be  highly  competitive 
for  admission  to  medical  school. 

Kudler:  If  an  applicant  identified  himself  or  herself  as  HIV- 
positive,  I  would  certainly  have  to  check  my  own  pulse.  No 
doubt  my  mind  would  flash  to  an  image  of  this  person  in  an 
operating  room,  blood  dripping  from  a  cut  surgical  glove  into 
the  patient's  gaping  incision.  And  then,  just  as  surely,  I  would 
realize  that,  to  the  best  of  my  knowledge,  I  have  never  contami- 
nated a  patient  with  my  own  bodily  fluids.  Yes,  I  have  poked 
myself  with  needles,  but  I  never  took  the  same  needle  and 
jabbed  it  into  a  patient.  I  have  never  seen  anyone  bleed  because 
of  a  cut  glove. 
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There  is  very  little  chance  that  an  HIV-positive  doctor  will 
infect  his  or  her  patients.  The  person  most  at  risk  in  the  medical 
setting  is  the  HIV-infected  doctor.  Caring  for  the  ill  means 
exposing  yourself  to  countless  microbes.  I  hope  I  would  be  able 
to  ask  the  applicant  clearly  if  he  or  she  has  considered  the  risks 
involved  and  thinks  them  acceptable.  Has  the  candidate  consid- 
ered the  risks  they  may  pose  to  others,  even  though  those  risks 
are  small? 

The  Admissions  Committee  might  want  to  consult  medical 
and,  perhaps,  legal  experts  before  finalizing  its  decision.  My 
hope  and  expectation  is  that  the  committee  would  be  cleared  to 
consider  the  applicant  on  his  or  her  own  merit. 

As  for  the  projected  life  expectancy  of  HIV-infected  appli- 
cants, until  I  hear  that  someone  knows  how  long  any  of  us  will 
live  or  how  long  we  have  to  practice  "to  repay  the  investment 
society  made  in  our  medical  education,"  I  won't  worry  about 
any  particular  applicant's  potential  life  span. 

Mann:  If  a  candidate  told  us  that  they  were  HIV-positive,  this 
fact  would  become  part  of  what  we  know  about  the  candidate, 
one  fact  among  many.  We  would  never  seek  this  information. 
All  our  committee  members  know  that  this  would  not  be  an 
appropriate  question  to  ask,  so  this  information  enters  the 
record  only  if  it  was  volunteered  by  the  candidate.  There  are 
many  features  of  every  candidate,  and  medical  history  (of  any 
kind)  becomes  a  part  of  our  discussion  only  at  the  discretion  of 
the  candidate.  No  single  fact  determines  acceptance  or  rejec- 
tion. It  is  impossible  to  know  how  the  fact  of  HIV-positivity 
would  weigh  in  the  thoughts  of  individual  voting  members. 

Journal:  After  an  appropriate  inten'iew,  you  admit  an  emi- 
nently qualified  individual  to  your  medical  school.  Several 
months  later,  at  matriculation,  the  student  indicates  that  he  or 
she  is  HIV-positive,  knew  this  at  the  time  of  application  to 
medical  school,  but  chose  not  to  discuss  It.  The  individual  now 
wants  information  about  coverage  under  the  student  health 
plan. 

Fortney:  Once  the  disclosure  of  HIV-positivity  is  made,  the 
student  would  be  treated  the  same  as  any  other  HIV-  or  HBV- 
infected  worker  in  our  institution.  A  committee  of  the  Em- 
ployee Occupational  Health  Services  would  individually  evalu- 
ate the  student  regarding  the  risk  of  transmission  in  the  clinical 
care  setting.  Such  evaluations  are  confidential.  Decisions  about 
work  restrictions  are  based  on  current  standards  of  care,  and  are 
reassessed  periodically.  Every  attempt  would  be  made  to  allow 


the  student  to  successfully  complete  clinical  training  with  as 
little  risk  to  the  student  or  patients  as  possible.  The  student 
would  be  eligible  to  apply  for  the  same  medical  coverage  as  all 
other  medical  students. 

Kudler:  So  my  new  first  year  medical  student  is  HIV-positive 
and  didn't  tell  me  about  it  during  the  admissions  process?  Well, 
I  might  wince  at  having  been  kept  in  the  dark  but  this  was  the 
applicant's  choice  to  make.  Now,  if  I  thought  that  the  student 
had  applied  to  medical  school  only  to  take  advantage  of  the 
wonderful  insurance  benefits,  I  would  be  shocked!  How  could 
I  have  admitted  this  fool?  This  would  be  grounds  for  /?7v 
resignation.  On  a  more  serious  note,  I  would  want  to  know  how 
the  student  came  to  decide  first  not  to  disclose  HIV  status,  then 
to  disclose.  Was  the  student  afraid  of  not  being  accepted  if  we 
knew  about  the  HIV  infection?  I  would  ask  about  the  student's 
past  experience  with  disclosures,  about  being  infected,  and 
about  fears  of  how  others  will  respond  to  an  infected  person.  A 
conversation,  already  overdue,  would  just  be  starting.  We 
would  probably  both  benefit  by  it. 

Mann:  It  is  explicitly  the  case  that  candidates  for  medical 
school  are  under  no  obligation  to  discuss  their  medical  history 
or  status  with  us  before  admission.  This  candidate  must  clearly 
have  been  qualified  and  judged  a  desirable  candidate  for  the 
study  of  medicine,  so  I  have  no  problems  concerning  how  the 
admissions  process  functioned  in  this  case.  The  question  is  not 
whether  HIV-positive  persons  should  be  barred  from  the  study 
and  practice  of  medicine,  nor  is  it  whether  persons  with  HIV 
should  subject  themselves  to  this  kind  of  stress.  We  are  still 
developing  our  technical  standards,  but  it  is  likely  all  candidates 
know  that  one  thing  expected  of  them  is  stamina. 

Medical  students  are  required  to  have  health  insurance 
either  purchased  through  a  group  plan  offered  to  matriculating 
students,  or  comparable  coverage  purchased  elsewhere.  Pay- 
ment of  the  student  health  fee  entitles  enrolled  students  to  basic 
primary  care  through  the  Student  Health  Service,  and  the 
offered  insurance  provides  additional  coverage.  There  is  no 
explicit  problem  with  HIV/AIDS  as  such,  but  there  is  a  stipula- 
tion of  a  one-year  delay  in  coverage  of  preexisting  conditions. 

Schools  are  obligated  to  protect  both  students  and  patients 
from  foreseeable  risks  and  harms.  The  problems  posed  in  both 
the  second  and  third  questions  above  would  necessarily  lead  to 
some  limits  on  procedures  that  the  student  could  be  involved  in, 
determined  by  the  state  of  understanding  and  institutional 
policies  at  the  time,     Q 
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EDITORIALS 


Physician-Assisted  Suicide 

A  Bad  Idea,  Carroll  and  Kevorkian  Notwithstanding 

Editor's  note:  We  publish  commentaries  tliat  Drs.  Harmon  Smitli  and  Dawn  Brezina  wrote  in  response  to  Dr.  Carroll's  piece 
in  the  Jan/Feb  Journal,  "Physician-Assisted  Suicide:  Lessons  From  the  Kevorkian  Trials, "  (NC  Med  J  1997;58:25-9). 

Parti 

Harmon  L.  Smith,  PhD 


One  of  my  college  teachers  was  fond  of  saying  that  it  is 
difficult  to  tell  who  it  is  that  does  the  most  mischief,  enemies 
with  the  worst  intentions  or  friends  with  the  best!  A  mea- 
sured reading  of  Bernard  J.  Carroll's  essay  ("Physician- 
assisted  suicide:  lessons  from  the  Kevorkian  trials"')  sug- 
gests that,  with  his  breathless  hyperbole  and  ideologic  dis- 
tortion, he  may  have  succeeded  in  being  both. 


The  Testimony  of  Historical  Tradition 

It  is  impossible  to  say  that  an  action  which  causes  another's 
death  can  never  be  condoned.  But  in  an  earlier  essay-  in  this 
journal,  I  argued  that  both  the  moral  traditions  of  Western 
medicine  and  Christian  commitments  hold  that  physicians 
are  not  meant  to  be  agents  of  death.  The  evidence  for  this 
claim  goes  back  to  the  earliest  beginnings  of  Western  civi- 
hzation.  Pythagoras,  Plato,  and  Aristotle  held  suicide  to  be 
a  crime  against  the  community;  Plato  even  argued  that  it  was 
tantamount  to  a  crime  against  God;  and  the  Hippocratic  Oath 
for  physicians  specifically  includes  the  pledge  that  "I  will 
give  no  deadly  drug  to  any,  though  it  be  asked  of  me,  nor  will 
I  counsel  such." 

Alongside  his  "new  puritans."  I  suppose  that  Dr.  Carroll 
must  reckon  these  worthies  to  be  "old  puritans."  Only  by 
abandoning  our  traditions  and  making  medicine  ahistorical 
can  Dr.  Carroll  advocate  that  physicians  become  accessories 
to  their  patients'  deaths.  His  attempt  to  make  a  death-dealing 
action  equivalent  to  other  medical  practices  is  not  persua- 
sive. Surgeons  do  in  fact  mutilate,  and  physicians  do  in  fact 
prescribe  poisons,  but  neither  of  these  actions  is  meant  as  a 
harmful  intei-vention;  when  successful,  both  enlarge  health 
and  well-being.  In  his  enthusiasm  for  noninterference  and 
noncoercion  in  the  private  transactions  between  physicians 
and  patients.  Dr.  Carroll  simply  dismisses  these  time-hon- 
ored customs  and  their  commensurate  practices.  Instead,  he 


invites  us  to  embrace  again  the  now  well-discredited  notion 
of  privatized  Aesculapian  authority  under  the  guise  of  pa- 
tient self-determination. 

The  historical  and  interpretive  inaccuracies  that  mar  Dr. 
Carroll's  paper  display  its  ideologic  partiality,  and  his  at- 
tempt to  co-opt  traditions  that  oppose  his  bias  will  not  wash. 
Among  several  examples,  two  will  suffice.  It  is  true  that 
"Within  the  Judeo-Christian  tradition  suicide  is  con- 
sidered ...  an  act  of  ultimate  despair,"  but  it  is  clearly  not  true 
that  this  is  the  presiding  view  or  that  "[this]  view  ignores  a 
variety  of  suicidal  behaviors  that  span  a  wide  spectrum  of 
moral  contexts."'  From  the  2nd  century  onward,  Christianity 
has  condemned  suicide.  Christian  literature  since  August- 
ine, especially  the  casuistical  handbooks,  has  taken  account 
of  martyrdom  and  heroism  as  forms  of  self-sacrifice,  but  in 
neither  of  these  cases  is  the  choice  of  death  egocentrically 
motivated.  In  these  contexts,  to  put  it  differently,  the  choice 
is  not  for  death  but  for  a  loyalty,  a  commitment,  for  which 
death  may,  on  rare  occasion,  almost  certainly  be  a  conse- 
quence but  not  the  primary  desire. 

Similarly,  Orthodox  Judaism  teaches  that  suicide  is 
wrong  and  that  life  is  always  to  be  preferred  to  death  save  in 
those  instances  where  life  can  be  purchased  only  through 
blasphemy,  idolatry,  or  incest.  There  is  considerable  debate 
whether  it  is  precisely  true  that  "the  defenders  of  Masada 
committed  group  suicide."  If  children  died  on  Masada,  they 
were  almost  certainly  killed.  Josephus'  account  in  The 
Jewish  War  (Book  VII)  is  that  all  of  the  deaths  were  murders, 
save  the  final  one,  which  was  by  suicide  (an  account  all  the 
more  remarkable  since,  as  generally  acknowledged,  Josephus' 
Roman  culture  would  have  lead  him  to  celebrate  "the  nobil- 
ity of  suicide").  Two  women  and  five  children  are  said  to 
have  survived  Masada.  Not  surprisingly,  Josephus'  account 
may  not  be  descriptively  accurate  in  every  detail,  but  it  is 
accurate  and  detailed  enough  to  make  it  plausible — not 
demonstrable  fact,  but  plausible.  No  matter  how  these  deaths 
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occurred,  they  were  clearly  a  means  of  avoiding  capture  and 
almost  certain  abuse  and  death  at  the  hands  of  the  Romans. 
But  even  if  it  is  true  that  Jews  committed  suicide  on  Masada, 
and  that  modem  Jews  committed  suicide  rather  than  be  sent 
to  Holocaust  concentration  camps,  generalizing  from  the 
particulars  ignores  the  subtlety  and  complexity  of  these 
occasions.  So  one  ought  to  inquire  whether,  and  if  so  how. 
Masada  or  the  Holocaust  might  qualify  as  exceptions  to  the 
general  Jewish  prohibition  against  suicide  and  the  prefer- 
ence for  life  over  death. 


An  Ethical  Quagmire 

My  friends  who  are  lawyers  tell  me  that  the  answer  to  Dr. 
Carroll's  query  ("why  were  Dr.  Kevorkian's  trials  held?")  is 
not  mysterious:  the  prosecuting  attorney  and  a  grand  jury  in 
Oakland  County,  Michigan,  believed  that  there  was  suffi- 
cient evidence  to  believe  that  a  Michigan  statute  had  been 
violated,  that  a  crime  had  been  committed.  Instead  of  ac- 
knowledging that  these  people  knew  their  job  and  were 
doing  it.  Dr.  Carroll  declaims  that  "(t)hese  new  puritans  are 
dangerous  people,  driven  by  the  classically  psychoneurotic 
puritan  dynamic  of  unconscious  reaction  formation."'  This 
argument  ad  hominem  is  not  substantive. 

Inasmuch  as  autopsies  and  other  evidence  have  shown 
that  Dr.  Kevorkian's  subjects  were  not  always  in  terminal 
stages  of  disease,  and  given  the  common  knowledge  that 
carbon  monoxide  is  no  medical  treatment,  a  more  interesting 
question  is  why  the  several  juries  have  declined  to  convict. 
One  answer  comes  from  Methodist  bishop  Donald  Ott, 
whose  church  is  on  record  as  opposing  physician-assisted 
suicide:  under  questioning  from  the  judge  and  lawyers 
during  jury  selection,  he  said  "I  told  them  that  I  believed  that 
an  individual  should  have  the  right  to  choose  in  a  terminal 
situation  their  death...."'  This  revisionist  view  comports 
with  Dr.  Carroll's  view  of  patient  and  physician  autonomy. 

To  be  perfectly  honest,  I've  never  really  thought  of 
myself — or  of  the  AM  A! — as  part  of  a  "conspiracy  of  the 
puritan  right  to  subvert  the  professions  of  medicine  and  the 
law  in  pursuit  of  their  neurotic  agenda."  But  that  is  Dr. 
Carroll's  view — that  all  who  disagree  with  him  must  be 
"neo-puritans  [who]  are  so  dangerous  [because]  they  do  not 
respect  professional  boundaries  and  codes  of  conduct  be- 
cause they  regard  themselves  as  agents  of  a  higher  cause."' 
In  brief,  he  is  saying  that  ethics  is  not  so  much  concerned 
with  describing  a  life  of  virtue  as  with  providing  an  expedi- 
ent approach  to  perceived  moral  dilemmas,  that  theistic  and 
other  accounts  of  the  sanctity-of-life  in  Western  medicine 
are  now  indefensible  and  can  therefore  be  set  aside,  and  that 
there  is  no  morally  relevant  distinction  between  killing  and 
medical  attendance  to  the  dying  patient.  Dr.  Carroll  does  not 
argue  these  points;  he  merely  declares  them. 


It  is  true  that,  despite  a  burgeoning  biomedical  technol- 
ogy, no  one  can  guarantee  us  relief  from  the  pain  and 
discomfort  of  irreversible  illness  or  irremediable  injury.  Dr. 
Carroll's  essay  illustrates  nicely  how  our  modern  resources 
for  dealing  with  dying  and  death — maybe  especially  in  the 
modem  medical  setting — are  extraordinarily  limited  if  not 
frankly  impoverished.  Unable  to  cure.  Dr.  Carroll  declares 
we  ought  to  help  people  kill  themselves. 

But  his  mere  declaration  fails  to  persuade.  And  why  this 
kind  of  killing  ought  to  be  "medicalized"  requires  much 
further  thought.  When  lethal  injection  was  first  adopted  as 
the  means  for  capital  execution,  the  Oklahoma  state  legisla- 
ture blithely  assumed  that  the  medical  director  in  the  state 
prison  system  would  push  the  drugs.  But  he  declined,  assert- 
ing the  same  principle  now  affirmed  by  the  AMA.  If  our 
society  should  decide  to  legitimate  assisted-suicide.  it  must 
show  why  it  is  unreasonable  or  otherwise  not  feasible  to  put 
this  practice  into  the  capable  hands  of  nonphysicians — 
rather  like  the  executioners  who  push  the  drugs  or  throw  the 
electric  switches  or  release  the  trapdoors  in  capital  execu- 
tions. 


What  the  Past  Told,  The  Future  Holds 

I  am  not  clairvoyant  and  only  seldom  given  to  prophecy,  but 
because  Dr.  Carroll's  case  for  physician-assisted  suicide  is 
built  on  the  twin  foundations  of  "mercy"  and  "patient  au- 
tonomy," I  think  it  highly  likely  that  social  and  professional 
boundaries  will  stretch  far  beyond  the  situations  he  de- 
scribes. When  autonomy  is  honored  above  all  else,  and  when 
the  assessment  that  pain  and  suffering  are  unbearable  is 
entirely  subjective,  distinctions  between  terminal  and  non- 
terminal conditions  evaporate.  Indeed,  I  believe  that  re- 
quests for  "suicide-assistance"  will  eventually  be  made  on 
behalf  of  incompetent  patients  who  have  executed  an  "ad- 
vance directive"  request  for  assisted  suicide;  I  expect  that 
incompetent  patients  will  be  put  to  death  based  on  the 
"substituted  judgments"  of  well-intentioned  others  who  will 
elect  "suicide"  on  their  behalf.  For  those  who  wish  to 
consider  this  point,  I  highly  recommend  Michael  Burleigh' s 
Death  and  Deliverance:  'Euthanasia'  in  Germany  1900- 
1945,  which  brilliantly  shows  how  the  National  Socialist 
decision  to  kill  people  had  complex  origins  in  politics, 
economics,  religion,  and  medicine.  Santayana's  aphorism  is 
apposite  here:  those  who  cannot  remember  the  past  are 
condemned  to  repeat  it. 

Dr.  Carroll  dismisses  the  dangers  of  the  slippery  slope, 
but  we  have  inched  out  onto  this  treacherous  moral  terrain, 
although  not  ovemight.  Indeed,  our  foray  onto  the  greasy 
gradient  has  taken  us  from  sanctity-oi-\\ie  to  respect-iot-Me, 
to  (7M«//n'-of-life,  and  now  invites  us  to  embrace  physician- 
assisted  suicide;  I  suspect  it  will  lead  eventually  to  selective 
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homicide.  That  move  has  been  lubricated  over  several  hun- 
dred years  by  the  ascendancy  of  autonomous  individualism 
together  with  various  exceptions  to  the  rule  "do  not  kill."  We 
have  become  increasingly  callous  about  the  inviolability  of 
human  life. 

We  should  have  had  enough  experience — American 
slavery,  the  European  holocaust,  the  requirement  of  some 
states  that  physicians  push  lethal  drugs  in  capital  execu- 
tions— to  know  that  the  flimsy  reductionism  used  to  warrant 
such  behaviors  is  not  a  valid  construction  of  either  medical 
or  social  reality.  No  matter  what  criteria  are  initially  used  to 
constrain  physician-assisted  suicide,  abuse  will  follow  as 
assisted-suicide  and  overt  killing  become  one. 

A  large  part  of  our  modem  predicament  derives  from 
the  relatively  recent  modification  of  the  warrant  for  medical 
intervention.  Historically,  physicians  were  warranted  to  act 
only  in  the  presence  of  a  definitely  diagnosed  disease  that 
was  believed  to  be  life-threatening  (or  later,  function-inhib- 
iting). Since  Freud  and  Jung  and  the  ascendancy  of  psycho- 


social as  well  as  biophysiologic  criteria  for  "disease,"  doc- 
tors have  been  allowed  to  intervene  virtually  any  time  that 
any  patient  wanted,  for  any  reason.  It  is  a  very  short  step  from 
accepting  individual  definitions  of  pleasure  and  pain  to 
permitting  individual  definitions  of  pathologic  conditions 
(and  what  is  appropriate  to  treat  them).  Then  we  will  be  able 
to  say  "So  much  for  medicine  as  a  fiduciary  covenant  or 
profession." 

Paul  Ramsey  once  observed  that  unless  we  agree  upon 
the  principles  of  \irtue,  we  cannot  agree  upon  the  practice  of 
virtue.  More  recently.  Alasdair  Maclntyre  has  persuasively 
argued  that  there  can  be  no  rational  resolution  of  moral 
dispute  in  the  absence  of  shared  commitments.  My  personal 
view  is  that — in  ways  not  dissimilar  to  the  abortion  contro- 
versy, which  engenders  bitterness  and  sometimes  violence 
from  proponents  and  opponents  whose  fundamental  values 
are  in  conflict  and  unreconcilable — physician-assisted  sui- 
cide represents  a  profound  and  serious  threat  to  our  moral 
imagination  and  our  professional  sensibilities.     □ 


References 

1  Carroll  B  J.  Physician-assisted  suicide:  lessons  from  the  Ke\  orkian 
trials.  NC  Med  J  1997;58:25-9. 

2  Smith  HL.  Physician-assisted  suicide:  both  physicians  and  Chris- 
tians should  know  that  this  is  not  an  idea  whose  time  has  come. 


NCMedJ  1993;54:378-82. 
3  Religion  News  Service.  Bishop  on  Kevorkian  jury  foresees 
societal  shift.  March  16,  1996. 


Part  2 

Dawn  Brezina,  MD 


In  "Physician-assisted  suicide:  lessons  from  the  Kevorkian 
trials,"  Dr.  Canoll  relates  his  experiences  as  an  expert 
witness  for  the  defense  in  the  Michigan  trial  of  Dr.  Jack 
Kevorkian.'  Unfortunately,  his  article,  which  broaches  a 
very  important  and  timely  topic,  degenerated  into  a  diatribe 
against  evil  "puritans"  and  an  aggressive  vindication  of  Dr. 
Kevorkian.  This  emotionally  charged  issue  deserves  the 
presentation  (and  representation)  of  both  sides,  not  a  soap- 
box stand  of  ridicule  and  insults  hurled  at  the  opposition. 

I  do  agree  with  Dr.  Carroll  that  physician-assisted 
suicide  is  an  important  issue  for  society  (and  doctors)  be- 
cause most  of  us  sympathize  with  individuals  who  have  so 
lost  control  of  their  lives  that  they  desire  death.  We  can  all 
relate  to  the  fear  engendered  by  the  thought  of  a  painful  or 
degrading  death.- 1  have  seen  patients  suffer  greatly  because 
their  physical  deterioration  has  progressed  beyond  pallia- 
tion, but  fortunately,  this  is  not  the  rule.  Usually  pain  can  be 
controlled  adequately,  and  good  hospice  care  allows  most 
patients  to  "die  with  dignity."  But  I  resent  Dr.  Carroll's 
characterization  of  those  who  opposed  the  Kevorkian  posi- 
tion as  being  motivated  by  a  "psychoneurotic  puritan  dy- 


namic of  unconscious  reaction  formation,"  and  as  delighting 
in  "the  sadistic  dehumanization  of  suffering  patients." 
Whether  he  was  referring  only  to  the  prosecutors  of  the 
Kevorkian  trial  or  more  generally  to  all  who  oppose  his 
views,  I  found  his  demeaning  language  offensive  and  inap- 
propriate. 

As  patients  approach  the  end  of  life,  doctors  try  to  ease 
their  pain  with  morphine.  Dr.  Carroll  seems  to  imply  a 
Machiavellian  motive,  saying  physicians  "narcotize  the  pa- 
tient with  excessive  amounts  of  morphine  to  the  point  of 
respiratory  aiTest,  all  the  while  humbly  declaring  [their]  lack 
of  skill  in  judging  just  how  much  pain  the  patient  is  enduring 
and  begging  the  forgiveness  of  the  relatives...."  What  is  he 
talking  about?  The  use  of  morphine?  The  double  effect  of 
pain  relief  and  respiratory  depression?  Most  of  the  doctors  I 
know  are  forthright  with  the  families  of  dying  patients.  These 
relationships  do  not  become  marred  by  "euphemism  and 
obfuscation."  Families  are  not  kept  ignorant  of  the  fact  that 
morphine  may  depress  respiration  and  hasten  death. 

I  take  further  exception  to  Dr.  Carroll's  comment  that 
Dr.  Kevorkian's  most  egregious  fault  lies  in  publicizing  his 
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work.  This  is  a  fault,  but  it  is  not  his  most  glaring  one.  Dr. 
Kevorkian  is  a  retired  pathologist,  a  member  of  a  specialty 
not  renowned  for  doctor-patient  relationships  and  certainly 
devoid  of  long-term  patient  care.  Now.  in  his  retirement,  he 
has  decided  to  aid  humankind  by  helping  individuals  with 
serious  illness  commit  suicide.  These  people  are  not  Dr. 
Kevorkian's  patients.  They  are  not  people  he  has  followed 
for  a  period  of  time;  they  have  not  been  referred  by  personal 
physicians  who  might  corroborate  the  futility  of  therapy.  As 
described  in  the  article.  Dr.  Kevorkian  makes  his  decision 
after  an  interview  with  the  patient.  I  will  agree  with  Dr. 
Carroll  that  these  people  must  be  suffering  and  that  they  seek 
out  Dr.  Kevorkian  because  the  medical  profession  has  not 
met  their  needs. 

When  it  comes  to  physician-assisted  suicide,  I  am  much 
more  inclined  to  see  Dr.  Timothy  Quill  as  a  role  model.  Dr. 
Quill,  unlike  Dr.  Kevorkian,  cares  for  his  patient's  as  their 
physician  (that  is,  healer).  He  tries  to  exhaust  methods  of 
treatment  and  palliation  before  assenting  to  a  request  for 
death.'  But  even  in  his  case,  I  think  we  stand  on  the  "slippery 
slope."  Maybe  physicians  like  Dr.  Quill  can  meet  the  needs 
of  these  patients,  maintaining  the  human  touch,  never  push- 
ing the  patient  into  decisions,  but  will  this  be  universally 
true?  If  physician-assisted  suicide  were  to  become  legal, 
would  every  patient  asking  to  die  be  thoroughly  evaluated 
for  depression  and  mental  competence?  How  about  every 
nursing  home  resident?  I  find  it  revealing  that  Dr.  Harold 
Koenig^  showed  that  it  was  young  people  who  supported 
physician-assisted  suicide;  the  elderly  opposed  it!  It  does  not 
require  much  imagination  to  envisage  the  coercion  of  the  old 
and  debilitated  to  "end  it  all"  and  lighten  the  burden  on 
society. 

The  AMA  Code  of  Medical  Ethics  alludes  to  the  com- 
promise of  physicians'  role  as  healer  if  they  render  them- 
selves as  agents  of  death.  Maybe  some  physicians  can 
balance  these  positions,  but  I  doubt  that  all  can.  What  will 
happen  when  assisted  suicide  is  no  longer  restricted  to 
patients  with  end-stage  disease,  when  people  with  early  or 
limited  disease  find  life  unbearable  because  they  "fear  the 
end"?  What  will  participation  in  assisted  suicide  do  to 
doctors  psychologically?  What  will  it  do  to  the  doctor- 
patient  relationship?  Consider  also  the  ramifications  of 
reimbursement  for  services  rendered.  I  cringe  at  the  vision  of 
a  patient  lying  in  bed  with  a  lethal  IV  running,  while  the 
doctor  makes  a  quick  entrance  to  "be  in  the  room"  for  billing 
purposes. 

I  also  take  exception  to  Dr.  Carroll's  statements  that 
"the  duty  of  a  physician  is  always  to  relieve  suffering"  and 
that  the  "relief  of  suffering  is  not  only  a  duty  of  the  physician, 
it  is  at  the  same  time  a  right  of  the  patient."  It  may  be  the  duty 
of  a  physician  to  always  try  to  relieve  suffering,  but  some- 
times suffering  cannot  be  relieved  short  of  death.  Suicide 
may  be  an  option  then,  but  assisting  at  suicide  can  never  be 


made  a  duty  of  the  physician.  The  moral  autonomy  of  the 
physician  must  be  inviolate. 

Physician-assisted  suicide  is  a  very  complex  issue  with 
far-reaching  moral  and  social  implications.  We  sail  un- 
charted waters,  and  we  will  benefit  by  proceeding  with 
caution.  A  humanitarian  case  can  be  made  for  physician- 
assisted  suicide,  and  with  deliberation  we  may  be  able  to 
ensure  safeguards  to  limit  abuse  and  expand  the  choices  now 
available  to  dying  patients  and  their  physicians.  But  beware ! 
This  a  Pandora's  box!  Who  will  police  the  process?  Will 
families  of  demented  patients  suddenly  decide  that  their 
"loved  one"  would  rather  be  dead?  As  for  me,  I  would  rather 
continue  in  the  role  of  healer.     □ 
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CLINICAL      PRACTICE 


Left  Ventricular  Hypertrophy 
Impairs  Detection  of  Myocardial 
Infarction  in  Patients  With 
Nonischemic  Cardiomyopathy 

Danielle  Melvin,  Bimal  R.  Shah,  BA,  Charles  Maynard,  PhD,  Bradley  A.  Bart,  MD,  and  Galen  S.  Wagner,  MD 


The  standard  1 2-lead  electrocardiogram 
(ECG)  is  an  inexpensive  and  useful  clini- 
cal tool.  It  can  identify  a  variety  of  car- 
diac abnormalities,  including  left  ven- 
tricular hypertrophy  (LVH)  and  myocar- 
dial infarction  (MI).  See  Figure  1,  next 
page.  However,  the  ECG  manifestations 
of  an  enlarged  left  ventricle  can  mimic 
the  changes  produced  by  a  loss  of  cardiac 
muscle.  Therefore,  patients  with  LVH 
may  falsely  meet  ECG  criteria  for  the 
presence  of  ML'  Patients  with  cardiomy- 
opathy (impaired  myocardial  function 
from  various  causes)  may  have  LVH 
alone,  MI  alone,  or  both.  Considering 
these  competing  effects  on  ECG  wave- 
forms is  important  in  arriving  at  the  true 
underlying  diagnosis. 

Three  ECG  methods  are  commonly 
used  to  detect  LVH  (Table  1 ,  next  page). 
The  Romhilt-Estes  method  uses  a  scor- 
ing system  that  considers  many  aspects 
of  the  various  ECG  waveforms,-  the 
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Sokolow-Lyon  method  considers  S  and 
R  wave  amplitudes  in  certain  leads,'  and 
the  Cornell  method  considers  voltage  cri- 
teria according  to  gender.'' 

MI  can  be  diagnosed  using  three  of 
the  54  quantitative  ECG  criteria  from  a 
QRS  scoring  system  developed  by 
Selvester  et  al'  (see  below).  These  three 
MI  screening  criteria  can  sensitively  iden- 
tify the  presence  of  anatomically  defined 
infarction.''-^ 

In  general,  we  would  expect  that 
individuals  with  LVH  would  develop  true 
positive  ECG  criteria  for  LVH  before 
they  developed  false  positive  criteria  for 
MI,  but  this  expected  sequence  might  not 
always  occur.  The  purpose  of  our  study 
was  to  determine  the  specificity  of  the  MI 
screening  criteria  in  patients  with  ECG 
criteria  for  LVH.  By  examining  patients 
with  cardiomyopathies,  but  without  MI 
or  underlying  coronary  disease  that  might 
cause  "silent"  MI,  we  were  able  to  deter- 
mine the  association  of  true  positive  ECG 
criteria  for  LVH  with  false  positive  crite- 
ria for  MI. 


Methods 

Patient  population.  Between  July  1 ,  1984, 
and  December  31,  1991,  229  patients  at 


Duke  University  Medical  Center  under- 
went coronary  angiography  and  trans- 
venous  endomyocardial  biopsy  to  deter- 
mine the  etiology  of  a  clinically  diag- 
nosed cardiomyopathy.  Excluded  were 
patients  under  the  age  of  10,  those  who 
had  undergone  cardiac  transplantation, 
those  whose  left  ventricular  ejection  frac- 
tion was  >60%,  and  those  who  had  under- 
gone systemic  chemotherapy,  as  well  as 
patients  with  presumed  ischemic  etiol- 
ogy indicated  by  any  angiographic  evi- 
dence of  coronary  artery  stenosis,  history 
of  MI,  or  of  typical  angina  pectoris.  All 
data  were  acquired  from  the  Duke  Data- 
bank for  Cardiovascular  Disease  and  from 
the  Duke  University  Medical  Center  Heart 
Station. 

ECG  analysis.  All  patients  had  a  stan- 
dard 1 2-lead  ECG.  Patients  with  the  fol- 
lowing ECG  abnormalities  were  ex- 
cluded: right  ventricular  hypertrophy 
(RVH)  by  Butler-Leggett  criteria,*  left 
bundle  branch  block  (QRS  duration  for 
men:  >130  ms;  for  women:  >125  ms), 
right  bundle  branch  block  (QRS  duration 
>120  ms),  ventricular  pacing,  left  ante- 
rior-superior fascicular  block  (QRS  axis 
>-45°),  left  posterior-inferior  fascicular 
block  (QRS  axis  >I20°),  or  low  QRS 
voltage  (<0.50  mV  in  any  limb  lead  or 
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Leads 

aVR  aVL  aVF       V1     V2      V3     V4      V5     V6 


Normal 
ECG 

LVH 
Criteria 

Screening 
Criteria 


Fig  1:  Example  cardiac  cycles  are  shown  in  the  various  standard  leads  for  a  normal  ECG  (top),  LVH  criteria  (middle),  and  the  infarction 
screening  criteria  (bottom).  The  Romhilt-Estes  indications  of  LVH  include:  in  lead  VI ,  left  atrial  enlargement  is  evident  by  the  deep  and 
ibroad  P-wave  (>0.1  OmV  and  >40ms);  in  lead  V5,  the  ST  segment  is  depressed  and  the  T-wave  is  in  opposite  direction  to  QRS  complex. 
Cornell  LVH  criteria  are  met  by  a  tall  R-wave  in  lead  aVL  and  a  deep  S-wave  in  lead  V3.  Sokolow-Lyon  LVH  criteria  are  met  by  a  deep 
S-wave  in  lead  V1  and  a  tall  R-wave  in  lead  V6.  The  three  Selvester  Ml  screening  criteria  can  be  identified  by  the  broad  Q-wave  (>30ms) 
in  lead  aVF  for  the  inferior  region,  a  broad  R-wave  (>40ms)  in  lead  V1  for  the  postehor  region,  and  a  Q-wave  or  a  small  R-wave  (<1 0ms 
and  <0. 1  mV)  in  lead  V2  for  the  anterior  region.  (Note:  Examples  of  waveforms  for  the  various  leads  in  each  category  were  obtained  from 
multiple  ECGs.) 

<1.0  mV  in  any  precordial  lead).  The 
123  ECGs  that  remained  were  screened 
for  identifiable  LVH  using  the  three  cri- 
teria listed  in  Table  1 ,  at  right.  Each  ECG 
Iwas  also  examined  for  presence  of  either 
'of  two  Selvester  screening  criteria  for 
MI:  1 )  inferior  location  (Q  wave  >30  ms 
in  lead  aVF).  or  2)  anterior  location  (any 
iQ  wave,  or  R  wave  <0. 1  m  V  and  <  1 0  ms 
in  lead  V2).'  The  Selvester  criterion  for 
posterior  location  (R  wave  >40  ms  in 
lead  VI)  was  not  used  because  it  may  be 
caused  by  the  right  ventricular  hypertro- 
phy that  commonly  occurs  in  patients 
with  cardiomyopathy. 

Data  analysis.  We  calculated  the  speci- 
,ficities  of  the  MI  screening  criteria  in  the 
presence  of  none,  one,  two,  or  three  of 
the  LVH  criteria.  A  chi-square  test  was 
used  to  compare  the  specificities  of  the 
MI  screening  criteria  in  the  presence  of 
LVH. 


Results 

After  all  angiographic  and  ECG  analy- 
ses were  complete,  121  patients  were 


Table  1.  Electrocardiogram  criteria  for  left  ventricular  hypertrophy 

Romhilt-Estes  scoring  system  for  LVH 

1 .         R  or  S  amplitude  in  any  limb  lead  >2.00  mV 
orS  in  lead  V1  or  V2  >3.00  mV 
orR  in  lead  V5  or  V6  >3.00  mV 

3  points 

2. 

Left  ventricular  strain 

ST  segment  and  T  wave  in  opposite  direction  to  QRS  complex 

3  points 

3. 

Left  atrial  enlargement 

Terminal  negativity  of  the  P  wave  in  lead  V1  is  >0.10  mV  in  depth 

and  >0.040  sec  in  duration 

4. 

Left  axis  deviation  of  >  -30° 

2  points 

5. 

QRS  duration  >0.09  sec 

1  point 

6. 

Intrinsicoid  deflection  in  lead  V5  or  V6  >0.05  sec 

1  point 

Total 

(LVH  =  5  points,  probable  LVH 

13  points 

=  4  points) 

Sokolow-Lyon  criteria  for  LVH 

S  wave  in  lead  VI  -i-  R  wave  in  lead  V5  or  V6  >3.50  mV 
or  R  wave  in  lead  V5  or  V6  >2.60  mV 

Cornell  voltage  criteria  for  LVH 

Women:      R  wave  in  lead  aVL  +  S  wave  in  lead  V3  >2. 00  mV 
Men:           R  wave  in  lead  aVL  -i-  S  wave  in  lead  V3  >  2.80  mV 
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eligible  for  this 
study.  Their  average 
left  ventricular  ejec- 
tion fraction  was 
29%±  12%,  and  their 
average  age  was  45 
years±I4  years. 
Fifty-eight  percent 
of  the  population 
were  men.  A  total  of 
52  of  the  123  pa- 
tients (43%)  met 
ECG  criteria  for 
LVH;23(19%)met 
only  one  criterion, 
19  (15%)  met  two 
criteria,  and  10(8%) 
by  all  three. 

The  specificity 
of  the  ECG  screen- 
ing criteria  for  MI 
was  83%  in  the  overall  study  population. 
These  criteria  had  a  specificity  of  90%  in 
the  71  patients  with  no  ECG  criteria  for 
LVH.  but  only  73%  in  the  52  patients 
who  met  at  least  one  LVH  criterion .  These 
results  are  significantly  different  from 
one  another  (p=0.013).  The  specificities 
of  the  MI  screening  criteria  in  patients 
with  LVH  as  determined  by  one,  two,  and 
three  criteria  were  70%,  79%,  and  70%, 
respectively  (Table  2,  above).  The  speci- 
ficity of  the  MI  screening  criteria  in  pa- 
tients meeting  just  one  criterion  for  LVH 
was  significantly  lower  than  for  patients 
without  LVH  (p=0.016).  Thus,  the  pres- 
ence of  even  a  single  criterion  for  LVH 
significantly  increased  the  likelihood  of  a 
false-positive  diagnosis  of  MI. 


Discussion 

The  specificity  of  MI  screening  criteria  in 
normal  subjects  is  95%,^  but  only  78%  in 
patients  with  LVH  due  to  aortic  valve 
disease.  The  presence  of  LVH  appears  to 
lower  the  specificity  of  ECG  criteria  for 
MI, 

LVH  may  also  occur  either  during 
the  development  of,  or  in  compensation 
for  decreased  cardiac  function  in  patients 
with  cardiomyopathy.  The  present  study 
shows  that  the  specificity  of  MI  screen- 
ing criteria  in  patients  with  nonischemic 


Table  2.  Specificity  of  myocardial 

nfarctlon  screeni 

ng  criteria 

No  ECG  confounders 
At  least  1  LVH  criterion 

SC 

'  yes (N=) 

7 
14 

SC 

no (N=) 

64 
38 

Total  (N=) 

71 
52 

Specificity 
of  SC 

90% 
73% 

1  LVH  criterion 

Romhilt-Estes  alone 
Sokolow-Lyon  alone 
Cornell  alone 

7 
2 
0 
5 

16 
0 
6 

10 

23 
2 
6 

15 

70% 

0% 

100% 

67% 

2  LVH  criteria 

Romhilt-Estes  &  Sokolow 
Romhilt-Estes  &  Cornell 
Sokolow-Lyon  &  Cornell 

-Lyon 

4 
2 
2 
0 

15 
6 

7 
2 

19 
8 
9 
2 

79% 
75% 

78% 
100% 

3  LVH  criteria 

3 

7 

10 

70% 

Patient  population 

21 

102 

123 

83% 

*  SC  =  Ml  screening  criteria 

ECG  Evidence  of  LVH 


Yes 
Meets  at  least  one 
ECG  criteria  for  LVH 


Meets  no  ECG 
criteria  for  LVH 


MI  Screening  Criteria 
cannot  be  confidently 
applied 


Ml  Screening  Criteria  can  be 
confidently  applied  for  the 
identification  of  infarction 


Fig  2:  When  examining  a  population  of  patients  with  cardiomyopathy,  ECG  evidence 
of  LVH  must  be  considered  before  application  of  the  Ml  screening  criteria. 


cardiomyopathy  who  have  no  LVH  (by 
ECG  criteria)  is  90%,  approaching  the 
95%  level  of  the  normal  population.  How- 
ever, specificity  is  decreased  to  70%  when 
only  one  criterion  for  LVH  is  present. 
Specificity  does  not  decrease  further  when 
two  or  even  all  three  of  the  criteria  for 
LVH  are  present.  Our  findings  suggest 
that  patients  with  nonischemic  cardiomy- 
opathy may  have  LVH-induced  abnor- 


mal QRS  morphology  that  mimics  the 
changes  caused  by  infarction.  Thus,  the 
use  of  standard  MI  screening  criteria  in 
patients  with  nonischemic  cardiomyopa- 
thy may  lead  to  an  erroneous  (false-posi- 
tive) diagnosis  of  MI  in  almost  one-third 
of  those  meeting  any  ECG  criteria  for 
LVH  (Figure  2,  above).  The  findings  of 
the  present  study  indicate  that  ECG  evi- 
dence of  LVH  should  be  considered  prior 
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to  the  application  of  screening  criteria  for 
MI.  In  patients  with  cardiomyopathy,  the 
presence  of  even  one  criterion  for  LVH 
means  that  screening  criteria  should  not 
be  used  to  determine  the  presence  of  MI. 
We  assumed  that  the  specificity  of 
ECG  criteria  for  MI  in  patients  with  no 
evidence  or  history  of  coronary  disease 
or  myocardial  ischemia  ought  to  approach 
that  of  normals.  Indeed,  we  found  that  the 


combined  screening  criteria  for  inferior 
and  anterior  MI  had  a  specificity  of  90% 
in  cardiomypopathic  patients  with  no 
coronary  disease  and  no  ECG  evidence 
of  LVH.  This  specificity  is  only  slightly 
lower  than  the  959r  documented  in  nor- 
mal subjects."^  The  confidence  with  which 
the  MI  screening  criteria  can  be  applied 
in  cardiomyopathic  patients  with  no  evi- 


dence for  LVH  must  still  be  more  accu- 
rately determined.  Studies  currently  in 
progress  will  more  precisely  establish  the 
specificity  of  the  MI  screening  criteria  in 
patients  with  nonischemic  cardiomyopa- 
thy who  meet  no  LVH  criteria.  These 
studies  may  help  establish  ECG  criteria 
to  differentiate  the  ischemic  from  nonisch- 
emic etiologies  of  cardiomyopathy.     □ 
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This  small,  thoughtful,  focused  book  is  an  excellent  guide  to  the 
complexities  of  entitlements  for  the  elderly,  one  that  reflects  the 
authors"  concerns  about  the  justice  of  American  culture  in 
supporting  the  elderly. 

The  authors  write  with  precision  and  economy.  They  divide 
the  book  into  very  short  sections  that  present,  clarify,  and 
summarize  major  points.  The  book  begins  with  "the  big  pic- 
ture"— a  recent  history  of  the  political  approaches  to  balancing 
the  US  budget  and  how  these  approaches  affect  entitlements. 
Next  is  a  summary  of  future  entitlements  followed  by  excellent 
succinct  chapters,  the  first  of  which  is  titled  "Myths  About  the 
Elderly."  Large  charts  show  poverty  rates  among  the  elderly,  the 
effectiveness  of  entitlements  in  changing  those  rates,  and  much 
more  factual  information. 

The  chapter  on  understanding  entitlements  is  particular 
appropriate  since  the  word  "entitlements"  has  assumed  an 
undeserved  pejorative  reputation.  The  conclusion  of  that  short 
chapter  is  worth  quoting: 

"Both  those  who  argue  for  no  change  under  any  condi- 
tions and  those  who  would  dramatically  cut  successful 
programs,  do  a  disservice  to  the  goal  of  finding  work- 
able solutions  to  the  future  challenges  that  entitlements 
will  surely  face." 

The  authors  believe  that  the  three  main  features  of  entitle- 
ments. Social  Security,  Medicare,  and  Medicaid,  are  so  en- 
tangled that  they  need  to  be  thought  of  as  a  single  project.  There 
are  chapters  dealing  with  these  three  important  programs.  In 
dealing  with  the  issue  of  Medicaid,  the  following  quote  illus- 
trates the  objective  way  in  which  the  authors  approach  all  of  the 
various  controversies. 

"Making  everyone  use  their  own  assets  before  becom- 


ing eligible  for  benefits  sounds  better  in  theory;  in 
practice,  enforcing  such  behavior  has  proven  to  be 
problematic,  thus,  the  welfare  nature  of  the  program 
creates  problems  for  both  government  and  the  public. 
The  bottom  line  issue  is  whether  enough  is  saved 
through  those  stringent  spend-down  requirements  to 
justify  the  dissatisfaction  and  abuse  that  has  developed 
around  Medicaid." 
There  is  a  meaningful,  balanced  discussion  about  long-term 
care,  a  problem  that  seems  to  be  unsolvable  at  the  present  time. 
The  last  chapter  is  titled  "A  Combination  Approach  to 
Entitlement  Reforms"  and  takes  a  balanced  approach  in  its 
discussion  of  this  subject.  The  authors  write: 

"The  most  important  linkage  to  consider,  however,  is 
the  well-being  of  Americans  of  all  ages  and  under- 
standing the  effects  on  that  well-being  of  policy  changes 
and  programs  crucial  to  older  Americans.  Since  many 
of  the  large  changes  being  contemplated  in  the  current 
discussion  about  entitlement  reform  will  alter  the 
economic  well-being  of  seniors  directly,  we  should 
evaluate  what  changes  are  equitable  and  desirable  in 
the  broader  context  of  the  well-being  of  all  Americans. 
We  need  to  move  beyond  the  myths  about  the  elderly 
and  the  myths  about  entitlements  in  order  to  allow 
honest  discussion  of  options  and  impacts,  one  in 
which  numerous  possibilities  are  examined  and  de- 
bated to  ensure  that  reasoned  choices  are  made." 
Practicing  physicians  will  find  this  short,  well-organized 
book  interesting  because  it  provides  a  better  understanding  of 
the  intimately  interwoven  Social  Security,  Medicare,  and 
Medicaid  programs  that  are  parts  of  our  magnificent  health  care 
system.  The  authors  believe  that  these  agencies  are  interdepen- 
dent and  all  require  changes,  and  they  offer  clear  insight  into 
what  the  changes  in  one  will  make  in  the  others.  In  the  recent 
presidential  campaign,  much  of  the  rancor  was  related  to  these 
elements,  each  side  blaming  the  other  for  anticipated  problems. 
The  authors  are  not  arbitrary  about  their  suggested  modifica- 
tions. But  in  a  clear  and  logical  manner,  they  express  what  they 
think  needs  to  be  done  by  our  federal  government.  The  authors' 
view  of  health  care  policy  will  make  the  physician's  under- 
standing of  the  whole  subject  more  clear  and  perhaps  make  the 
care  of  patients  more  enjoyable.     □ 
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Oxygen  and  Cancer 


Toby  Dunn,  MSIV 


Deputy  Editor's  note:  One  of  the  great  pleasures  of  this  job  is  the  ability  to  publish  the  first  peer-reviewed  paper  of  young 
authors.  Mr.  Dunn,  a  fourth-year  Duke  medical  student,  has  recently  completed  a  year  of  research.  He's  provided  our  readers 
with  a  succinct  review  of  tumor  oxygenation.  We're  delighted  to  publish  this  paper  and  we  wish  Mr.  Dunn  every  success  in 
the  future. — Edward  C.  Halpehn.  MD 


The  microenvironment  surrounding  solid  tumors  plays  an  im- 
portant role  in  whether  (and  how)  malignancies  progress,  and  in 
the  effectiveness  of  anticancer  treatments.  No  single  environ- 
mental factor  is  as  important  as  the  availability  of  oxygen.  We 
have  known  since  1955  that  tumors  are  hypoxic  relative  to 
normal  tissue,'  and  the  topic  of  tumor  oxygenation  has  been 
heavily  studied  ever  since.  Tumor  hypoxia  results  from  a 
combination  of  an  inadequate  blood  supply  and  an  excessive 
oxygen  demand. 


Tumor  Metabolism 

Malignant  proliferation  and  aberrant  metabolism  both  elevate 
the  metabolic  rate  of  tumors.  The  oxygen  consumption  rate  of 
proliferating  cells  is  three  to  five  times  higher  than  that  of  cells 
not  actively  dividing.-  This  is  not  surprising  since  cellular 
proliferation  requires  both  the  replication  of  cellular  organelles 
and  chromosomes,  as  well  as  the  physical  division  of  the 
"mother"  cell  into  two  "daughter"  cells — both  metabolically 
demanding  processes. 

Cellular  respiration  (that  is,  energy  production)  consists  of 
three  separate  but  linked  pathways:  glycolysis,  the  citric  acid 
cycle,  and  oxidative  respiration.  Both  nomial  and  tumor  tissues 
generate  pyruvate  from  the  breakdown  of  glucose  via  the 
glycolytic  pathway.  When  oxygen  and  nutrient  supply  are 
adequate,  pyruvate  is  converted  to  acetylCoA,  which  enters  the 
citric  acid  cycle  within  mitochondria.  The  citric  acid  cycle 
generates  energy  directly  in  the  form  of  ATP,  and  indirectly  in 
the  form  of  reduced  electron  caixiers  such  as  NADH  and 
FADH2.  In  the  presence  of  oxygen,  these  reduced  electron 
earners  then  generate  ATP  via  cytochrome  oxidases. 

Anaerobic  metabolism  occurs  when  oxygen  is  not  present 
in  sufficient  amounts  (as  in  many  tumor  cells;  see  below).  The 
breakdown  of  glucose  then  generates  lactic  acid  rather  than 
pyruvate.  Lactic  acid  generation  does  produce  ATP,  but  anaero- 


bic glycolysis  is  relatively  inefficient  because  lactate  cannot 
enter  the  citric  acid  cycle  where  the  bulk  of  energy  production 
occurs.  Tumor  cells  sometimes  u.se  the  less  efficient  anaerobic 
glycolytic  pathway  even  when  oxygen  is  present  in  sufficient 
amounts.-  In  any  case,  the  result  is  an  excessive  production  of 
lactate,  which  when  coupled  with  poor  removal  of  lactate 
because  of  inadequate  perfusion,  leads  to  an  acidic  environment 
within  the  tumor.  The  acid  microenvironment  affects  oxygen 
delivery  through  its  effects  on  the  fluid  mechanics  of  blood  flow 
and  the  oxygen-hemoglobin  dissociation  curve.  Acidic  condi- 
tions decrease  the  normal  deformability  of  red  blood  cells.  Less 
deformable  red  cells  decrease  microvascular  flow  rates,  since 
red  cell  plasticity  is  necessary  for  flow.  Furthermore,  acidic 
conditions  cause  a  rightward  shift  of  the  oxygen-hemoglobin 
dissociation  curve  that  favors  unloading  of  oxygen. 


Tumor  Oxygen  Supply 

Angiogenesis.  Under  normal  circumstances  such  as  wound 
healing,  the  growth  of  new  vessels  begins  with  mitosis  and 
migration  of  the  endothelium  of  adjacent  post-capillary  venules 
to  form  vascular  sprouts.  As  the  new  vessels  mature,  they 
produce  an  endothelium  with  associated  pericytes,  smooth 
muscle  cells,  basement  membrane,  and  neurovascular  struc- 
tures. The  maturation  process  leads  to  an  orderly  vascular  bed 
in  which  blood  flow  and  permeability  are  carefully  regulated. 
Furthermore,  normal  angiogenesis  stops  once  sufficient  perfu- 
sion has  been  achieved,  leaving  a  vascular  architecture  appro; 
priately  ordered  for  tissue  perfusion.  The  vessels  supplying 
tumors  initially  derive  from  the  normal  tissue  surrounding  the 
developing  tumor  mass,  but  angiogenesis  within  the  tumor  has 
several  critical  differences  from  normal  that  affect  vessel  struc- 
ture and  function. 

Vascular  structure  and  function.  New  vessels  that  form  within 
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a  tumor  have  structural  abnormalities  that  contribute  either 
directly  or  indirectly  to  tumor  hypoxia  (Table  1,  at  right).  The 
most  important  of  these  is  simply  the  density  of  vessels  in 
tumors  (estimated  to  be  ZS^f  of  that  of  normal  subcutaneous 
tissue).'  The  difference  in  vessel  number  is  exaggerated  by  the 
relative  decrease  in  arteriolar  (and  thus  oxygenated)  vessels  and 
by  the  presence  of  sinusoids  and  arteriovenous  shunts,  which 
further  decrease  the  functional  capacity  of  the  vessels. 

The  rate  of  diffusion  of  any  substance  (such  as  oxygen) 
from  the  vascular  lumen  to  a  tumor  cell  is  directly  proportional 
to  the  concentration  gradient  of  the  substance  from  vessel  to 
tissue,  and  indirectly  proportional  to  the  diffusion  distance.  A 
low  vascular  density  means  that  oxygen  must  diffuse  longer 
distances  in  order  to  reach  tumor  cells,  and  this  is  one  reason  for 
tumor  hypoxia.  Furthermore,  the  disordered  and  heterogeneous 
organization  of  tumor  vessel  architecture  results  in  local  areas 
of  relatively  severe  hypoperfusion  and  hypoxia.  Areas  of  focal 
necrosis  occur  within  solid  tumors  in  areas  that  are  furthest 
away  from  vessels  and  have  the  lowest  oxygen  tensions.' 

Not  only  are  vessels  abnormal,  but  the  intra-arteriolar 
concentration  of  oxygen  is  lower  in  tumors  compared  to  arteri- 
oles of  similar  size  in  normal  tissue.^  This  must  mean  that  a 
significant  proportion  of  oxygen  has  been  unloaded  even  before 
blood  enters  the  capillary  bed.  The  decreased  intravascular 
oxygen  content  means  a  decreased  concentration  gradient  for 
the  diffusion  of  oxygen,  which  already  must  diffuse  greater 
distances  to  reach  tumor  cells  because  of  the  decreased  vascular 
density. 

A  lack  of  lymphatic  vessels  within  the  tumor  parenchyma 
also  plays  an  important  role  in  tumor  hypoxia.  The  decreased 
rate  of  interstitial  fluid  drainage  produces  high  interstitial 
pressure  in  tumors.  In  addition,  the  intravascular  pressure  of 
tumor  capillaries  and  post-capillary  venules  is  decreased  rela- 
tive to  normal  tissue.  The  combination  of  decreased  intravascu- 
lar and  increased  interstitial  pressure  tends  to  collapse  vessels 
within  the  tumor,  further  decreasing  the  effective  functional 
vascular  density.  Another  result  of  the  increased  interstitial  and 
decreased  intravascular  pressure  is  intermittent  flow  stasis  and 
flow  reversal  in  tumors,''  a  phenomenon  that  is  thought  to 
contribute  to  resistance  to  radiotherapy. 

The  presence  of  arteriovenous  shunts  within  tumors  fur- 
ther contributes  to  tumor  hypoxia  by  reducing  blood  flow 
through  tumor  capillaries.  A  low  pressure  shunt  can  decrease 
tumor  blood  flow  by  as  much  as  40%.*"  Arteriovenous  shunts 
within  the  tumor  itself  may  divert  blood  flow  away  from 
functional  vascular  beds. 

Tumor  microvessels  are  more  permeable  than  normal  due 
to  a  relative  lack  of  basement  membrane  and  incomplete 
endothelialization.  Increased  permeability  leads  to  the  extrava- 
sation of  macromolecules  that  are  usually  retained  within  the 
intravascular  space.  These  macromolecules  accumulate  in  the 
interstitial  space,  further  increasing  the  interstitial  pressure  and 
causing  collapse  of  vascular  beds. 

Rate  of  fluid  flow  in  a  vessel  is  governed  by  two  indepen- 
dent variables:   1)  the  geometry  of  the  vessel,  and  2)  the 


Table  1.  Structural  abnormalities  in  tumor  vasculature 

1.  decreased  vascular  density 

2.  heterogeneous  distribution  of  microvessels 

3.  relative  lack  of  arteriolar  vessels 

4.  presence  of  sinusoids  and  arteriovenous  anastomoses 

5.  absence  of  lymphatics 

6.  incomplete  endothelial  surface 

7.  incomplete  or  absent  basement  membrane 

8.  absence  of  smooth  muscle  and  pericytes 


viscosity  of  the  fluid  (blood).  Blood  flow  is  directly  propor- 
tional to  the  pressure  gradient  and  vessel  diameter  and  inversely 
proportional  to  blood  viscosity  and  vessel  length: 


rate  of  flow 


change  in  pressure  x  vessel  diameter 
viscosity  x  vessel  length 


The  flow  equation  has  important  implications  for  tumor 
biology.  Tumors  characteristically  have  a  reduced  pressure 
drop  across  the  vascular  bed  and  an  increased  vascular  length, 
both  of  which  tend  to  decrease  tumor  blood  flow;  on  the  other 
hand,  the  increased  diameter  of  tumor  vessels  tends  to  favor  an 
increase  in  blood  flow.  However,  the  flow  equation  given  above 
applies  to  rigid  tubes  and  does  not  take  into  account  the  fact  that 
small  drops  in  perfusion  pressure  produce  disproportionately 
large  increases  in  resistance  due  to  collapse  of  vessels.  Blood 
viscosity  is  determined  largely  by  the  hematocrit,  but  the  tumor 
microenvironment  does  influence  blood  viscosity.  The  acidity 
and  hypoxia  found  within  tumors  causes  red  blood  cells  to  lose 
some  of  their  normal  plasticity.''  This  leads  to  an  increase  in 
viscosity,  and  consequently  a  decrease  in  blood  flow  for  a  given 
perfusion  pressure. 

Anemia.  Anemia  is  common  in  cancer  patients.  It  is  the  result 
of  many  factors,  including  excessive  red  blood  cell  destruction 
(autoimmune,  traumatic,  or  drug-induced),  impaired  red  blood 
cell  production  (impaired  marrow  function;  iron  deficiency; 
folic  acid  deficiency;  drug-induced),  and  bleeding.  In  some 
studies,  the  presence  of  anemia  emerges  as  a  negative  prognos- 
tic factor  in  patients  with  cancer.  Anemic  patients  have  de- 
creased local  control  and  decreased  disease-free  survival  after 
standard  treatment  for  cervical  cancer,  but  mild-to-moderate 
anemia  probably  has  little  effect  on  oxygen  supply  at  the 
cellular  level  because  compensatory  increases  in  cardiac  output 
are  usually  sufficient  to  maintain  adequate  oxygen  delivery. 


Effects  of  Hypoxia 

The  effects  of  hypoxia  within  tumors  are  as  varied  as  the  causes 
of  the  hypoxia  (Figure  1,  next  page).  They  include  reduced 
sensitivity  to  ionizing  radiation  and  some  chemotherapeutic 
agents,  as  well  as  modification  of  gene  expression  that  may  alter 
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tumor  phenotype.  The  rel- 
evance of  tumor  hypoxia  is 
underscored  by  several  recent 
studies  demonstrating  the 
prognostic  value  of  the  pres- 
ence or  absence  of  tumor  hy- 
poxia in  both  cervical  cancer' 
and  soft  tissue  sarcoma,'*  in- 
dependent of  clinical  stage  or 
histologic  srade. 


Causes 


Effects 


Acidic 
Conditions 


Increased    " 
Consumption 


Decreased  Blood  Flow 


Increased 
Diffusion 
Distance  \ 


Radiation  resistance.  Radia- 
tion induces  cellular  damage 
through  the  formation  of  oxy- 
gen-based free  radicals  that 
react  directly  and  indirectly 
with  DN  A.  In  vitro  data  show- 
ing a  direct  congelation  be- 
tween cell  killing  and  tissue 
oxygen  tension  have  led  to 
the  determination  of  an  oxy- 
gen level  (PO,  of  3-5  mm  Hg) 
below  which  radiation-in- 
duced cell  killing  is  markedly  reduced  compared  to  the  effects 
at  normal  oxygen  tensions.  Under  hypoxic  conditions  much 
higher  doses  of  radiation  are  needed  to  achieve  the  same 
therapeutic  result.  Recent  studies  have  demonstrated  that  the 
oxygen  tension  within  a  solid  tumor  is  not  uncommonly  at  or 
below  the  critical  level.  A  recent  clinical  study  demonstrated 
that  the  presence  of  pretreatment  hypoxia  diminished  the  con- 
trol achieved  with  radiotherapy  in  patients  with  advanced 
carcinoma  of  the  cervix.' 

Drug  resistance.  Hypoxia  contributes  to  chemotherapeutic 
resistance  by :  1 )  direct  effects  (some  drugs  require  oxygen  to  be 
maximally  cytotoxic).  2)  indirect  effects  (altered  cellular  me- 
tabolism decreases  drug  cytotoxicity),  and  3)  genetic  effects 
(genetic  instability  of  the  tumor  leads  to  development  of  drug- 
resistance).  Furthermore,  hypoxic  cells  tend  to  be  quiescent, 
lessening  sensitivity  to  drugs  (including  etoposide,  doxorubi- 
cin, bleomycin,  and  several  alkylating  agents)  that  require 
active  cell  cycling  for  maximal  cytotoxicity.  And  finally,  re- 
duced perfusion  limits  the  delivery  of  all  drugs  to  a  tumor. 

Gene  expression.  Although  hypoxic  alterations  in  gene  expres- 
sion may  be  a  normal  adaptive  response  (for  example, 
upregulation  of  erythropoietin  synthesis  in  patients  with  ane- 
mia), the  effect  of  hypoxia  on  tumor  cells  may  be  maladaptive. 
Tumor  proteins  that  are  known  to  be  induced  by  hypoxia  fall 
into  three  classes:  1 )  cell  cycle  regulatory  proteins,  2)  hemato- 
poietic/vascular  regulatory  proteins,  and  3)  metastasis-promot- 
ing proteins.  FurtheiTnore,  hypoxic  stress  has  been  implicated 
in  the  upregulation  of  several  oncogene  pathways.^  Thus,  intra- 
tumoral  hypoxia  may  activate  particular  genes  and  pathways  to 
produce  a  more  malignant  phenotype. 


Decreased 
vascular 
density 


Increase  in 
Interstitial 
Pressure 


Tumor 
'  Hypoxia ' 


Radiation 
Resistance 


Chemothera 


Gene 
Expression 


Fig  1 :  Tumor  hypoxia  is  the  result  of  increased  oxygen  consumption,  decreased  vascular  density, 
acidic  conditions,  decreased  blood  flow,  anemia,  and  increased  interstitial  pressure,  hlypoxia 
results  in  radiochemotherapeutic  resistance  and  altered  gene  expression. 


Strategies  to  Reduce  Tumor  Hypoxia 

Many  attempts  have  been  made  to  increase  tumor  oxygenation 
with  the  expectation  that  this  would  increase  the  response  to 
treatment. 

Increasing  tumor  blood  flow.  Much  effort  has  been  focused  on 
exploiting  the  differences  between  normal  and  tumor  vascula- 
ture in  hopes  of  selectively  increasing  tumor  perfusion.  These 
efforts  have  been  thwarted  by  the  "vascular  steal"  that  occurs 
with  the  administration  of  vasoactive  drugs.  Giving  a  vasodila- 
tor such  as  hydralazine  causes  vasodilation  of  both  tumor  and 
normal  arterioles.  This  actually  lowers  perfusion  pressure  and 
selectively  collapses  vessels  within  the  tumor  due  to  increased 
interstitial  pressure.  The  overall  result  is  a  decrease  in  tumor 
perfusion  and  tumoroxygen  delivery  relative  to  normal  tissue.'" 

Oxic  gases.  Increasing  the  oxygen  content  of  inspired  air  ought 
to  reduce  tumor  hypoxia.  An  increased  amount  of  oxygen 
dissolved  in  plasma  will  increase  the  concentration  gradient, 
promoting  increased  diffusion  distances.  However,  the  induc- 
tion of  complex  physiologic  effects  such  as  vasoconstriction 
and  reduced  tumor  perfusion  means  that  breathing  oxic  gases 
(normobaric  and  hyperbaric  oxygen  and  carbogen  [95  %0,, 
5%CO,] )  does  not  necessarily  increase  tumor  oxygen  delivery.'' 
These  gases  also  do  not  reduce  the  intermittent  or  "acute" 
hypoxia  that  results  from  arteriolar  vasoconstriction.  Some  of 
the  many  clinical  trials  of  oxic  gases  have  shown  limited 
benefits  in  certain  patient  populations,  but  the  results  of  most 
trials  have  been  disappointing.  Current  research  focuses  on 
defining  the  mechanisms  by  which  these  gases  exert  their 
physiologic  effects.  A  better  understanding  of  the  mechanisms 
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involved  might  lead  to  interventions  which  could  return  these 
gases  to  clinical  use. 

Blood  substitutes.  Perfluorocarbons  are  inert  emulsions  that 
possess  an  extremely  high  solubility  for  oxygen.  They  were 
initially  developed  as  battlefield  blood  replacements.  In  animal 
models,  the  use  of  blood  substitutes  in  combination  with  oxic 
gases  significantly  increases  tumor  sensitivity  to  radiation  and 
certain  chemotherapeutic  agents.  However,  several  human 
clinical  trials  have  failed  to  demonstrate  significant  benefits  in 
local  tumor  control  or  long-term  outcome." 


decrease  rather  than  increase  tumor  blood  flow.  A  reduction  in 
tumor  blood  flow  would  lower  oxygen  tensions  even  further, 
increasing  the  cytotoxicity  of  bioreductive  drugs.  One  such 
strategy,  although  it  seems  almost  paradoxical,  is  the  use  of  cell- 
free  hemoglobin.  The  presence  of  cell-free  hemoglobin  in  the 
intravascular  space  scavenges  the  endogenous  vasodilator  ni- 
tric oxide,  producing  vasoconstriction  and  decreased  perfu- 
sion." Another  potential  strategy  involves  the  use  of  vasodila- 
tors such  as  hydralazine  to  produce  a  decrease  in  tumor  perfu- 
sion by  causing  "vascular  steal"  as  mentioned  above.'" 


Future  Directions 

Manipulation  of  oxygen  consumption.  Research  efforts  so  far 
have  focused  on  relieving  tumor  hypoxia  by  increasing  oxygen 
dehvery,  but  have  largely  ignored  the  possibility  of  decreasing 
oxygen  consumption.  A  mathematical  model  of  tumor  hypoxia 
found  that  the  elimination  of  tumor  hypoxia  would  require 
either:  1)  a  30%  reduction  in  oxygen  consumption;  2)  a  400% 
increase  in  blood  flow;  or  3)  an  1 100%  increase  in  PO,.'-  It  is 
obvious  that  any  attempt  to  alleviate  tumor  hypoxia  should  not 
neglect  the  contribution  of  oxygen  consumption. 

Selective  targeting  of  hypoxia.  Hypoxia  has  long  been  consid- 
ered a  hurdle  that  must  be  overcome  in  order  to  make  solid 
tumor  therapy  more  efficacious.  The  basis  for  all  cancer  therapy 
lies  in  exploiting  differences  between  normal  and  tumor  cells. 
but  only  recently  have  research  efforts  begun  to  focus  on 
treatment  strategies  that  selectively  target  hypoxic  cells.  Sev- 
eral chemotherapeutic  agents  (including  the  bioreductive  drugs 
Mitomycin  C  and  tirapazamine)  are  known  to  have  increased 
activity  in  hypoxia. 

Hypoxic  cells  can  be  selectively  targeted  by  strategies  that 


Summary 

Tumor  hypoxia  results  from  multiple  pathophysiologic  interac- 
tions. Abnormalities  in  tumor  vessel  structure  and  function  lead 
to  decreased  oxygen  delivery  relative  to  normal  tissue.  Further- 
more, a  relatively  high  rate  of  tumor  cell  proliferation  increases 
oxygen  consumption  by  tumor  tissue.  The  net  result  of  de- 
creased oxygen  supply  and  increased  oxygen  demand  is  hy- 
poxia. Hypoxia  makes  tumors  resistant  to  radiation  and  some 
chemotherapy,  and  it  induces  expression  of  growth  factors, 
angiogenic  factors,  and  cell  cycle  regulatory  proteins  that  affect 
tumor  phenotype.  Recent  attempts  to  make  tumors  more  sensi- 
tive to  radiation  and  chemotherapy  by  reducing  hypoxia  (by 
increasing  tumor  blood  flow,  the  use  of  oxic  gases,  and  blood 
substitutes)  have  been  ineffective.  Future  research  may  be 
directed  more  toward  decreasing  oxygen  consumption  or  actu- 
ally exploiting  the  hypoxic  environment  to  achieve  a  therapeu- 
tic benefit.     □ 
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TOXIC      ENCOUNTERS 


"Grow  Dumb  Along  With  Me" 

Misuse  of  DHEA  (Dehydroepiandrosterone) 

Ronald  B.  Mack,  MD 


I  hope  that  Robert  Browning,  the  great  English  poet,  forgives 
me  for  tampering  with  his  work.  He  died  in  1 889,  in  Venice,  and 
I  believe  he  would  not  be  angry  at  my  humble  reformulation  of 
his  famous  lines:  "Grow  old  along  with  me!  The  best  is  yet  to 
be.  the  last  of  life,  for  which  the  first  was  made."'  Unlike  some 
of  today '  s  senior  citizens  he  did  not  appear  to  fear  old  age  or  take 
steps  to  halt  the  process — but,  of  course,  he  did  not  have  access 
to  the  adrenal  hormone  dehydroepiandrosterone,  DHEA. 

When  you  read  the  hype  surrounding  this  substance,  re- 
ferred to  and  marketed  as  a  "food  supplement"  in  health  food 
stores,  you  wonder  if  there  is  any  hope  for  the  American  people 
as  we  enter  the  21st  century.  Surely,  the  least  the  public  can 
expect  is  that  its  medical  leaders  will  use  the  scientific  method. 
We  should  not  reduce  ourselves  to  the  level  of  "snake  oil" 
salespeople,  believing  the  fallacy  of  post  hoc  ergo  propter  hoc 
("after  this  therefore  before  this" — the  idea  that  snow  causes 
springtime  because  January  snows  precede  May  flowers). 

DHEA  is  being  touted  as  an  "antidote  for  aging,"--^  an 
"elixir  from  the  Fountain  of  Youth,"  the  answer  to  the  prayer  of 
those  who  groan  when  getting  out  of  bed  or  rising  from  a  chair, 
who  long  to  chase  members  of  the  opposite  sex  (if  we  could  only 
remember  what  for  and  if  we  were  still  capable  of  transferring 
our  DNA).  DHEA  is  being  touted  as  a  super  hormone'  to  help 
bum  fat,  boost  libido,  build  muscle,  strengthen  the  immune 
system,  retard  memory  loss  (I  wish  I  could  remember  where  I 
read  that),  prevent  Type  II  diabetes  mellitus,  prevent  cancer  and 
heart  disease,  even  prevent  or  delay  the  progression  of 
Parkinson's  and  Alzheimer's  diseases.  And  have  there  been 
large,  randomized,  placebo-controlled  clinical  trials  to  prove 
these  "benefits"?  Nope! 


Dr.  Mack  is  Professor,  Department  of  Pediatrics,  Bowman  Gray 
School  of  Medicine,  Medical  Center  Boulevard,  Winston-Salem 
27157. 


The  Beginnings  of  Clinical  Science 

You  do  remember  clinical  trials,  don't  you?  They  date  back  to 
the  1 8th  century  when  John  Lind^  used  this  method  to  determine 
the  cause  of  scurvy  in  British  sailors.  He  evaluated  six  different 
treatments  for  scurvy  in  12  patients;  one  of  the  two  given 
oranges  and  lemons  recovered  quickly  enough  to  return  to  duty 
after  six  days.  Contrast  this  with  a  report  from  October  1996, 
looking  into  a  method  for  cerumen  removal  promoted  by  some 
alternative  health  care  practitioners.^  This  so-called  treatment 
consists  of  placing  a  hollow  candle  in  the  external  auditory 
canal  and  lighting  the  open  end.  The  lighted  candle  is  supposed 
to  create  a  vacuum  which  draws  cerumen  and  other  debris  from 
the  external  auditory  canal.  (I  hope  that  this  method  will  never 
be  used  to  treat  recalcitrant  constipation.  Perish!  Forbid!)  The 
authors  of  the  paper,  to  their  credit,  performed  a  clinical  trial; 
they  found  no  vacuum  and  no  cerumen  removal. 

The  concept  of  randomization  was  introduced  into  clinical 
trials  in  1926."*  and  the  principle  of  "blindness"  in  clinical  trials 
was  used  by  Amberson  in  1 93 1  .■*  Only  in  the  past  three  decades 
has  the  clinical  trial,  as  we  know  it,  come  to  be  the  preferred 
method  of  evaluating  medical  interventions.  A  clinical  trial  is 
defined  as  a  prospective  comparison  of  the  effect  and  value  of 
some  intervention(s)  with  a  control  intervention  (such  as  a 
placebo)  in  human  subjects.  An  ideal  clinical  trial  is  one  that  is 
randomized  and  double-blinded  (neither  the  experimenter  nor 
the  experimentee  knows  which  intervention  is  being  applied  in 
a  given  case).  A  clinical  trial  is  considered,  at  least  in  this  part 
of  the  20th  century,  to  be  the  most  definitive  way  to  determine 
whether  an  intervention  has  the  postulated  effect.  Do  we  have 
this  kind  of  evidence  for  DHEA?  Not  so  you'd  notice!  But 
physicians  in  this  counti^,  in  this  state,  prescribe  this  product. 
I  say  again,  our  patients  have  the  right  to  expect  from  us  the 
highest  scientific  approach  to  diagnosis  and  treatment  avail- 
able, employing  the  scientific  method  as  a  minimum.  Hypoth- 
esis testing,  not  empiricism,  will  set  us  free! 
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DHEA,  a  Hormone  in  Search  of  a  Job 


What  DHEA  (Maybe)  Does 


Just  what  is  DHEA,  you  ask.  It  is  a  hormone  produced  in 
extremely  large  quantities  ( usually  as  the  sulfated  form.  DHEA- 
S)  by  the  adrenal  cortex  of  primates  and  a  few  nonprimate 


species. 


DHEA-S  is  the  most  abundant  steroid  found  in  the 


circulation.'  It  is  the  major  constituent  of  the  known  17- 
ketosteroid  hormones  of  human  blood  plasma.  It  is  considered 
the  "universal  precursor"'  of  a  number  of  androgens  and  estro- 
gens made  by  peripheral  tissues  to  supply  local  requirements. 
Apparently,  individual  tissues  use  a  series  of  DHEA-metabo- 
lizing  enzymes  to  transform  it  into  more  physiologically  active 
sex  steroids.  Plasma  DHEA-S  levels  are  quite  high  in  newborn 
infants,  but  fall  remarkably  within  the  first  few  months  of  life 
and  remain  low  until  age  seven  years.  Blood  levels  of  DHEA 
increase  during  the  phase  of  puberty  known  as  adrenarche." ' 
peak  between  the  ages  of  15-25  years,  and  decrease  steadily 
after  the  third  decade  to  reach  negligible  levels  in  senior 
citizens'  (when  I  had  my  level  appraised  recently  the  report 
said:  Is  this  geezer  still  alive?  His  level  is  QNS.)  The  average 
serum  level  of  DHEA-S  in  men  25-34  years  of  age  is  6.44+2.29 
mmole/L:  but  in  those  aged  75-84  years  it  is  1 .15+0.52  mmole/ 
L;  over  the  same  time  span,  DHEA  levels  fall  from  15.91+6.05 
mmole/L  to  5.36+ 1 .68  mmole/L.*  The  rate  of  decline  of  both 
hormones  is  relatively  constant  at  approximately  2%  per  year. 
In  young  women,  blood  levels  are  10%-30%  lower  than  in 
young  men  but  the  sex  differences  appear  to  narrow  with  age 
(how  politically  correct).  The  biological  role  of  DHEA  in 
human  aging — if  any — remains  undefined.' 

The  search  for  eternal  youth  has  been  with  us  ever  since 
people  acquired  the  ability  to  think  about  the  future  and  about 
mortahty,  possibly  even  before.  Currently  there  is  a  strong 
effort  by  less  than  scientific  spokespersons  who  promote  one 
nostrum  or  another  that  will  get  us  to  live  "  1 20  years."  Vitamins, 
herbs,  and  melatonin  are  just  a  feiV  of  the  substances  being 
hustled  in  books,  magazines,  talk  shows,  and  in  some  instances, 
by  members  of  our  own  profession.-  One  of  the  more  wide- 
spread theories  associated  with  the  preceding  treatments  is  that 
"free  radicals  cause  aging."  This  theory  states  that  aging  occurs 
when  cells  become  permanently  damaged  from  their  continual 
attack  by  free  radicals  (which  are  chemical  particles).  The 
theory  further  states  that  free  radicals — molecules  missing  an 
electron — are  trying,  in  a  big  way,  to  "steal"  an  electron  from 
any  other  molecule  (the  guys  in  my  old  neighborhood  would 
have  been  happy  to  oblige  if  they  knew  what  an  electron  was). 
This  theory  postulates  that  these  dangerous,  life-destroying, 
disease-producing  free  radicals  can  be  neutralizedby  antioxi- 
dant compounds,  chemicals  that  give  up  one  of  their  electrons 
thereby  returning  the  free  radicals  to  a  normal  state  and  stopping 
their  wanton  cellular  terrorism.  According  to  some  zealots, 
certain  herbs,  vitamins,  melatonin,  etc..  act  as  antioxidants.  If 
good  clinical  studies  could  prove  these  allegations,  the  world  as 
we  know  it  would  be  turned  upside  down,  and  I  would  be  play- 
ing high  school  football  again  (possibly  first-string  this  time). 


Advocates  of  DHEA  do  not  allege  that  this  steroid  precursor 
works  via  the  theoretical  free  radical-antioxidant  mechanism, 
but  do  say  that  clinical  data  link  decreasing  levels  of  DHEA  and 
DHEA-S  with  age-related  illnesses  such  as  ischemic  heart 
disease,  changes  in  the  amount  and  distribution  of  body  fat, 
some  forms  of  cancer,  and  the  onset  of  Type  II  diabetes 
mellitus."  One  problem  with  the  idea  that  DHEA  is  causally 
linked  to  these  disorders  is  the  observation  that  DHEA  and 
DHEA-S  decrease  during  illness  and  during  certain  types  of 
stress.  Nevertheless,  experimental  data  suggest  that  these  hor- 
mones do  effect  some  amazing  beneficial  changes,  such  as 
reducing  the  development  of  valvular  stenosis  in  heterotopic 
heart  transplants  and.  in  some  instances,  appear  to  have  an 
anticarcinogenic  effect."  Orally  administered  DHEA  reduces 
food  intake  and  body  weight  in  genetically  obese  rats,  and 
DHEA-S  acts  directly  on  neural  membranes  to  increase  or 
antagonize  the  effects  of  glutamate  or  gamma-aminobutyric 
acid  (as  you  recall,  both  of  these  are  neurotransmitters). 

DHEA  is  not  as  safe  as  proponents  would  have  you  believe. 
It  is  an  androgen  and  androgenic  effects  have  been  reported  in 
women:  hair  loss,  acne,  hirsutism,  and  deepening  of  the  voice 
(the  latter  two  can  be  irreversible,  according  the  literature''^). 
The  conversion  of  large  doses  of  DHEA  to  androgens  can 
explain  the  masculinization  of  some  women  taking  the  drug. 
There  is  also  evidence  that  DHEA  may  increase  the  risk  of 
ovarian  cancer:  a  study  of  20.000  women  found  that  the  risk  of 
ovarian  cancer  increased  along  with  blood  levels  of  DHEA  and 
DHEA-S."  Androgens  can  stimulate  the  growth  of  prostatic 
cancer  but  it  is  not  known  whether  DHEA  can  do  this. 


Advice  for  DHEA-Eaters 

The  Medical  Letter  of  October  11.  1996,  says  that  there  is  no 
convincing  evidence  for  a  beneficial  effect  of  DHEA  on  aging 
or  any  disease  process,  and  that  "patients  would  be  well  advised 
not  to  take  it."'-  The  November  6,  1996,  issue  of  JAMA^ 
suggests  that  no  one  take  this  drug  without  the  knowledge  of 
their  physician.  Furthermore,  they  say  that  DHEA  should  be 
taken  only  as  part  of  a  clinical  trial  so  that  its  risks  and  benefits 
can  be  ascertained,  and  strongly  suggest  that  it  would  be  unwise 
for  people  younger  than  30  years  to  indulge  in  DHEA  because 
such  self-medication  might  suppress  the  body "  s  natural  produc- 
tion of  this  hormone.  Finally,  they  advise  the  intrepid  taker  of 
DHEA  to  record  the  batch  number  by  saving  the  original  bottle 
and  to  keep  five  pills,  in  case  there  is  a  need  to  pursue  legal 
action  secondary  to  an  adverse  reaction.  It  is  abundantly  clear, 
as  suggested  in  the  May  1 995  Lancet,  that  the  value  of  DHEA' s 
for  the  aged  must  be  proved  in  carefully  controlled,  prospective 
clinical  trials.  Lancet  suggests  that  a  lot  of  evidence  is  needed, 
including  correctional  evidence  to  compensate  for  problems  of 
subject  selection  and  controls,  the  effects  caused  by  such 
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extraneous  factors  as  illness  and  smoking,  the  necessity  of 
giving  the  drug  for  adequate  periods,  and  "the  critical  impor- 
tance of  using  cross-disciplinary  outcome  measures.""  I  do 
believe  it  is  possible  that  DHEA  can  ameliorate  some  of  the 
problems  associated  with  aging,  but  we  must  await  studies  that 
take  advantage  of  the  scientific  method  to  lead  us  to  the  truth. 


The  Pathos  of  the  Poet 

Poor  Robert  Browning,  such  a  tragic  figure.  When  he  was  34 
years  old  he  married  the  infirm  poetess,  Elizabeth  Barret  (she  of 
■'How  Do  I  Love  You,  Let  Me  Count  the  Ways""  fame )  who  died 
15  years  later. '■*  Browning  never  got  a  chance  to  fulfill  his 
promise  to  "grow  old  along  with  me.""  The  poem  ends:  "O  times 
are  in  his  hand  who  saith.  'A  whole  I  planned,  youth  shows  but 
half;  trust  God:  see  all,  nor  be  afraid.'"'  He  died  at  age  77,  with 
good  DHEA  levels  Til  wager. 

The  subject  for  this  article  was  suggested  by  someone  who 
may  want  to  remain  anonymous.  As  no  one  will  probably  read 
this,  I  want  to  thank  Ann  L.  Hale,  general  counsel  for  the  North 
Carolina  Medical  Society.  (Oops,  I  have  violated  the  crime  of 
omerta;  the  code  of  silence.  I  will  be  sending  my  wife  out  of  the 
house  every  morning  to  start  my  car).     □ 
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CME  Calendar 


March  12-15 

21st  Annual  Internal  Medicine  Conference 

Place:      Friday  Center,  UNC-Chapel  Hill 

Credit:    24  hours  Category  1,  AM  A 

Fee:         $400 

Info;       Dail  White,  UNC  Office  of  CME  and  Alumni  Affairs, 

UNC  School  of  Medicine,  919/962-2118, 

fax:  919/962-1664 

March  12-16 

North  Carolina  Medical  Society's  Spring  Conference: 

"Turning  Adversity  Into  Advantage" 

Place:      Washington  Duke  Inn  &  Golf  Club,  Durham 
Info:        Alan  Skipper,  NCMS,  800/722- 1 350  or 
919/833-3836 

March  14-15 

Neurology  for  the  Primary  Care  Provider 

Place:      Winston-Salem 

Credit:     1 1  hours  Category  I,  AMA 

Info:       Office  of  Continuing  Education,  Bowman  Gray  School 

of  Medicine,  9 1 0/7 1 6-4450,  or  Physician  Access  Line 

(PAL)  800/277-7654 

March  20 

North  Carolina  Clinical  Neuro-Ophthalmology  Review 

Place:      UNC-Chapel  Hill 

Info:        Christine  C.  Cotton,  UNC  Department  of  Ophthal- 
mology, CB#  7040,  617  Burnett- Womack  Bldg., 
Chapel  Hill  27599 

March  20 

Medical  Office  Management  Seminar:  Risk  Management 

Place:      Medical  Education  Institute,  Wake  Medical  Center 
Fee:         $159  for  NCMS  members;  $179  for  nonmembers 
Info:        Anna  Busha,  NCMS,  P.O.  Box  27 1 67,  Raleigh  2761 1, 
800/722-1350,  919/833-3836,  fax:  919/833-2023 

April  4-5 
Practical  Pediatrics 

Place:      Winston-Salem 

Credit:    9  hours  Category  1,  AMA 

Info:       Office  of  Continuing  Education.  Bowman  Gray  School 

of  Medicine,  910/71 6-4450,  or  Physician  Access  Line 

(PAL)  800/277-7654 
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'  I     April  11-12 

10th  Annual  Surgical  Symposium  and  Hightower  Lecture 

Place:      Winston-Salem 

Credit:    9  hours  Category  1,  AMA 

Info:        Office  of  Continuing  Education,  Bowman  Gray  School 

of  Medicine,  910/71 6-4450,  or  Physician  Access  Line 

(PAL)  800/277-7654 

April  12 

3rd  Annual  Hepatobiliary  and  Liver  Transplant  Update: 
Selection  and  Management  of  Liver  Transplant  Patients 
and  Update  on  Hepatic  Tumors 

Place:      Washington  Duke  Inn  &  Golf  Club,  Durham 

Credit:    7  hours  Category  1,  AMA 

Fee:         $95  physicians,  $50  nonphysicians 

Info:        800/222-9984  or  9 1 9/68 1  -4044  (see  ad,  page  1 29) 

April  30-May  1 

21st  Annual  Symposium  of  the  UNC  Lineberger 
Comprehensive  Cancer  Center:  Innovative 
Approaches  to  Cancer  Treatment 

Place:     UNC  Chapel  Hill 

Info:       Sarah  Rimmer,  9 1 9/966-2997 

April  30-May  4 

Critical  Care  '97:  11th  Annual  Review  and  Update 

Place: 

Credit: 

Fee: 


Info: 


Hyatt  Regency,  Washington,  DC 

41.25  hours.  Category  1.  AMA,  and  A  AFP 

$795  (by  March  21)  for  physicians;  $575  for 

physicians-in-training  and  other  allied  professionals 

Center  for  Bio-Medical  Communications,  Inc., 

201/385-8080,  fax:  201/385-5650, 

e-mail:  cbcbiomed@aol.com 


May  2 

Building  Partnerships  for  Healthier  Hearts 

Place:      Winston-Salem 

Credit:     1 1  hours  Category  1 ,  AMA 

Info:        Office  of  Continuing  Education,  Bowman  Gray  School 

of  Medicine,  910/7 16-4450,  or  Physician  Access  Line 

(PAL)  800/277-7654 

May  2-6 

Council  of  Biology  Editors  Annual  Meeting 

Place:      Adam's  Mark  Hotel,  Philadelphia 
Info:        CBE,  60  Revere  Drive,  Suite  500,  Northbrook,  DL 
60062,  847/480-6349,  fax:  847/480-928Z 

May  14-16 

Carolinas  Medical  Center  Spring  Symposium  1997 

Place:      Charlotte  Convention  Center 

Info:        Mary  Anne  Cox,  CHS/Charlotte  AHEC  Office  of 


CME,  1366  E.  Morehead  St.,  Charlotte  28204, 
704/355-8631  or  800/562-7314, 
e-mail:  symposium@carolinas.org 

June  6-9 

Comprehensive  Internal  Medicine  Board  Review  Course 

Place:      Winston-Salem 

Credit:    32  hours  Category  1,  AMA 

Info:        Office  of  Continuing  Education,  Bowman  Gray  School 

of  Medicine,  910/71 6-4450,  or  Physician  Access  Line 

(PAL)  800/277-7654 

June  10-14 

6th  Annual  Advanced  Cardiovascular 

Interventions  Symposium 

Place:      Westin  Resort,  Hilton  Head,  SC 

Credit:    up  to  18  hours  Category  1,  AMA 

Fee:        $750 

Info:       Mary  Anne  Cox,  CHS/Charlotte  AHEC  Office  of 

CME,  1366  E.  Morehead  St.,  Charlotte  28204, 

704/355-8631  or  800/562-7314 

July  4-6 

North  Carolina  Medical  Society's 

Sports  Medicine  Symposium 

Place:     Sheraton  Atlantic  Beach  Resort 
Info:        Dana  Hammermeister,  NCMS,  800/722-1350  or 
919/833-3836 

November  12-15 

American  Medical  Writers  Association  Annual  Conference 

Place:      Sheraton  Hotel,  Boston,  MA 

Info:        AMWA,  9650  Rockville  Pike,  Bethesda,  MD 
20814-3998,  301/493-0003,  fax:  301/493-6384, 
e-mail:  amwa@amwa.org,  Internet  URL: 
http://www.cma.ca/mwc/amwa-canada/amwa.htm 

November  12-15 

International  Congress  on  Performance  Measurement 

and  Improvement  in  Health  Care 

Place:      Chicago,  IL 

Info:        hosted  by:  Joint  Commission  on  Accreditation  of 

Healthcare  Organizations  and  International  Society 

for  Quality  in  Health  Care,  Inc. 

For  details— fax:  630/792-5858;  or  contact 

Internet  URLs:  http://www.jcaho.org 

http://www.jacho.org/JCI.html 

http://hsfo.health.latrobe.edu.au/ISQua/Confs.html 

November  13-16 

North  Carolina  Medical  Society's  Annual  Meeting 

Place:      Pinehurst  Resort  &  Country  Club 
Info:        Alan  Skipper,  NCMS,  800/722-1350  or 
919/833-3836 
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DIMENSIONS      OF      DOCTORING 


Physicians  in  Retirement 

Opportunities  for  Continued  Productivity  and  Enjoyment 

Patrick  D.  Kenan,  MD,  Thaddeus  B.  Wester,  MD,  and  Nell  L.  Agee 


More  and  more  doctors  are  retiring — some  of  them  as  part  of  the 
"graying  of  America,"  some  early  for  a  variety  of  reasons.  In 
1995,  according  to  the  Sheps  Center  for  Health  Service  Re- 
search, 884  physicians  who  maintained  a  license  with  the  North 
Carolina  Medical  Board  indicated  they  were  retired.  Despite 
retirement,  many  are  blessed  with  good  health  and  vigor  and  a 
continuing  desire  to  serve  the  needs  of  humanity  and  their 
communities.  Such  motivation — plus  the  experience,  wisdom, 
and  management  skills  learned  over  30  or  40  or  50  years  of 
practice — position  these  retirees  to  make  valuable  contribu- 
tions to  a  variety  of  productive  endeavors. 

The  North  Carolina  Medical  Society  (NCMS)  and  the 
NCMS  Foundation  have  established  the  Senior  Physician  Pro- 
gram as  a  component  of  the  Kate  B.  Reynolds  Community 
Practitioner  Program  directed  by  E.  Harvey  Estes,  Jr.,  MD.  Nell 
Agee  directs  the  Senior  Physician  Program  and  reports  to  the 
Board  of  the  NCMS  Foundation;  operational  supervision  is 
provided  by  Dr.  Estes  and  Bob  Seligson,  NCMS  executive  vice 
president.  The  goal  of  the  Senior  Physician  Program  is  to  enlist 
the  time  and  talents  of  retired  or  "winding-down"  senior  physi- 
cians, physician  assistants,  and  volunteers  in  providing  profes- 
sional expertise  to  North  Carolina  communities  that  need  their 
services.  As  Dr.  J.  Kempton  Jones  of  Chapel  Hill  says,  "It  is  a 
way  for  senior  physicians  to  remain  active  in  health  care 
delivery  with  a  minimum  of  hassle."  As  Donna  Anderson, 
president  of  National  Retiree  Volunteer  Coalition  puts  it,  "It  is 
important  to  capture  the  imagination  of  retirees"  because  "retir- 
ees continue  to  be  a  powerful  force  in  their  communities.  They 
find  fulfillment  in  activity  that  adds  a  new  sense  of  excitement 
to  retirement.  A  retiree  volunteer  program  provides  opportuni- 
ties to  use  the  skills  and  expertise  built  over  a  lifetime  and  often 
to  develop  new  interests  and  talents." 

Ms.  Agee,  Program  director,  joined  the  Foundation  in 


August  1 996,  and  has  since  visited  more  than  75  "free"  and  state 
clinics,  senior  physicians,  volunteers,  community  leaders,  com- 
ponent societies  of  the  NCMS,  and  several  nonprofit  agencies. 
Based  on  the  information  she  gathered,  a  pilot  program  has 
begun  in  Durham,  where  despite  its  claim  as  the  "City  of 
Medicine,"  there  are  both  many  unmet  needs,  and  a  large  pool 
of  resources.  After  the  Durham  program  is  successful,  we 
intend  to  duplicate  it  across  the  state.  Few  senior  physician 
programs  exist  in  this  country,  so  we  hope  to  make  North 
Carolina  a  leader  in  this  concept.  Beth  Maxwell,  director  of  the 
Volunteer  Center  of  Greater  Durham  says,  "Many  times  people 
don't  know  what  valuable  contributions  they  can  make.  Every- 
one has  something  to  offer.  There  are  no  interests  and  no  skills 
that  can't  be  put  to  use.  And  volunteering  is  good  for  your 
health — it  reduces  stress  and  you  live  longer." 

In  this  paper  we  define  some  of  the  areas  of  medical  need 
that  retired  physicians  can  serve.  We  also  to  look  at  other 
opportunities  and  activities  in  which  their  skills  and  interests 
can  be  used. 


Background 

William  Osier  said  that  work  was  "the  master-word  in  medi- 
cine." If  one  characteristic  distinguishes  physicians,  it  is  their 
work  ethic.  They  are  used  to  hard  work,  to  long  hours,  to  sleep 
deprivation,  to  a  disciplined  lifestyle.  They  learn  these  traits 
early,  and  they  remain  firmly  in  place  after  retirement.  Dr. 
Henry  T.  Perkins  of  Raleigh  says,  "You  retire  from  active 
practice,  but  you  don't  retire  from  medicine."  These  qualities, 
so  valuable  to  practitioners,  should  not  be  shelved  or  allowed  to 
lie  dormant  at  an  arbitrary  retirement  age.  particularly  when 
good  health  remains.  Failing  to  maintain  an  active  lifestyle  or 


Dr.  Kenan  recently  retired  as  Associate  Professor,  Division  of  Otolaryngology,  Department  of  Surgery,  Duke  University  Medical 
Center,  and  is  a  member  of  the  Journal's  Editorial  Board.  Dr.  Wester  is  a  retired  pediatrician  and  former  president  of  the  NC  Medical 
Society.  Ms.  Agee  is  Director,  Senior  Physician  Program,  NC  Medical  Society  Foundation,  222  N.  Person  St.,  Raleigh  27611. 
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productive  endeavors  often  leads  to  depression,  alcotiolism, 
and  an  array  of  affective  and  psychosomatic  disorders. 

"Better  to  wear  out  than  to  rust  out"  has  the  ring  of  truth.  In 
reaUty,  intellectual  or  physical  stimulation  are  necessary  ele- 
ments to  maintain  health.  As  Helen  Featherson  of  the  Retired 
Senior  Volunteer  Program  in  Durham  points  out,  "Volunteers 
are  healthier  mentally  and  physically  when  involved  in  the 
community."  We  list  here  some  activities  retired  physicians 
have  found  attractive. 

Continue  medical  practice: 

Provide  medical  services  at  "free"  clinics. 
Provide  locum  tenens  coverage.  (Low-cost  liability  insur- 
ance is  available.  Resources  include:  Medical  Mutual,  800/ 
662-7917  and  St.  Paul  Medical  Services,  800/328-2189). 
Provide  educational  services  to  schools,  senior  citizens  groups, 
organized  youth  groups,  health  departments,  etc. 
Help  active  providers  in  underserved  areas  by  providing 
quality  control  and  risk  prevention  services,  reporting  only  to 
the  physician  or  office  manager. 
Serve  on  hospital  committees. 

Provide  consultation  and  counseling  services  in  local,  state, 
and  federal  health  care  agencies  and  correctional  institutions. 
Help  drug  companies  coordinate  drug  sample  distribution. 
Help  pharmacists,  dietitians,  social  workers,  and  discharge 
planning  nurses  coordinate  discharge  planning  for  patients. 
Perform  peer  chart  review  for  quality  control  in  hospitals. 
Supervise  Saturday  Rural  Health  Coalition  Clinics,  linking 
medical  students  with  older  physicians. 
Provide  health  services  and/or  education  to  Third  World 
countries  through  the  Peace  Corps.  World  Health  Organiza- 
tion, etc. 

Serve  on  local  Task  Forces  for  Healthy  Carolinians. 
Mentor  younger  physicians. 

Provide  management  consultation  to  physicians  and  clinics. 
Organize  local  health  fairs  and  screening  clinics. 

Undertake  public  service: 

Serve  on  NCMS  committees;  serve  as  a  member  of  House  of 
Delegates. 

Be  an  "ambassador"  and  recruiter  for  organized  medicine: 
raise  money  for  its  foundations. 

Serve  as  health  affairs  or  management  consultant  with  Ex- 
ecutive Service  Corps. 

Sit  on  nonprofit  boards  serving  educational  foundations, 
cultural  agencies,  health-related  groups. 
Participate  in  a  senior/retired  physicians  program. 
Serve  on  editorial  staff  or  board  of  medical  journals,  newspa- 
pers, other  publications. 
Run  for  elected  office. 

Enter  private  enterprise: 

Serve  on  corporate  boards. 

Provide  management  consultation  on  fee-for-service  basis. 

Engage  in  development  or  other  fundraising. 


•  Manage  investments. 

•  Organize  and  conduct  foreign  travel  "packages." 

Volunteer: 

•  Serve  in  a  hospice. 

•  Work  with  local  Red  Cross  chapter.  Take  blood!  Give  blood! 

•  Work  with  Habitat  for  Humanity. 

•  Drive  for  Meals  on  Wheels. 

•  Engage  in  Scouting  and  other  youth  activities. 

•  Participate  in  literacy  programs. 

•  Work  with  environmental  groups. 

•  Offer  services  to  shelters  for  homeless,  soup  kitchens. 

Take  up  or  renew  a  hobby: 

•  Spend  time  with  grandchildren. 

•  Upgrade  computer  skills. 

•  Engage  in  creative  writing,  art,  photography,  music,  travel, 
fishing,  gardening,  etc.  (These  may  necessitate  taking  courses 
or  classwork). 

Enroll  in  continuing  education: 

•  Engage  in  learning  for  the  sake  of  learning,  a  desirable  goal 
unto  itself. 

•  Explore  opportunities  to  enroll  in  courses  and  classes  (see 
above). 

Enhance  recreation,  exercise,  and  fitness: 

Retirement  and  a  disciplined  lifestyle  should  provide  ample 
opportunity  for  regular  exercise.  The  essentials  are  aerobic 
(cardiovascular)  exercises,  stretching  and  flexibility  programs, 
and  weight  training. 

•  Tennis  and  other  racquet  sports  are  excellent,  if  your  joints 
can  take  it. 

•  Brisk  walking  is  better  than  jogging  because  low  impact 
causes  less  joint  stress. 

•  Swimming  and  water  aerobics  are  two  extremely  beneficial 
exercise  methods. 

•  Boating,  fishing,  and  water  recreation  serve  physical,  mental, 
and  emotional  needs.  If  you  enjoy  hunting,  beware  of  hearing 
trauma! 

•  Even  gardening  and  yard  work  are  forms  of  exercise. 

Given  the  blessing  of  reasonably  good  health,  there  is  no 
reason  why  retirement  cannot  be  productive  and  among  the 
most  enjoyable  years  of  one's  life.  The  North  Carolina  Medical 
Society  Foundation  shares  these  beliefs,  and  the  Senior  Physi- 
cian Program  can  make  the  transition  into  retirement  easier. 
Contact  Ms.  Agee  at  800/722-1350  or  919/833-3836. 

Marilyn  McNeely,  director  of  the  Open  Door  Clinic  in 
Raleigh,  commented  that  "Good  health  care  has  many  facets — 
thoroughness,  accuracy,  technical  mastery,  sound  judgment, 
confidence,  communication  skills — that  can't  be  learned  over- 
night. Physicians  learn  from  every  patient  they  treat,  and  by  the 
end  of  their  active  careers  they  have  a  perspective  that  is 
invaluable.  What  a  waste,  given  the  vast  scope  of  patient  need, 
to  let  these  gifts  sit  idle,  or  to  let  these  resources  go  untapped."     □ 
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FOR      THE      RECORD 


Fifty  Years  Ago  in  Medicine 

Rules  for  "Visiting  Men"— circa  1947 


Editor's  note:  Recently, 

Dr.  Albert  Heyman,  emer- 
itus professor  of  neurol- 
ogy at  Duke  University 
Medical  Center,  dusted 
off  these  "Rules  for  Visit- 
ing Men,"  which  were 
given  to  him  in  1 947  while 
he  served  as  an  attend- 
ing physician  at  Emory 
Hospital  in  Atlanta. 
Attendings  were  referred 
to  as  "visiting  men"  in 
those  days. 

Dr.  Heyman's  chief. 
Dr.  Paul  Beeson,  circu- 
lated the  "Rules,"  which 
were  written  by  Emory 
residents,  to  all  attend- 
ing physicians.  We  pub- 
lish them  here,  with  Dr. 
Beeson's  permission,  for 
historical  perspective. 
And,  we  invite  readers  to 
comment  on  whetherany 
of  these  admonitions  still 
ring  true  in  today's  hospi- 
tal environment. 


March  26,  1947 

To  All  Members  of  the  Department  of  Medicine: 

During  the  last  few  months,  I  have  had  to  spend  a  good  deal  of  time 
arranging  visiting  schedules  at  Grady,  Lawson,  and  Emory  Hospitals.  In 
conversations  with  members  of  the  house  staffs  in  these  hospitals,  it  has 
become  obvious  that  there  is  a  great  difference  in  the  popularity  of  various 
members  of  the  visiting  staff,  from  the  standpoint  of  the  house  officers.  Some 
men  who  are  excellent  physicians  aren't  very  successful  at  ward  rounds.  In 
part  this  is  because  we  don't  sit  down  and  think  about  the  problem  very 
often.  It  is  important,  however,  because  that  two-hour  round  is  our  principal 
teaching  exercise,  both  for  students  and  house  staff. 

A  few  days  ago,  I  asked  several  of  the  resident  staff  at  Grady  to  get 
together  and  let  me  have  some  suggestions  regarding  the  things  that,  from 
their  standpoint,  make  for  good  ward  rounds.  They  promptly  returned  the 
attached  "Rules  for  Visiting  Men,"  which  I  am  passing  on  to  all  of  you, 
without  alteration.  The  wording  is  too  strong:  obviously  the  writing  of  this 
let  out  some  pent-up  emotion.  1  personally  blushed  violently  several  times 
when  1  read  it.  I  think,  however,  there  are  some  good  points  in  it,  and  it 
doesn't  hurt  any  of  us  to  get  a  little  criticism  now  and  then.  In  passing  it  on 
to  you,  I  want  to  emphasize  that  this  is  being  done  only  as  a  means  of 
provoking  thought  about  our  teaching  methods,  and  to  make  teaching  more 
enjoyable  for  everyone.  1  realize,  as  do  the  men  who  wrote  this,  that  the  time 
given  to  teaching  represents  a  real  gift  from  you,  of  valuable  time  and  energy. 
I'll  be  glad  to  have  any  comments  that  you  care  to  make  on  the  problem. 

Paul  B.  Beeson,  MD 

Chair,  Department  of  Medicine 

Emory  Medical  School,  Atlanta,  GA 


"Rules  for  Visiting  Men" 


1 .  Be  prompt.  Several  mature,  industrious,  and  socially  valu- 
able persons  have  set  aside  the  hours  of  10  till  noon  to 
discuss  their  cases  with  you.  and  their  time  is  practically 
wasted  until  you  get  there.  Their  morale  will  be  lowered, 
their  attention  dissipated  by  your  tardiness  and  consequent 
precipitousness  when  you  do  appear.  And  stop  at  close  to 
1 2  o'clock.  If  you  keep  the  group  tied  up  long  after  that  they 
can't  get  their  lunches  before  the  12:30  conference. 

2.  Students  and  house  officers  both  consciously  and  uncon- 
sciously model  their  conduct  toward  a  patient  after  your 


own.  Accordingly,  it  is  the  part  of  good  teaching  to  handle 
the  patients  you  see  on  the  wards  in  the  same  fashion  you 
handle  your  private  patients.  A  diagnosis  alone  is  not 
sufficient.  One  of  the  most  valuable  things  you  can  do  is 
contribute  from  your  own  experience  various  techniques 
and  refinements  in  the  management  of  these  patients. 

Become  an  active  member  of  the  Society  for  the  Preven- 
tion of  Traumatizing  Words  in  Front  of  Patients.  Even  on 
Wards  I  and  II  such  words  as  "syphilis"  and  "gonorrhea," 
spoken  stentoriously,  may  wreak  irreparable  harm:  any 
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patient  knows  what  "death"  means,  may  be  well  aware  of 
such  words  as  "fatal,"  and  certainly  is  aware  of  the  attitude 
of  his  doctors  as  expressed  in  their  actions.  On  the  contrary, 
you  ought  to  show  the  group  how  to  talk  in  front  of  a 
patient,  how  to  explain  his  disease  to  him,  how  to  prepare 
him  psychologically  for  an  operation. 

4.  Be  prepared  to  demand  careful  work,  and  be  concerned  and 
obviously  irritated  when  it  is  not  forthcoming.  House  men 
and  students  distrust  meekly  acquiescent  visiting  men. 

5.  When  a  case  is  being  presented  do  not  do  such  things  as 
proceed  with  auscultation,  which  obviously  diverts  your 
attention  from  what  is  being  said.  The  student  realizes  that 
even  a  visiting  man  cannot  listen  to  two  things  at  once;  such 
behavior  is  bound  to  make  him  feel  that  your  evaluation  of 
his  presentation  is  slight.  He  will  then  be  inclined  to  allow 
the  presentation  fit  your  evaluation  of  it. 

6.  Your  primary  function  is  to  give  knowledge  and  not  to 
receive  it.  Everyone  realizes  that  you  are  not  omniscient. 
but  something  more  than  an  expression  of  amazement  is 
called  for.  If  you  have  nothing  to  offer  at  the  first  time  you 
see  a  patient,  be  sure  to  have  something  the  next  time. 
Smdents  appreciate  bibliographic  hints. 

7.  Examine  each  new  patient,  checking  positive  findings  and 
whatever  may  be  called  for.  It  is  not  too  late  in  the  career 
of  a  student  or  house  officer  for  him  to  learn  more  physical 
diagnosis.  But  don't  do  a  long,  detailed  physical  examina- 
tion on  every  patient.  You  ought  to  know  when  that 
diastolic  murmur  should  be  there. 

8.  No  case  is  "just  another  cerebral  vascular  accident"  or  "just 
another  pneumonia."  It  is  your  duty  to  find  something 
interesting  to  talk  about  in  every  case — this  can  be  done 
with  a  bit  of  inventi\'e  effort  on  your  part.  Otherwise  the 
student  or  intern  who  worked  up  the  case  wonders  if  all  that 
time  was  worth  spending. 

9.  Dictate  your  notes — do  not  write  them  in  yourself.  If  you 
dictate,  everyone  can  hear  what  you  are  saying.  If  you  write 
the  note  yourself,  the  time  of  the  men  standing  around  is 
wasted. 

10.  See  each  patient  on  the  ward  every  day,  even  if  for  a 
moment.  It  is  only  in  this  way  that  you  can  keep  up  with  an 
actively  moving  ward. 

11.  Certain  visiting  men  are  prone  to  seize  on  the  time  for 
rounds  as  an  occasion  to  deliver  some  well-told  account  of 
a  previous  exploit,  association  with  a  famous  personality, 
etc.  One  visiting  man  (not  in  Atlanta)  detracted  greatly 
from  his  already  very  questionable  worth  by  taking  an  hour 
of  a  group's  time  every  month  to  recount  in  detail  his 


service  under  Sippy.  This  soliloquy  was  well  known  to  all 
house  men  and  students  as  being  stupefying  as  well  as 
stupid.  Prevent  such  things  as  much  as  possible  by  an 
examination  of  your  own  repertoire. 

12.  Stick  your  neck  out  occasionally.  You  will  be  much  more 
respected  if  you  have  opinions  of  your  own  rather  than  if 
you  slavishly  duplicate  what  you  have  been  told  by  the 
case-presenter.  Everyone  knows  that  no  matter  how  expert 
you  are,  you  will  occasionally  err;  and  no  one  minds  this. 
Of  course,  if  you  are  always  wrong  you  shouldn't  be 
making  rounds! 

13.  Are  your  rounds  fun,  for  yourself  as  well  as  the  others?  A 
large  store  of  jokes  is  not  necessary  for  this.  Everyone  will 
have  fun  if  they  are  stimulated  by  your  presence;  prompt- 
ness, knowledge  of  and  a  vigorous  interest  in  your  subject 
matter,  plus  an  imaginative  treatment  of  it — these  are  all 
required. 

14.  Include  all  those  present  when  asking  questions  or  requir- 
ing opinions — there  is  no  reason  why  house  officers  as  well 
as  students  should  not  participate.  Everybody  likes  a  "spell- 
ing bee"  type  of  exercise. 

15.  Don't  let  rounds  drag.  If  the  assistant  resident  is  not 
present,  regard  one  of  the  interns  as  being  in  charge  and  be 
prepared  to  be  irritated  if  he  allows  the  group  to  dawdle, 
while  he  slowly  makes  up  his  mind  what  to  do  next. 

16.  When  you  have  suggested  that  extra  library  or  other  re- 
search be  done,  be  certain  that  you  ask  about  what  has  been 
done  when  the  required  time  has  elapsed.  Failure  to  do  this 
is  as  impolite  as  missing  an  appointment. 

1 7.  Try  to  make  yourself  a  part  of  the  team.  Be  interested  in  the 
fate  of  patients  discharged,  transferred,  etc.  Be  available 
for  special  consultation.  Make  an  effort  to  appear  at  confer- 
ences, pathologic  exercises,  etc..  at  which  cases  from  your 
ward  are  discussed.  Share  with  the  house  officers  your  part 
of  the  burden  of  the  management  of  their  patients.     □ 


Mark  your  calendars  now: 

July  4-6 

NCMS  Sports  Medicine  Symposium: 

"Evaluation  and  Treatment 

of  the  Injured  Athlete" 

Place:    Sheraton  Atlantic  Beach  Resort 
Info:      Dana  Hammermeister,  NCMS, 
800/722-1350  or  919/833-3836 
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Sure... 

you're  a  good  physician, 
but  can  you  write? 

Most  physicians  today  need 
more  than  knowledge  of  medicine 
and  good  clinical  ability  to  be  suc- 
cessful. One  of  the  tools  you  need 
is  the  ability  to  write  well:  to  be 
able  to  put  together  a  report  of 
research  that's  worth  publishing, 
to  write  a  grant  proposal  that's 
fundable,  to  prepare  a  paper  or 
exhibit  for  presentation  that's  well 
received. 

We're  an  organization  founded 
by  physicians  50  years  ago,  and 
we're  over  3000  strong.  Among 
our  members  are  people  like  you, 
for  whom  writing  has  become  an 
increasingly  important  part  of  life. 
Find  out  more  about  us;  send  this 
coupon  or  call  AMWA's  national 
office  at  301-493-0003. 

AMaycAN  •%  A 't 

MHXALWRrTHSVV-A 

Executive  Director,  AMWA 
9650  Rockville  Pike 
Bethesda,  MD  20814 

Please  send  information  abwut  AMWA  to: 

Name 


Address 


Title  (or  specialty) . 

City 

State 


Zip  . 


You  Can  Quit  Smoking 


/here's  new  hope  for  you  and  the  millions  of  other  Americans  who 
want  to  quit  smoking.  A  consumer  guide  for  smokers  who  would  like 
to  quit  has  been  developed  by  the  Agency  for  Health  Care  Policy  and 
Research  (AHCPR),  recommending  a  scientifically-based,  strong  and 
simple  three-step  approach  to  quitting.  For  your  free  copy  of  You  Can 
Quit  Smoking,  contart  AHCPR  by  mail,  phone,  fax  or  on-line. 


AHCPR  Publications  Clearinghouse 

RO.  Box  8547 

Silver  Spring,  MD  20907 


800-358-9295 


AHCPR'sWorid  Wide  Web  site: 
http://www.alicpr.gov/ 


AHCPR's  InstantFAX, a  fax-on-demand 
service  that  operates  24  hours  a  day, 
7  days  a  week.  Dial  307-594-2800 
from  the  handset  of  a  fax  machine, 
wait  for  the  automated  voice  instructions, 
press  0  and  enter  960695  for  the 
You  Can  QuitSmoldng  consumer  guide. 


ST.  JUDE  CHILDREN'S 
RESEARCH  HOSPITAL 

Danny  Thomas.  Founder 

Although  cancer  is  a  very  grown-up  disease,  thousands  of  children  like  Adam 
learn  all  about  it  each  year  when  they're  diagnosed  with  one  of  its  deadly  forms. 

But  these  children  have  a  fighting  chance  because  of  life-saving  research 
and  treatments  developed  at  St.  Jude  Children's  Research  Hospital.  And  you 
make  the  difference  at  St.  Jude.  To  learn  more,  call:  1-800-877-5833 . 


The  North  CaroUna  Medical  Journal 

Recommended  Reading  for  All  Physicians 
and  Health  Care  Professionals 
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The  Journal  is  the  only  pubhcation  about  North 
Carolina  medicine  written  by  North  Carolina  physi- 
cians. Each  issue  features  a  diverse  mix  of  topical  and 
thought-provoking  socioeconomic  and  scientific  ar- 
ticles pertinent  to  medical  practice  in  North  Carolina, 
plus  a  special  pull-out  section  for  patients. 

Subscription  to  the  Journal  is  a  benefit  of  mem- 
bership in  the  North  Carolina  Medical  Society.  Indi- 
vidual subscriptions  can  also  be  ordered.  Treat  a 
friend  or  colleague  to  a  one-year  gift  subscription  (six 
issues)  by  simply  filling  out  the  coupon  below. 


Payment  Method: 


! I  $20  enclosed,  payable  to  the 

North  Carolina  Medical  Society  (NC      Address 
residents  add  6%  sales  tax  =  $21.20) 


I     I  Charge  to:  VISA 
M/C 

Name  on  Card:  

Account  #:  


Expiration  Date:  

New     I I  Renewal 


Please  start  my  one-year  subscription*: 


My  Name 


City/State/Zip 


Please  send  a  one-year  gift  subscription  to*: 

Name 


Address 


Send  to:  North  Carolina  Medical  Society, 
Attn:  Journal  subscription,  P.O.  Box  27167, 
Raleigh,  NC  27611-7167 


City/State/Zip . 


*Please  allow  4-6  weeks  for  delivery  of  the  first  issue. 
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New  Members 
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Victor  Elias  Abraham  (RES),  1603  Sycamore 

St.,  Durham  27707 
Steven  Alan  Akman,   1915  Bassett  Trail, 

Greensboro  27410 
Ahmad  J.  Ali  (FP),  P.O.  Box  298,  314  W. 

Queen  St.  Edenton  27932 
Adelle  Renee  Anthony-Williams  (RES),  1521 

Bridford  Pkwy.  Apt.  16-M,  Greensboro 

27407 
Najdat  A.  Attalah  (RES).  126  Oakmont  Road 

#8,  Greenville  27858 
Kristen   Osgood   Boals   (PHYS   ASST), 

Kemersville  Family  Practice,  291  Broad  St., 

Kemersville  27284 
Robert  S.  Brown,  Jr.  (GE),  UNC  School  of 

Medicine,  CB#  7080,  Chapel  Hill  27599 
Michael  Robert  Carnaghi,  7  Tyrol  Court, 

Greensboro  27410 
Michelle  Ann  Christian  (PHYS  ASST),  P.O. 

Box  947,  Lumberton  28355 
Kenneth  Allen  Debarth  (PHYS  ASST),  P.O. 

Box  144,  Ocracoke  27960 
Terry  Clanton  Dodds  (PD),  Mulberry  Pediat- 
rics, 401  Mulberry  St.  SW,  Ste.  202,  Lenoir 

28645 
Ted  Edwards  (RES),  3802  Sterling  Point,  Unit 

6-B,  Winterville  28590 
David  E.  Eifrig,  Jr.  (STU),  204  The  Oaks, 

Chapel  Hill  27514 
Amy  Susan  Esterwood  (PHYS  ASST),  520  N. 

Elam  Ave.,  Greensboro  27403 
Sandra  Jane  Fearrington  (PS),  103  Marin  Place, 

Chapel  Hill  27516 
Howard  Floch  (GS),  4478  Moratock  Lane, 

Clemmons  27012 
Gerard  Christopher  Forest  (PHYS  ASST), 

Pinehurst  Surgical  Clinic,  One  Memorial 

Drive,  Pinehurst  28374 
Randall  David  Gehle  (FP),  2705  Greenmont 

Circle,  Belmont  28012 
Victoria  Elizabeth  Grady  (IM).  1405  Ardmore 

Drive,  Greensboro  27401 
Melvin  Lee  Henderson  (OBG),  3601  Cape 

Center  Drive,  Fayetteville  28304 
C.  Mitchell  Jenkins  (IM),  Healtheast  Outer 

Banks,  2518  S.  Croatan  Highway,  Nags 

Head  27959 
Kanagasabai  Kanakeswaran  (IM),   1224  N. 

Forest  Drive,  Fayetteville  28303 
Muhammad  Nasir  Khattak  (RES),    1800 

Williamsburg  Road  #49-L,  Durham  27707 
Jarol  B.  Knowles  (RES),  996-B  Cedar  Fork 

Trail,  Chapel  Hill  27514 


Theodore  Koutlas  (CDS),  4004  Wyneston 

Road,  Greenville  27858 
James  A.  Lugg  (U),  P.O.  Box  729,  Naples 

28760 
Greig  Vincent  McAvoy,  220  Nash  Medical 

Arts  Mall,  Rocky  Mount  27804 
John  Marcus  McManus  (RES),  209  North  St., 

Lewisville  27023 
Paul  G.  Meade,  ECU  School  of  Medicine, 

Dept.  of  Surgery,  Rm.  245,  Greenville  27858 
Daniel  Joseph  Mollin,  Jr.  (IM),  Wake  Internal 

Med.Consultants,  3100  Blue  Ridge  Road, 

Ste.  300,  Raleigh  27607 
Lane  I.  Moore  (GS),  P.O.  Box  1509,  Andrews 

28901 
Bruce  Alexander  More  (PHYS  ASST),  New 

Bern  Family  Practice  Center,  PA,  810 

Kennedy  Ave..  New  Bern  28560 
Mary  A.  Morrow  (IM),  360-J  Glendare  Drive, 

Winston-Salem  27104 
Christopher  K.  Nagy  (ORS),  605  Grove  St., 

Salisbury  28144 
Pankaj  N.  Parikh,  The  Carolina  Heart  Center, 

3801  Computer  Drive,  Ste.  104,  Raleigh 

27609 
Allen  R.  Pearce  (OPH),  63 1  Coliseum  Drive, 

Win.ston-Salem  27106 
Brian  Donald  Petrarca  (PHYS  ASST),  2707 

Henry  St.,  Greensboro  27405 
Anita  McKinney  Price  (PHYS  ASST),  P.O. 

Box   15025,  Thomas  Rehab  Hospital, 

Asheville  28803 
Peter  Edward  Ricci,  Jr.  (Ner),  Bowman  Gray 

School  of  Medicine,  Medical  Center  Blvd., 

Dept.  of  Radiology,  Winston-Salem  27157 
Bill  Allen  Ricketts,  Jr.  (PHYS  ASST),  104 

Leland  Drive,  Greensboro  27455 
John  P.  Robertson,  6015  Clubhouse  Drive, 

New  Bern  28562 
John  Matthew  Salimbeni  (PHYS  ASST),  257 

McDowell  St.,  Asheville  28803 
Jeffrey  Michael  Schneider  (PHYS  ASST), 

7415-E  Swan  Run  Road,  Chariotte  28226 
James  R.  Skahen,  III  (HSS),  528  Lake  Concord 

Road  NE,  Concord  28025 
Timothy  R.  Timm  (PHYS  ASST),  Pinehurst 

Surgical  Clinic,  P.O.  Box  2000,  Pinehurst 

28374 
Thomas  George  Valaoras,  2830-C  Maplewood 

Ave.,  Winston-Salem  27103 
Jeffrey  M.  Weiss  (RES ).  2320  Adams  St.,  New 

Orleans  LA  701 18 
Jerome  WilUams,  Jr.  (CD),   1521   Bridford 


Pkwy.  #167,  Greensboro  27407 
Elizabeth  Gaddy  Witman  (PD),  3024  Rothgeb 

Drive,  Raleigh  27609 
Steven  Frederick  Wolfe  (D),  1900  Ashwood 

Court,  Greensboro  27455 

Buncombe 

Brian  Richard  Wood  (PD),  304-M  Doctors 
Bldg.,  Asheville  28801 

Burke 

Alan  Fowler  Jacks  (GS),  P.O.  Box  700,  Valdese 
28690 

Cabarrus 

Vernon  Dale  Byrd  (R),  3490  Brighton  Court, 

Concord  28027 
John  Edwin  Friend,  II  (RES),  1076  Iveywood 

Place,  Concord  28025 
Bruce  Anthony  Hines,  3707  Bodeham  Court, 

Charlotte  28215 
Daniel  Lee  Holland  (RES),  371  Ann  St.  NW, 

Concord  28025 
John  Buckley  Konefal  (TR),  3630  Demyter 

Circle,  Charlotte  28269 
Laura  Jean  Mock,  40  Ardsley  Ave.  NE,  Con- 
cord 28025 
Kimberiy  Raymond  (RES),  1076  Iveywood 

Place,  Concord  28027 
Mark  Peter  Redding  (NS),  P.O.  Box  3398, 

Concord  28025 
Mark  Scott  Reiff  (RES),  124  Cottontail  Lane, 

Concord  28025 
Cheryl  D.  Sexton  (RES),  I05-H  Northbend 

Drive,  Concord  28025 
John  Gerard  Sirois  (EM),  Cabarrus  Emergency 

Med.  Assocs,  651  Church  St.  N,  Concord 

28027 
Kweon  II  Stambaugh  (OTO),  1452  Highway 

29  N.,  Ste.  204,  Concord  28025 
Jan  August  Van  Ravensteyn  (RES),   1942 

Stonewyck  Ave.,  Kannapolis  28081 
Ricardo  Vargas  (RES),  735  Brookwood  St., 

Mooresville  281 15 

Caldwell 

John  W.  McMenemy  (FP),  806  Devonshire 
Court  SW,  Lenoir  28645 

Catawba 

Kelly  Bisceglia  Crocker  (PD).  76  28th  Ave. 

NW,  Hickory  28601 
Laura  Jean  Luckadoo  (PD),  The  Childhealth 


Ok 

m 


imli 
Cei 
li] 

feiid 

iiplie 

Ho 

fee 

nc( 

212' 


154 


NCMJ  Marcli/April  1997.  Volume  58  Number  2 


U 
Si,; 

illlOB 


Dl 
Silo 

tie; 


t 


Center,  1375  4th  St.  Drive  NW,  Hickory 

28601 
Reginald  Graham  Moore,  Jr.  (FP),  137  49th 

Ave.  Place  NW,  Hickory  28601 
Richard  Darryl  Schultz  (CD),  809  21st  Ave. 
t;    NE,  Hickory  28601 

Chowan-Perquimans 

Ellen  Colodney  (PMR),  P.O.  Box  69,  Edenton 
27932 

Cleveland 

,Richard  Clifton  Franklin  (AN),  Shelby  Anes- 
thesiology, 907  N.  Washington  St.,  Shelby 
28150 

Craven-Pamlico-Jones 

Anna  Faidas  (HEM),  ECIM,  P.O.  Box  68, 

Pollocksville  28573 
lohn  Matthew  Smith  (IM),  ECIM,  P.O.  Box 

68,  Pollocksville  28573 

Cumberland 

David  Kishbaugh  (PMR),  P.O.  Box  2000, 1638 

Owen  Drive,  Fayetteville  28304 
Kenneth  Robert  Lidonnici,  Cape  Fear  Valley 

Med.  Center,  Dept.  of  Pathology ,  Fayetteville 

28304 
Dean  P.  Ouano  (OPH),  Coastal  Eye  Clinic,  802 

McCarthy  Blvd.,  New  Bern  28560 
Kamlesh  P.  Patel,  West  Side  Primary  Care 

Center,  1463  Pamalee  Drive,  Fayetteville 

28303 

Davidson 

Stephen  Peter  Hardy  (PD).  200  Arthur  Drive, 
Thomasville  27360 

lulia  Claudie  Togami  (PD),  Lexington  Pediat- 
ric Clinic,  8  Medical  Park  Drive,  Lexington 
27292 


Ourham-Orange 

Iharu  Lata  Adlakha  (STU).  25  Astor  Court, 

Durham  27705 
Swati  Agarwal  (STU),  3228-J  Myra  St., 

Durham  27707 
todney  Kenneth  Alan  (STU),  311  S.  Lasalle 

St.,  29-P,  Durham  27705 
3amon  Philip  Anagnos  (PS),  UNC,  Div.  of 

Plastic  Surgery,  Chapel  Hill  27599 
/ishal  Bindal  (STU),  9  River  Birch  Road  Apt. 

F.  Durham  27705 
Christopher  Gene  Brown  ( STU).  1 0 1 -D2  Coo- 
per St.,  Chapel  Hill  27514 
effrey     Eugene     Brown     (STU).     343 

Meadowbrook  Drive,  Burlington  27215 
!4arie  A.  Carlson  (STU).  2801-C  Sechision 
I   Court,  Raleigh  27612 
jJavid  Hunter  Cherwek  ( STU ),  30 1  Swift  Ave., 
;   Apt.  13,  Durham  27705 
•Christine  Denise  Ching  (STU),  5007-B 
I   WoodcroftPkwy.,  Durham  27713 


Vanessa  Ruby  Cole  (STU),  3-M  River  Birch 

Road,  Durham  27705 
Timothy  W.  Dancy  ( STU ),  32 1  1/2  W.  Univer- 
sity Drive,  Chapel  Hill  27516 
John  Paul  Denny  (STU),  2748  Campus  Walk 

Ave.  #19,  Durham  27705 
Fatu  Monique  Foma  (STU),  3549  Mayfair  St. 

#108,  Durham  27707 
KendraMarshae  Franklin  (STU),  12f  Weather 

Hill  Circle,  Durham  27705 
Ari  Justin  Green  (STU),  36 1 1  University  Drive, 

#18-F,  Durham  27707 
Gregory   Enrico  Grunberg   (STU).    1402 

Remington  Circle,  Durham  27705 
Jeremy  Leonard  Hardison  (STU),  906-A2  Park 

Ridge  Road,  Durham  27713 
Hughes  Montgomery  Helm  (STU),  3330 

Swansea  St.,  Durham  27707 
Christopher  Lee  HoUey  (STU),  7  River  Birch 

Road,  Apt.  Q,  Durham  27705 
Jarrod  Paul  Holmes  (STU),  108  N.  Buchanan 

Blvd.,  Durham  27701 
Scott  Thomas  Howell  ( AN),  Box  3094,  DUMC, 

Durham  27710 
Xuewei  Huang  (STU),  301  Swift  Ave.,  #18, 

Durham  27705 
Matthew  Timothy  Hueman  (STU),  910  Con- 
stitution Drive,  #315,  Durham  27705 
Michael     Keith     Jacobs     (STU),     1801 

Williamsburg  Road.  Apt.  34-C,  Durham 

27707 
Felice  Anais  James  (STU),  1315  Morreene 

Road.  Apt.  9-Y.  Durham  27705 
Janet  Ann  Jenkin  (STU),  910  Constitution 

Drive,  #413,  Durham  27705 
Mark  William  Johnson  (GS),  UNC,  Dept.  Ob 

Surgery,  CB#  7210,  Chapel  Hill  27599 
Michael  Reesal  Jones  (STU),  2208  Alpine 

Road,  Durham  27707 
Relief  Jones  ( STU ),  3 1 1  S .  Lasalle  St. .  Apt.  44- 

I,  Durham  27705 
Christina  Ross  Kahl  (STU),  4-P  River  Birch 

Road,  Durham  27705 
Mohit  Sourabh  Kasibhatla  (STU),   1901-E 

Erwin  Road.  Durham  27705 
Andrew  Victor  Kayes  (STU),  209  Alexander 

St..  Apt.  H.  Durham  27705 
Jason  David  Kendelhardt  ( STU),  4600  Univer- 
sity Drive,  #206,  Durham  27707 
Jonathan  Keith  Killian  (STU),  63  Stoneridge 

Road,  Durham  27705 
Patrick  James  Lager  (STU),  118  Forest  Oaks 

Drive.  Durham  27705 
William  Thomas  Lawson  ( STU),  3 1 6  Mayfield 

Circle,  Durham  27705 
Thuy  Thanh  Le  (STU),  2402  Faucette  Ave., 

Durham  27704 
Catherine  Mane  Green  Lee  (RO),  DUMC. 

Box  3085,  Dept.   Radiation  Oncology, 

Durham  27710 
Kelly  Robert  Lindauer  ( STU ),  411-1  Downing 

St.,  Durham  27705 


Quinterol  J.  Mallette  (STU),  P.O.  Box  97374, 

Durham  27708 
Jamila  Clarice  Martin  (STU),  301  Swift  Ave., 

Apt.  18.  Durham  27705 
Roy  Jacob  Mathew  (P),  DUMC,  Box  3972, 

Durham  27710 
Carter  John  Maurer  (STU),  3205  Hombuckle 

Place,  Durham  27707 
Shannon  Jones  McCall  (STU),  2104  Sunset 

Ave.,  Durham  27705 
Benjamin  B.  McDaniel  (STU),  4800  Univer- 
sity Drive.  #22-J,  Durham  27707 
Connette  Pearl  McMahon  (STU),  301  Swift 

Ave.,  Apt.  31,  Durham  27705 
Bridget  T.  McNamara  (STU),  12-F  Weather 

Hill  Circle,  Durham  27705 
Irene  Kaplan  Moff  (STU),  2920  Chapel  Hill 

Road,  Apt.  52-B,  Durham  27707 
Frederick  Douglass  Moore  (STU),  604 

Snowcrest  Trail,  Durham  27707 
Audrey  Ragan  Odom  (STU),  10-G  Post  Oak 

Road,  Durham  27705 
Michael  Ray  Olson  (STU),  3 1 3  Mayfield  Circle, 

Durham  27705 
Susan  Melissa  Ormsbee  (STU),  1500  Duke 

University  Road,  Durham  27701 
Daniel  Palestrant  (STU),  3611  University 

Drive,  Apt.  2-B,  Durham  27707 
Joseph  Richard  Payne  (STU),  361 1  University 

Drive.  Apt.  16-J,  Durham  27707 
Erica  Lee  Peterson  (STU),  209  Anderson,  Apt. 

G,  Durham  27705 
Frank  Joseph  Quayle  (STU),  1016  Monmouth 

St..  Durham  27701 
Ariel  Niroomand  Rad  (STU),  4402-A  Amen- 

can  Drive,  Durham  27705 
Christopher  A.  Radkowski  (STU),  7  E.  River 

Birch  Road.  Durham  27705 
Maurice  Andre  Recanati  (STU).  2750  Campus 

Walk  Ave.,  Bldg.  22,  Apt.  G.  Durham  27705 
Robyn  Cathleen  Reed  ( STU ),  1 0-G  Oak  Road, 

Durham  27705 
Donna  Christine  Reefe  (STU),  5122  Copper 

Ridge  Drive,  #308,  Durham  27707 
Daniel  Todd  Rose  (STU).  3611  University 

Drive.  #15-K.  Durham  27707 
Allison  Kinder  Ross  (AN).  Duke  North.  Ste. 

3425.  Durham  27710 
Charles  Edwin  Saldanha  ( STU ),  4800  Univer- 
sity Drive,  Durham  27707 
Gregory  Scott  Sibley  (RO).  DUMC.  Box  3085, 

Dept.  Radiation  Oncology.  Durham  27710 
Brian  Aaron  Smith  (STU).  2105  Alpine  Road, 

Durham  27707 
Sejal  Pathik  Soni  (STU),  1905  Erwin  Road, 

Apt.  J,  Durham  27705 
Bradley  Aldin  Stohr  (STU).  702  Gatehouse 

Lane.  Durham  27707 
Damon  Scott  Tweedy  (STU),  1315  Morreene 

Road,  Durham  27705 
Melissa  Fair  Wellons  ( STU),  1 3- A  River  Birch 

Road,  Durham  27705 
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Brent  Carlton  White  (STU),  4600  University 

Drive,  #206,  Durham  27707 
Rachel  Ann  Wilfert  (STU),  1 203  Dawson  Road, 

Chapel  Hill  27516 
Jimmie  C.  Wong  (STU),  36 1 1  University  Drive, 

#9-J,  Durham  27707 
Zhenqing  Wu  (STU),  945  Lambeth  Circle, 

Durham  27705 
Kathleen  Elizabeth  Wurth  (STU),  215  Ander- 
son St.,  Apt.  H.  Durham  27705 
Shan  Yuan  (STU),  1315  Morreene  Road,  14-1, 

Durham  27705 
Alberuni  Musa  Zamah  (STU),   1905  Erwin 

Road,  Durham  27705 
Ali  Reza  Zomorodi  (STU),  P.O.  Box  62492. 

Durham  27715 

Forsyth-Stokes-Davie 

Robert  Charles  Anderson  (STU),  715  S. 

Hawthorne  Road,  Winston-Salem  27103 
Ali  Abbas  Asgharali  (STU),  3 1 2  Linville  Ridge 

Court,  #7.  Winston-Salem  27101 
Julie  Baak  (STU),  1407-A  Seneca  St.,  Win- 
ston-Salem 27103 
Cindy  Sutton  Barrett  (STU),  1720  W.  Acad- 
emy St.,  Winston-Salem  27103 
Alice  Lawson  Bashinsky  (STU),  1414  Irving 

St.,  Winston-Salem  27103 
Brittany  Leigh  Bergin  (STU),  501  Park  Ridge 

Circle,  Apt.  C,  Winston-Salem  27104 
Christopher  Y.  Blackman  (STU),  808  Lakecrest 

Ave.,  #1707,  High  Point  27265 
Vagno  Boulom  (STU).  2050  Craige  St..  Apt. 

#14,  Wmston-Salem  27103 
Caroline  Dixon  Boyd  ( STU ),  300  S .  Hawthorne 

Road.  Medical  Center  Blvd..  Winston-Sa- 
lem 27157 
Richard  James  Breyer  (STU).  Bowman  Gray 

School  of  Medicine.  Medical  Center  Blvd.. 

Winston-Salem  27157 
Joseph  John  Chirayil  (STU).  Bowman  Gray 

School   of  Medicine.   Medical   Center 

Blvd..Winston-Salem  27157 
Andrew  M.  Ciccarelli  (STU).  2053  Elizabeth 

Ave..  Winston-Salem  27103 
Eric  Wayne  Coates  (STU).  Bowman  Gray 

School   of  Medicine.   Medical   Center 

Blvd.,Winston-Salem  27157 
Amanda  Lynn  Cook  (STU),  Bowman  Gray 

School   of  Medicine,   Medical   Center 

Blvd.,Wmston-Salem  27157 
James  Alan  Danitschek  (STU),  730  Anson  St., 

Apt.  E-11,  Winston-Salem  27103 
Alexander  Joseph  Davit  (STU),  245  Corona 

St.,  Apt.  #6.  Winston-Salem  27103 
Manuel  Francis  Dejesus  (STU).  817  Bellview 

St.,  Winston-Salem  27103 
Elisabeth  Donlevy  (STU),  Bowman  Gray 

School  of  Medicine,  Medical  Center 

Blvd.,Winston-Salem  27157 
Mufaro  Dube  (OBG),  Aegis  Family  Health 

Center,  2295  E.  14th  St..  Winston-Salem 


27105 
Jason   William   Edsall    (STU).    1725-B 

Franciscan  Terrace,  Winston-Salem  27127 
William  Thomas  Fergus  (STU),  Bowman  Gray 

School   of  Medicine,   Medical   Center 

Blvd., Winston-Salem  27157 
Lee  Alan  Fireman  (STU),  1013  Watson  Ave.. 

Winston-Salem  27103 
Edward  Carl  Fisher  (STU),  Bowman  Gray 

School   of  Medicine,   Medical   Center 

Blvd., Winston-Salem  27157 
John  Frino  (STU),  2038  Queen  St.,  Winston- 
Salem  27103 
David  Donovan  Gilbert  (STU),  810-A  Brent 

St.,  Winston-Salem  27103 
Claudia  Edith  Gonzalez  (STU).  1608  North- 
west Blvd.,  Winston-Salem  27104 
SonyaM.GreavesP.O.nder(STU),  1900  Queen 

St.,  #B6,  Winston-Salem  27103 
John  Greenawalt  (STU),  225  Lockland  Ave., 

Winston-Salem  27103 
Alexia  Maryse  Gregory   (STU),    1205   S. 

Hawthorne  Road.  Winston-Salem  27103 
Adiam  Haileleul  (STU).  2500-C  Miller  Park 

Circle.  Winston-Salem  27103 
Shannon  Marie  Haszard  (STU).  232  N.  Sunset 

Drive,  Winston-Salem  27101 
Michael   Daniel  Heafner  (STU),   2320-B 

Ardmore  Terrace,  Winston-Salem  27103 
David  Michael  Hockey  (STU),  740-R  Walnut 

Forest  Road,  Winston-Salem  27103 
Karen  Joy  Hockey  (STU),  740-R  Walnut  For- 
est Road,  Winston-Salem  27103 
Phillip  Carl  Hoopes  (STU),  4830-K  Thales 

Road,  Winston-Salem  27104 
Jeffrey  Allen  Huang  (STU),  1610-C  Northest 

Blvd.,  Winston-Salem  27104 
David  Shakespeare  Husted  (STU),  Bowman 

Gray  School  of  Medicine,  Medical  Center 

Blvd..Winston-Salem  27157 
Richard  Wesley  Jacobson  (STU),  2343  Salem 

Court,  Apt.  C,  Winston-Salem  27103 
StuartTaylor  Jan-ell  (STU),  2307-B  Cloverdale 

Ave.,  Winston-Salem  27103 
Robert  Glenn  Jones  (STU),  1 2 13  S.  Hawthorne 

Road.  Winston-Salem  27103 
Shemian  Elliot  Kahn  (PH),  P.O.  Box  15043, 

Winston-Salem  271 13 
David  Wilbum  Kaminski  (STU).  1414  Irving 

St..  Winston-Salem  27103 
Ahmed  Fouad  Kandeel  (STU).  1900  Queen 

St..  Apt.  A-4,  Winston-Salem  27103 
Anita  Katharine  King  (STU),  209  Oakwood 

Court,  Winston-Salem  27103 
Alice  Basinger  Labua  (STU),  Bowman  Gray 

School   of  Medicine,   Medical  Center 

Blvd., Winston-Salem  27157 
William  Robert  Lee  (RO),  Wake  Forest  Univ. 

Physicians.  Medical  Center  Blvd..  Winston- 
Salem  27157 
Gretel  Lauren  Lesslie  (STU).  209  Aokwood 

Court.  Winston-Salem  27103 


Jonathan  Mark  Loewen  (STU).  Bowman  Gray 

School  of  Medicine,   Medical  Center 

Blvd.,Winston-Salem  27157 
Peter  Otto  Lutz  (STU).  211-1  Dalewood  Drive, 

Winston-Salem  27104 
Lonin  David  Martin  (STU).  260-A  S.  Sunset 

Drive,  Winston-Salem  27103 
Adam  Riad  Metwalli  ( STU ),  1 708  Brookwood 

Drive,  Winston-Salem  27106 
Jonathan  Kevin  Millard  (STU),  2116  Queen 

St.,  Winston-Salem  27103 
Mary  Suzanne  Miller  (STU),  1 008  KnoUwood 

Drive,  Winston-Salem  27103 
Kimberiy  Ragsdale  Nifong  (STU),  12367  Old 

US  Hwy.  52,  Winston-Salem  27107 
Hance  Hofler  Oliver  (STU),  1819  Grace  St., 

Winston-Salem  27103 
Vera  Ifeyinwa  Onyenorah  (STU),  Bowman 

Gray  School  of  Medicine,  Medical  Center 

Blvd.,Winston-Salem  27157 
Annette  Grynkewich  Pashayan  (AN),  Bow- 
man Gray  School  of  Medicine,  Medical 

Center  Blvd..Winston-Salem  27157 
Kimberiy  Dawn  Piccione  (STU),  202  Aspen 

Court,  Winston-Salem  27106 
Ursula  Anne  P.O.ehling  (STU).  200  N.  Stratford 

Road.  Winston-Salem  27104 
Brent  Michael  P.O.wers  (STU).  846   1/2 

Wellington  Road.  Winston-Salem  27106 
Heather   M.   P.O.wers   (STU),    846    1/2 

Wellington  Road.  Winston-Salem  27106 
Sajeev  K.  Puri  (STU).  930-A  West  End  Blvd., 

Winston-Salem  27101 
Kathryn  Ann  Rose  (STU).  1533  Northwest 

Blvd.,  #4.  Winston-Salem  27104 
Timothy  Joseph  Schneider  ( STU),  232  Shawnee 

St.,  Winston-Salem  27127 
Steven  Robert  Scott  (STU),   105-9  Crowne 

Chase  Drive,  Winston-Salem  27104 
Richard  Morgan  Shaw  (STU),  2050  Craig  St., 

Apt.  29,  Winston-Salem  27103 
Paul  Raymond  Shook  (STU),  41 1  Corona  St., 

Winston-Salem  27103 
Jeffrey  Michael  Simmons  (STU),  3650-H  High 

Meadows  Drive,  Winston-Salem  27106 
Jeffrey  Tweed  Spang  (STU),  2399  Jefferson 

Ave.,  Winston-Salem  27103 
Joel  Harold  Sugarman  (SI  U),  407  Corona  St., 

Winston-Salem  27103 
David  William  Swayne  (STU),  1931  Gaston 

St..  Winston-Salem  27103 
Samantha  Curtis  Timmons  (STU),  412  W. 

First  St.,  Apt.  C,  Winston-Salem  27101 
Elizabeth  Edwards  Turner  (STU),  2200  Allen 

Easley  St.,  #1C.  Winston-Salem  27106 
Cristin  Ann  Ulrich  (STU),  501-T  Park  Ridge 

Court,  Winston-Salem  27104 
Reem  Samir  Utterback  (STU),  2453  Jefferson 

Ave.,  Winston-Salem  27103 
Jose  JuUan  Valle  (STU).  1608-E  Northwest 

Blvd..  Winston-Salem  27104 
Robert  Daniel  Vorona  (IM),  601  Ravenscan 
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Court.  Winston-Salem  27103 
Sean  Patrick  Whalen  (STU),  Bowman  Gray 

School  of  Medicine,   Medical  Center 

Blvd.,Winston-Salem  27157 
EricRashadWilliams(STU),1608-EW.North- 

west  Blvd..  Winston-Salem  27104 
Emmett  Clive  Willis  (STU).  240-A,  Apt.  D, 

New  Drive.  Winston-Salem  27103 
Esther  Yook(STU),2500-C  Miller  ParkCircle. 

Winston-Salem  27103 

Gaston 

Albis  Acosta  (N),  The  Neurological  Center, 

900  Cox  Road,  Gastonia  28054 
Kathryn  Ann  Caulfield  (ORS),   1371-A,  E. 

Garrison  Blvd.,  Gastonia  28054 
Jeffrey  Scott  Church  (PS),  927  Cox  Road, 

Gastonia  28054 
Kenneth  K.  Cloninger  (FP),  112  S.  Oak  St.. 

Cherry ville  28021 
Kashyap  B.  Kansupada  (OPH),  209  Park  St.. 

Ste.  600.  Belmont  28012 
Per  Lykke  Larsen  (FP),  222  S.  Main  St.,  Stanley 

28164 
Myron  Jay  Petruska  (FP),  209  Park  St..  Ste. 

100,  Belmont  28012 

Greater  Greensboro  Society  of  Medicine 

John  Kelly  McGuirt  (IM),  Guilford  Medical 

Associates,  510  N.  Elam  Ave.,  S-201, 

Greensboro  27403 
Peter  James  Plantes  (IM).  PHP.  Inc..  2307 

West  Cone  Blvd.,  Greensboro  27408 
Danielle  Sue  Ray  (EM),  1830-B  N.  Elm  St.. 

Greensboro  27408 
Joseph  David  Stem  (NS),  301  E.  Wendover 

Ave.,  Ste.  211,  Greensboro  27401 

Harnett 

Terri  Lynn  Zacco  (R),  1 16  Trailing  Oak,  Gary 
27513 

Haywood 

David  Lawrence  Oshin  (IM),  102  Hospital 
Drive,  Ste.  1,  Clyde  28721 
'!  Richard  Henry  Steele  (U).  728  Love  Lane, 
Waynesville  28786 


[ersH 


jja 


!  Henderson 

Francis  Joseph  Farrell,  Jr.  (A),  1 6 1  Clinton  St. , 
Watertown,  NY  13601 

High  Point 

David  Settle  Reid,  IV  (PS),  308-B  Boulevard 
St.,  High  Point  27262 

Iredell 

Naim  Bouhussein  (C),  738-A  Bryant  St.. 

StatesviUe  28677 
Wolfgang  Erich  Lohrmann  (NEP),  750-D 

Hartness  Road,  StatesviUe  28677 
Leo  Kwan  Lok  Young  (FP),  101  WiUcesboro 


St..  Ste.  #2,  Mocksville  27028 

Johnston 

Eric  Michael  Janis  (CD),  Smithfield  Heart 
Associates,  415-C,  N.  7th  St.,  Smithfield 
27577 

Renee  Godwin  Watson  (FP).  Johnston  Family 
Medicine,  515  N.  8th  St..  Smithfield  27577 

Lee 

Ellen  Albert  Bahtiarian  (R),  324  Abbott  Drive, 
Sanford  27330 

Lenoir-Greene 

Monita  Green  (M).  710  E.  Doctors  Drive, 
Kinston  28501 

Lincoln 

Elizabeth  B.  Dreesen  (GS),  1639  Timberlake 

Lane.  Lincolnton  28092 
Gary  Jek  Gala  (GS),  1639  Timberiake  Lane, 

Lincolnton  28092 

Macon-Clay 

Daniel  Dale  Richardson  (GS),  P.O.  Box  2633. 
Highlands  28741 

Mecklenburg 

Patrick  Michael  Connor  (ORS),  Miller  Ortho- 
paedic Clinic.  1001  Blythe  Blvd.,  Charlotte 
28203 

Michael  Lee  Dockery  (ORS),  1001  Blythe 
Blvd..  Ste.  200,  Charlotte  28203 

Aster  Derar  Ghebremedhin  (PD).  Randolph 
Pediatrics.  332  Lillington  Ave.,  Charlotte 
28204 

Leslie  M.  Hansen  (OBG).  Chariotte  Ob-Gyn 
Associates,  1023  Edgehill  Road.  South  Char- 
lotte 28226 

Kathryn  Dodson  Levy  (IM).  Charlotte  Medi- 
cal Clinic.  1001  Blythe  Blvd..  #500,  Char- 
lotte 28203 

Michael  Carmen  Maxwell  (GS),  Charlotte 
Cardiothoracic.  300  Billingsley  Road,  Ste. 
103,  Charlotte  28262 

John  Smart  Slaven  (AN),  1620  Scott  Ave., 
Charlotte  28211 

Donna  Sue  Vegeais  (IM),  16616  Northcross 
Drive,  Huntersville  28078 

Daniel  Lee  Watson  (U),  1900  Randolph  Road, 
Ste.  216.  Charlotte  28207 

Mitchell- Yancey 

Roger  El-Hachem  (IM).  Altapass  Int.  Medi- 
cine, 408  Altapass  Road,  Spruce  Pine  28777 

Montgomery 

Masahito  Jimbo  (FP).  423  Wood  St..  Troy 
27371 

Moore 

Gus  Donald  Prince  (FP),  Moore  Regional  Fam- 


ily Care  Center,    10  Aviemore  Drive, 
Pinehurst  28374 

New  Hanover-Pender 

Dwight  Douglas  Davidson  (Cca).  41 5  Bradley 

Creek  Point,  Wilmington  28401 
Charles  Richard  Kays  (PS).  2305  Canterwood 

Drive,  Wilmington  28401 
Tami  Suzette  Martin.  1515  Doctors  Circle. 

Wilmington.  28401 
Michael  R.  Osborne  ( EM ).  5050  CarolinaBeach 

Road.  Wilmington  28412 
Kimberiy  Brown  Paterson  (PHYS  ASST).  1 1 3 

Briercrest  Drive.  Wilmington  28405 

Pasquotank-Camden-Currituck-Dare 

Daniel  Scott  Terryberry  (OBG).  Northeastern 
Ob-Gyn.  Ltd..  1141  N.  Road  St.,  Ste.  I, 
Elizabeth  City  27909 

Pitt 

Aram  Alexanian  (STU).  608-A  Spring  Forest 

Road,  Greenville  27834 
Hyder  Husain  Arastu.  ECU  School  of  Medi- 
cine. Jenkins  Cancer  Center.  Greenville 

27858 
Crystal  Dawn  Baker  (STU),  1600  W.Arington 

Blvd.,  #4,  Greenville  27834 
Michael  Jay  Barondes  (OPH),  301  Bowman 

Gray  Drive,  Greenville  27834 
Joseph  Carl  Benacci  (PS),  ECU  School  of 

Medicine,  Dept.  of  Surgery,  Greenville 

27858 
CammyRenae  Benton  (STU).  1315Westpointe 

Drive,  #3,  Greenville  27834 
Tammy  Lamonica  Boyd  (STU).  404-N  Pala- 
din Drive,  Greenville  27834 
Jennifer  Blair  Calfee  (STU),  331 1  Landmark 

#20,  Greenville  27834 
James  Bryan  Cooper  (STU),  601  E.  11th  St., 

Apt.  #4,  Greenville  27858 
Stephanie  Roxanne  Exum   (STU),    1636 

Treybrooke  Circle,  Greenville  27834 
Brett  Hugh  Foreman  (STU).  3449  Westgate 

Drive.  Greenville  27834 
Paul  Garcia  (STU).  121  Riverbluff  Road,#15. 

Greenville  27858 
Jennifer  Lin  Gitch  (STU).  1212  Treybrooke 

Circle,  Greenville  27834 
Donna  Marie  Grimsley  (STU),   2647-M 

MacGregor  Downs,  Greenville  27834 
Jennifer  Gwynne  Hall  (STU),  2707  Mulberry 

Lane,  Greenville  2785 
Jessica  Brooke  Hinard(  STU),  103-B  Sunshine 

Lane,  Winterville  28590 
Ahsa  Dawn  Ingram  (STU).  903  Howell  St.. 

Greenville  27834 
Charles  Bradley  Jones  (STU).  601  E.  Spring 

Forest  Road,  Greenville  27834 
Wendy  Pilar  Jones  ( STU).  2903-D  Cedar  Creek 

Road,  Greenville  27858 
Andrew  Scott  Kennedy,  ECU  School  of  Medi- 
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cine,  Jenkins  Cancer  Center.  Greenville 

27858 
Mary  Catherine  Kinn  (STU),  I05-N  Library 

St..  Greenville  27858 
Gregory   William   Knapp   (STU),    1521 

Treybrooke  Circle,  Greenville  27834 
Richard  O'neal  Lynch  (STU),  L-13  Beasley 

Drive,  Greenville  27834 
Crystal  April  Manuel  (STU),  2718  Meridian 

Drive,  Apt.  #2.  Mailbox  6,  Greenville  27834 
Steven  Boyd  Moye  (STU).  108  Hunters  Lane. 

Greenville  27834 
Patrick  Joseph  Murphy  (STU),  1 296  Park  West 

Drive,  Apt.  #4,  Greenville  27858 
Peter  John  O'Rourke  (AN),  1705  W.  6th  St.. 

Greenville  27834 
John  Ashley  Parker  (STU),  601  E.  Spring  For- 
est Road.  Greenville  27834 
Margaret  Wooten  Pierson  (STU),  2605  E.  4di 

St..  Greenville  27858 
Alex  Ray  Robinson  (STU).  L- 1 3  Doctors  Park 

Apts.,  Greenville  27834 
Mark  Savalas  Sanders  (STU),  2605  Mulberry 

Lane,  Greenville  27858 
Kevin  Franklin  Satisky  (STU),  J-2  Doctors 

Park  Apts.,  Greenville  27834 
Bruce  Frederick  Schroeder  (R).  417  Kempton 

Drive,  Greenville  27834 
Billy  Ray  Smith  (STU),  1315  Westpointe  Drive, 


#3.  Greenville  27834 
William   Holston   Taft   (STU),    116   E, 

Breezewood  Drive,  Greenville  27858 
Joseph  Elliott  Tripp  (STU),  1898  Wellons 

Drive,  Greenville  27858 
Marcus  Craig  Whaley  (STU),  916  Autumn 

Drive,  Greenville  27834 
NikitaPatrise  WilUams  (STU),  400-M  Paladine 

Drive,  Greenville  27834 
Anna  Ivanovna  Wooten  (STU),  2 106- A  E.  3rd 

St..  Greenville  27834 

Randolph 

Charles  Brantley  West,  Jr.  (OTO),  350  N.  Cox 
St..  #8,  Asheboro  27203 

Robeson 

Santosh  Augustine  (IM).  4320  Fayetteville 

Road,  Lumberton  28358 
Charles  Stephenson  Haworth  (NS),  2905  N. 

Elm  St.,  Lumberton  28358 
William  Evans  Russell  (RO),  1200  Pine  Run 

Drive,  Lumberton  28358 
Thomas  Sandner  Stewart  (U),  101  W.  27th  St., 

Lumberton  28358 

Rowan 

Brent  W.  Seifert  (IM),  611  Mocksville  Ave., 
Salisbury  28144 


Rutherford 

Edward  Thorbum  Wright  (U),  Foothills  Urol- 
ogy, 1 17  Tryon  Road,  Ste.  B.  Rutherfordton 
28139 

Stanly 

L.  Morris  McEwen,  919  N.  3rd  St.,  Albemarle 
28001 

Wake 

Michael  L  Cinoman  (PD),  104  Wood  Lily 
Lane,  Cary  27511 

Lisa  Lederman  Littman  (OBG),  1711  Grande 
Harmony  Place,  Cary  27513 

Bruce  Elliott  Norman  (OBG),  4013  John  S. 
Raboteau,  Raleigh  27612 

Brian  Steven  Quigley  (EM),  4608  Cotton  Raw 
Cliffs  Court,  Fuquay-Varina  27526 

Melinda  Catherine  Taylor  (PD),  4905  Profes- 
sional Court.  Raleigh  27609 

Wayne 

Muin  MousaDugom  (IM),  605-A  N.  Spence 

Ave.,  Goldsboro  27534 
Rose  Louise  Glynne  (OBG),  103  Kelly  Drive, 

Goldsboro  27530 
Hans  Peter  Roethling  (OBG),  102  Handley 

Park  Court,  Goldsboro  27535 


!L, 
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An  outstanding  job  doesn't 
deserve  an  outstanding  balance. 


I.e.  System  collects  your  unpaid 
receivables  before  they  become 
negative  numbers  to  your  bottom 
line.  We've  helped  our  clients 
recover  more  than  $1  billion 
in  debts.  In  fact,  l.C.  System 


is  offered  as  a  membership 
benefit  by  over  900  business 
and  professional  associations. 
Whether  your  accounts  are  large 
or  small,  commercial  or  con- 
sumer. . .  we  can  help  you,  too. 


nc, 
ins 

cer 


For  the  l.C.  System  Difference,  call 

1-800-685-0595 

North  Carolina 
Medkal  Society 


THE 


<0 


efit! 


DIFFERENCE 


rfi'-<:fe.N\-i.  i.e.  SYSTEM  r.-ffJWA-vjfcrKC^micaiC^J'^'J'^! 
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Classified  Ads 


BLACK  MOUNTAIN-SWANNANOA  AREA:  Immediate 
occupancy:  approximately  2,300  square  feet  consisting  of 
seven  examining  rooms,  waiting  room,  business  office,  and 
two  private  offices.  Formerly  occupied  by  family  practice. 
Also  900  square  feet  formerly  occupied  by  an  audiologist, 
consisting  of  a  waiting  room,  business  office,  and  two 
examining  rooms.  Contact:  Dean  Dusthimer  at  704/669- 
5859  or  704/669-5783. 

EXPANDING  INTERNAL  MEDICINE/GERIATRIC  part 
nership  opportunity  in  Winston-Salem,  NC.  Inpatient  and 
consultative  position  with  excellent  income  potential.  Con- 
tact Susan  Chatman,  910/724-1900. 

HEALTH  CARE  BUSINESS  DEVELOPMENT:  Medical 
faculty.  PhD,  experienced  in  turnkey  medical  clinic  design, 
marketing,  and  project  finance.  Locating  in  Chapel  Hill  area. 
North  Carolina.  Seeks  to  team  with  physicians  for  business 
development  opportunity  in  project  financed-to-lease  pre- 
fabricated clinics.  Timely  response  to  provider  service  needs 
for  strategic,  low  front  end  cost  to  increased  patient  access. 
Contact  Deanna  S.  Kitay,  PhD,  tel:  409/744-4741  or  fax: 
409/744-5435  or  e-mail:  dkitay@phoenix.net 

MEDICAL  DIRECTOR:  Wake  Teen  Medical  Services,  a 
nonprofit  provider  of  medical  and  mental  health  services  for 
adolescents,  seeks  full-time  Medical  Director.  Medical  Di- 
rector provides  direct  patient  care  both  on-  and  off-site, 
provides  consultation  to  mental  health  staff,  and  is  respon- 
sible for  education  and  supervision  of  UNC  residents  on 
rotation.  Position  requires  successful  completion  of  pediat- 
rics, medicine/pediatrics,  or  family  medicine  residency  train- 
ing program  and  clinical  experience  in  mental  health.  Board- 
certified  or  board-eligible.  Must  have  unrestricted  North 
Carolina  license,  cunent  DEA  license,  and  current  dispens- 
ing physician  pharmacy  permit.  Position  available  March  1 , 
1997.  Please  send  CV  to  Executive  Director,  3344 
Hillsborough  St.,  #300,  Raleigh,  NC  27607,  or  direct  inquir- 
ies to  919/828-0035.  EOE. 

MEDICAL  PHYSICIAN  POSITION:  available"  full  and 
part-time.  No  evenings  or  weekends.  Top  salary  and  ben- 
efits. Salary  range  for  full-time  position:  $6,500-$  10,000  per 
month  relative  to  experience  and  qualifications.  Part-time 
position:  $60-$85  per  hour.  Position  entails  physical  exami- 
nation clearance  for  rehab  and  some  occupational  medicine. 
Fax  resume  to  9 1 9/954- 1 270  or  send  resume  to  6325-9  Falls 
of  the  Neuse  Road  #270,  Raleigh,  NC  276 1 5. 


MEN'S  SPECIALTY  CLINIC:  is  searching  for  a  physician 
in  the  following  Carolina  areas:  Greenville/Spartanburg, 
Raleigh/Durham,  and  Charlotte.  IM,  FP,  or  general  medi- 
cine background  with  office  experience  preferred.  8-5,  M-F, 
no  call,  no  evenings,  no  weekends  required.  15-20  patients 
per  day.  Need  to  be  an  excellent  communicator  and  able  to 
relate  to  patients  extremely  well.  Generous  compensation 
and  benefits  package.  No  J-1  locations  available.  Send  CV 
to  Chuck  Branson,  IMR,  10311  Maple  Drive,  Overland 
Park,  KS  66207,  or  fax  to  9 1 3/649-2552.  Call  800/772-8 1 68, 
ext.  543. 

NEUROLOGIST  AND/OR  PAIN  MANAGEMENT  SPE- 
CIALIST: full-time,  part-time,  and  no  night  call  options. 
Immediate  openings.  Send  resume  to  UPG,  P.O.  Box  7540, 
Greensboro,  NC  27417.  or  call  910/852-1904. 

PHYSICIANS  NEEDED  for  locum  tenens  and  permanent 
assignments  in  North  Carolina  family,  walk-in,  and  occupa- 
tional health  care  clinics.  Specialty  assignments  include  ER 
and  OB.  Mail  your  CV  to  Physician  Solutions,  P.O  Box 

98313,  Raleigh,  NC  27624. 

PHYSICIANS  NEEDED:  Positions  available  in  Raleigh, 
Durham,  and  Greensboro  for  uncomplicated  office  practice. 
Flexible  full-  or  part-time  hours  available.  Low  stress.  Re- 
tired, semiretired  okay.  Competitive  compensation.  Mal- 
practice covered.  Call  Leona  McKlveen  at  919/833-6865. 

PHYSICIAN  WANTED:  Raleigh,  NC,  location.  Medical 
consultant  position  available.  Prefer  Internist  or  Family 
Physician.  Forty-hour  work  week.  Administrative  duties 
only.  No  night  or  weekend  work.  Must  have  NC  license. 
Salary  plus  full  benefits.  Contact  9 1 9/779-0777  or  800/443- 
9360  ext.  61 83.  Or  write:  Medical  Administrator,  P.O.  Box 
243,  Raleish,  NC  27602. 


Classified  rates  and  info:  $35  for  the  first  25  words,  35 
cents  for  each  additional  word;  $10  discount  for  North 
Carolina  Medical  Society  members.  Do  not  send  advance 
payment:  billing  sent  separately.  Mail  ad  copy  and  billing 
information,  including  phone  number,  to:  NC  Medical  Jour- 
nal, Box  3910,  Duke  University  Medical  Center,  Durham, 
NC  27710,  919/286-6410.  fax:  919/286-9219,  e-mail: 
yohn0001@mc.duke.edu  (deadline  for  next  issue,  May/ 
June,  is  April  10). 
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Aphorisms 
of  the  Month 

Daniel  J.  Sexton,  MD,  Section  Editor 

"Random  Sayings 
and  Proverbs*" 


Education  is  not  the  filling  of  a  pail,  but  the  lighting  of  a 
fire.  — William  Butler  Keats 

Write  kindness  in  marble  and  write  injuries  in  the  dust. 

— Persian  proverb 

I  have  lost  friends,  some  by  death,  others  through  sheer 
inability  to  cross  the  street.  — Virginia  Woolf 

Critics!  ...those  cutthroat  bandits  in  the  path  fame. 

— Robert  Burns 

The  future  is  no  more  uncertain  than  the  present. 

—Walt  Whitman 

Prosperity  discovers  vice,  adversity  discovers  virtue. 

— Francis  Bacon 


Vanity  plays  lurid  tricks  with  our  memory. 


-T.S.  Eliot 


When  it  comes  to  money,  everybody  is  of  the  same 
religion.  — Voltaire 


Guilt  is  the  gift  that  keeps  on  giving. 


-Jewish  proverb 


Silence  is  one  of  the  hardest  arguments  to  refute. 

— Josh  Billings 

^Supplied  by  Sheri  Keitz,  MD 


Fax  aphorisms  to  Dr.  Sexton  at  919/684-8358. 
or  send  them  via  e-mail:  sexto002@mc.duke.edu 
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89 
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US  Air  Force 
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137 

US  Army  Reserve 

129 

Pen-Based  Medical  Network^ 

High  Efficiency  at  Reasonable  Cost! 

An  electronic  medical  records  system  designed  for  physicians.  Review  and  update  your 
charts  electronically.  Charts  are  available  to  multiple  users  simultaneously.  Provides  more 
time  for  patient  care  and  enhances  the  quality  of  patient  care. 


Achieve  cost  control  and  improve 
communication. 

NC  sites  installed  and  references  available. 

Compatible  with  major  computers  and 
networks. 


-  38%  of  a  doctor's  dme  is  spent  preparing 

charts. 

-  50%  of  a  nurse's  time  is  spent  writing 

charts. 

-  In  30%  of  patient  visits,  the  medical 

record  is  inaccessible. 

- 11%  of  laboratory  tests  "are  lost"  and 

have  to  be  reordered. 


What  is  the 

Pen-Based  Medical  Network? 


Pen-Based  Medical  Network^  gives  you  the  capability  to  enter 
data  once  "at  the  source"  and,  as  a  byproduct,  provide  both 
clinical  and  billing  information.  Develop  more  effective  care 
plans  and  improve  cash  flow. 


Pen-Based  Medical  Network"""  is  a  trademark  of  Medical  Systems  and  Management,  Inc 
Medical  Billing  Practice,  Inc.  is  an  authorized  Value  Added  Reseller  of  Pen-Based  Medical  Network™ 

Pe44^ /icud.&dl  Medical  Network™ 

The  Electronic  Patient  Chart 


35  Alma  Street 


f^Dr    Medical  Billing  Practice/  Inc. 
(800)  959  -  2538 
San  Francisco,  CA  941  1  7 


(415)665-  1058 


What  can  a  map  tell  you  about  a  computer  system^ 


Plenty — if,  like  this  one,  it  shows 
how  many  medical  offices  in  the 
CaroUnas  use  a  particular  practice 
management  system  to  njn  more 
efficiently,  effectively,  and  profitably. 

For  example,  it  might  show  how 
a  16-year  coinmitment  to  "Working 
for  Physicians"  has  resulted  in  over 
800  installations  iii  North  and  South 
Carolina. 

It  might  bring  home  how  features 
Uke  "on-the-fly"  refiling,  encounter- 
fonn  tracking,  and  direct  transmission 
to  North  Carolina  Medicare, 
Medicaid,  and  Blue  Cross /Blue  Shield 
(with  no  per-claim  chai'ges)  are 
improving  physicians'  revenue. 


It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unniatched  in  the  industry. 

It  might  demonstrate  how  on- 
going research  a:id  development 
brought  innovations  Uke  the  first 
integrated,  direct  electronic  claims 
transmission  in  a  practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems 
only  in  the  Southeast,  a  computer 
company  can  keep  customers  up-to- 


date  on  the  latest  insurance  fUing 
requirements. 

It  could  emphasize  the  flexibility 
of  multi-user,  multi-tasking  software 
that  runs  on  the  most  popular 
operating  system  in  the  world. 

And  it  could  illustrate  the  value  c 
having  a  computer  vendor  with  a 
vision  for  the  future  and  the  expertise 
to  make  that  vision  work  for  you. 


imSystem! 


inc. 

Carolina  Research  Park  •  One  Science  Cour 

Columbia,  SC  29203-9356 

800-800-6472  •  803-735-7700 
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AT  When  it  comes  to  group  practice 
liability  coverage,  some  programs  might 
leave  you  lost.  Century  American's  group 
coverage  policies  are  designed  to  meet 
your  needs  based  on  the  way  your  group 
practices   medicine  in  today's  changing 
medical  profession. 

Unlike  other  companies  just  now 
entering  the  group  protection  arena. 


Century  American  has  firsthand  experience 
in  solving  the  unique  issues  facing  physician 
group  practices.  Our  claims  defense  team, 
risk  management  experts  and  team  of 
customet-driven  specialists  make  group 
protection  affordable,  secure  and  flexible  — 
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Since  1938,  Crumpton  Company  has  served  the 
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to  create  CSC.  Our  new  Company  stands  poised  to 
offer  you  a  vastly  expanded  portfolio  of  insurance 
brokerage  and  asset  management  services. 

But  one  thing  hasn't  changed  ...  the  quality  service, 
unrivaled  integrity  and  personal  attention  you've 
come  to  expect  from  your  insurance  company. 

In  the  coming  months  you'll  hear  more  about  how 
our  new  synergy  can  add  value  to  your  practice. 
We're  counting  on  exceeding  your  expectations. 

CSC  Corporation.  Your  newest  oldest  insurance 
company. 


a  Crumpton,  Southgate,  Coupland  Company 
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Letters  to  the  Editor 


^ 


Readers  React  to  March/April  Issue 

To  the  Editor: 

Mouth  agape,  pupils  dilated  and  face  flushed,  I  pulled  the 
March/April  A^o/v/j  Carolina  Medical  J ournalimmmy  stack  of 
mail.  I  was  surprised  and  elated  to  see  the  cover  and  its  topics. 
As  a  physician  assistant  who  serves  a  large  lesbian,  bisexual. 
and  gay  population  as  well  as  an  HIV  population,  I  was  pleased 
to  see  the  NCMJ  devote  an  issue  to  the  health  care  of  this 
medically  underserved  population. 

Thank  you  for  reminding  so  many  that  lesbian,  bisexual, 

and  gay  medicine  is  not  only  about  HIV  and  AIDS.  Thank  you 

for  the  inclusive  language  section  and  the  resource  list.  You 

have  done  the  medical  community  a  great  service  by  broaching 

this  subject  and  I  hope  the  homophobic  hate  mail  is  minimal. 

J.  Wesley  Thompson,  MHS,  PA-C 

Family  Practice,  Kaiser  Permanente 

Wes.Thompson@kp.org  via  Internet 

To  the  Editor: 

Dr.  Ed  Halperin  should  be  congratulated  on  the  March/ 
April  Journal.  It  is  a  landmark  issue  once  again  for  the  premier 
state  medical  journal  in  the  country.  I  plan  to  use  some  of  the 
articles  in  my  future  teaching  with  medical  students  about 
issues  of  gender  identity  and  preference  and  health  care  needs. 
Dr.  Halperin' s  leadership  and  those  of  the  other  authors  is 
inspiring. 

Adam  O.  Goldstein,  MD 

Clinical  Assistant  Professor 

UNC  Department  of  Family  Medicine 

aog@med.unc.edu  via  Internet 

To  the  Editor: 

I  am  the  clinic  nurse  for  a  busy  internist  in  a  large, 
multispecialty  group  practice.  One  of  my  "unspecified  duties" 
is  to  go  through  his  mail,  which  includes  more  than  30  medical 
publications  per  week,  most  of  which  end  up  in  the  trash  can. 
This  particular  issue  of  the  Journal  was  brought  to  my  attention 
by  a  friend/coworker.  After  reading  Dr.  Halperin's  editorial,  I 
knew  that  this  publication  would  not  suffer  the  same  fate. 

I  applaud  the  Journal's  efforts  to  bring  the  health  care 
issues  of  the  gay,  lesbian,  and  bisexual  communities  to  light. 
Our  only  hope  of  erasing  the  harmful  attitudes  and  lack  of 
compassion  for  this  population  is  through  education  and  in- 
creased awareness  of  their  unique  health  care  concerns.  As  a 


nurse,  I  was  particularly  interested  in  the  segment  on  inclusive 
language  for  patient  interviews.  Very  often,  I  am  the  first 
contact  a  patient  will  have  with  the  physician.  If  I  can  create  an 
environment  of  trust  and  acceptance,  the  patient  will  feel  more 
at  ease,  be  more  apt  to  be  honest  with  the  physician  about  his  or 
her  particular  needs,  and  thereby  get  the  best  treatment  possible. 
Shouldn't  this  be  our  primary  focus? 

I  hope  more  physicians  come  to  realize  that  gay,  lesbian, 
and  bisexual  patients  deserve  the  same  concern,  kindness,  and 
respect  afforded  other  patients.  Judgment  has  no  place  in  the 
medical  community. 

Angela  Childress,  LPN 
Internal  Medicine-Southeast  Division 
Angela.Childress@kp.org  via  Internet 

To  the  Editor: 

Congratulations  on  a  sensitive  and  appropriate  approach  to 
yet  another  "difficult  issue."  The  articles  about  the  health  care 
needs  of  gay  and  lesbian  patients  and  their  physicians  were 
excellent.  The  articles  provide  needed  education  for  us  all  about 
these  patients'  needs,  as  well  as  how  to  identify  such  concerns. 
Many  may  disagree  with  the  lifestyle,  but  none  should 
forget  our  duty  to  provide  appropriate  health  care  for  all 
patients — and  their  doctors.  To  date,  we  have  not  done  an 
appropriate  job  of  education  in  the  health  care  and  care  of  these 
individuals.  We  need  to  do  it.  Thank  you  for  the  help. 

Charles  B.  Hammond,  MD,  Professor  and  Chair 

Department  of  Obstetrics  and  Gynecology 

Duke  University  Medical  Center,  Durham 

hammo005@mc.duke.edu  via  Internet 

To  the  Editor: 

I  congratulate  the  Journal  on  its  excellent  feature  on  gay 
and  lesbian  health.  It  serves  as  a  superb  review  for  physicians 
to  better  recognize  and  understand  the  unique  medical  condi- 
tions that  challenge  gay  and  lesbian  patients.  Too  often,  our 
patients  present  with  symptoms  that  are  not  easily  explained. 
Gaining  an  understanding  of  what's  going  on  in  their  lives,  and 
who  and  what  they  are  dealing  with,  provides  valuable  insight 
into  proper  diagnosis  and  development  of  better  treatment 
programs.  Gay,  lesbian,  and  bisexual  patients  rarely  mention 
their  sexual  orientation  or  discuss  how  it  affects  their  health. 

A  long  time  ago  I  learned  that  if  we  physicians  don't  ask, 
they  will  not  share  details  of.their  private  lives.  A  sexual  history 
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is  very  important,  today  more  than  ever.  Periodically  updating 
apatient's  sexual  history  can  often  provide  suiprising  and  new 
insights  into  patients  with  whom  we  have  been  dealing  with  for 
many  years. 

Thank  you  for  continuing  the  Joitmal  's  well  done  special 
series  presentations. 

Don  C.  Chaplin,  MD,  FACP 

Kemodle  Clinic,  1234  Huffman  Mill  Road 

Burlington,  NC  27215-8777 

To  the  Editor: 

I  read  the  special  section  in  the  March/April  issue  from 
beginning  to  end.  The  Journal's  editors  demonstrate  great 
courage  in  tackling  an  important  subject  that  is  often  over- 
looked. The  cover,  equally  handsome  and  representative  of  the 
topic,  was  both  provocative  and  welcoming.  1  especially  appre- 
ciated Dr.  Halperin's  introductory  remarks  that  explain  the 
need  for  the  special  issue. 

The  article,  "Primary  Medical  Care  for  the  Gay  or  Lesbian 
Patient  (NC  Med  J  1 997;58:92-8),  deserves  a  wider  readership 
and  will  be  useful  to  me  in  a  Social  Issues  in  Medicine  course 
that  I  direct. 

Also,  I  was  intrigued  by  the  Physicians'  Roundtable  dis- 
cussion, specifically  by  Dr.  Halperin's  chutzpah  in  posing 
challenging  questions  that  stimulated  thoughtful  responses 
from  the  deans. 

Mollie  M.  Wallick,  PhD,  Professor  of  Psychiatry 

Louisiana  State  University 

School  of  Medicine-New  Orleans 

1542  Tulane  Ave. 

New  Orleans,  LA  701 12-2822 

Editor's  note:  Dr.  "Wallick  wrote  "Homophobia  and  Heterosex- 
ism:OutoftheMedicalSchoolCloset"(NCMedJ1997;58:123). 

Wanted:  Retired  Physicians 
to  Serve  as  iVIedical  Examiners 

To  the  Editor: 

Apropos  of  the  recent  Journal  article  "Physicians  in  Re- 
tirement" (NC  Med  J  1997;58:148-9),  I  would  like  to  remind 
readers  of  another  activity  that  has  proved  productive  and 
enjoyable  to  many  of  our  retired  colleagues,  namely  service  as 
a  county  medical  examiner. 

Nearly  600  physicians  currently  serve  as  medical  examin- 
ers. Most  practice  full  time,  others  are  retired  or  semiretired. 
Activity  as  a  county  medical  examiner  is  one  way  physicians 
can  continue  to  exercise  their  medical  skills  while  providing  a 
valuable  community  service.  Some  of  ourphysicians  have  even 
allowed  that  serving  as  county  medical  examiner  was  one  of  the 
more  interesting  and  exciting  parts  of  a  long  medical  career. 
Any  physician  interested  may  contact  our  office  for  details. 
John  D.  Butts,  MD,  Chief  Medical  Examiner 
Office  of  the  Chief  Medical  Examiner 
Chapel  Hill,  NC  27599-7580 
800/672-7024,  jbutts@ocme.med.unc 


Costs  and  Consequences  of  ESRD  in  NC 

To  the  Editor: 

Diabetes  is  a  strong  risk  factor  for  end-stage  renal  disease 
(ESRD),  as  Dr.  Fred  Jones  states  in,  "The  Graying  of  Dialysis 
in  America"  (NC  Med  J  1996;57:359-62).  All  health  care 
providers  should  be  concerned  with  the  public  health  impact  of 
diabetes  on  kidney  disease:  Approximately  300,000  North 
Carolina  adults  have  been  diagnosed  with  diabetes;  the  same 
number  of  people  may  have  the  disease  and  not  yet  know  it. 

Southeastern  Kidney  Council  data  indicate  that  in  1994, 
approximately  40%  of  the  6.301  persons  in  the  state  with  ESRD 
had  diabetes.  The  NC  Inpatient  Hospital  Database  indicates  that 
in  1994,  North  Carolina  hospitals  spent  more  than  $28.3  million 
to  treat  persons  with  diabetes  for  renal  dialysis  or  kidney 
transplantation,  a  total  that  included  17,928  hospital  days  and 
2,163  hospitalizations. 

Fortunately,  there  is  some  indication  that  control  of  blood 
glucose  may  reduce  or  delay  diabetic  nephropathy.  In  the  recent 
Diabetes  Control  and  Complication  Trial,'  intensive  manage- 
ment of  insulin-dependent  diabetes  in  a  young  cohort  resulted 
in  a  50%  reduction  in  the  risk  of  kidney  disease  compared  to 
conventional  therapy.  Tight  control  of  blood  glucose  would 
result  in,  among  other  health  benefits,  69 1 ,000  years  of  life  free 
from  ESRD.-  Cunently  under  investigation  is  the  benefit  of 
intensive  management  on  the  onset  of  nephropathy  for  persons 
with  noninsulin  dependent  diabetes  mellitus,  which  accounts 
for  90%  of  all  cases  of  diabetes.  Results  are  expected  to  be 
similar. 

The  NC  Diabetes  Advisory  Council  and  the  Diabetes 
Control  Program  presently  serve  citizens  by  informing  and 
advocating  at  all  levels  to  reduce  the  burden  of  diabetes  in  this 
state.  Given  the  impact  of  diabetes  on  ESRD,  our  efforts  to  help 
citizens,  legislators,  and  health  care  providers  establish  diabe- 
tes as  a  public  health  threat  may  help  provide  some  relief  for  the 
costs  and  consequences  of  ESRD  in  North  Carolina. 

Marilyn  Norman,  RN,  MPH,  Director, 

NC  Diabetes  Control  Program 

Hugh  Young,  Chair,  NC  Diabetes  Advisory  Council 

Ronny  A.  Bell,  PhD,  Diabetes  Epidemiologist, 

NC  Diabetes  Control  Program 

NC  Dept.  of  Health,  Environment  &  Natural  Resources 

P.O.  Box  29605 
Raleigh,  NC  27626-0605 
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Medical  SchooPs  Role  in  Roundtable  Discussion 
To  the  Editor: 

I  feel  a  bit  broadsided  by  the  Deputy  Editor's  note  accom- 
panying "Gays,  Lesbians,  HIV  Infection,  and  Admission  to 
Medical  School"  (NC  Med  J1997;58:126).  When  I  received  the 
questionnaire,  I  remember  thinking  that  my  answers  were  likely 
to  be  brief  and  predictable  (most  people  know  that  Equal  Em- 
ployment Opportunity  policies  and  the  Americans  With  Dis- 
abilities Act  prevent  discrimination  against  applicants  based  on 
sexual  preferences  or  HIV-positive  status).  As  a  Joitmalccmln- 
butor  and  reviewer,  I  wanted  to  respond  and  called  the  Editor  to 
clarify  the  scope  of  the  questionnaire.  He  suggested  that  I  wait 
to  respond  until  he  or  Dr.  Halperin  got  back  in  touch  with  me. 

Since  I  did  not  hear  from  the  editors,  the  publication  of 
responses  from  only  two  of  the  state's  four  medical  schools  was 
a  surprise.  ECU  was  excluded  from  that  article — despite  my 
effort  to  respond.  I  also  feel  Dr.  Halperin's  comment  regarding 
one  dean's  discouragement  of  the  article  to  avoid  controversy 
is  inflammatory.  Dr.  Halperin  avoids  "naming  names"  as  to 
who  that  person  is,  but  I  suspect  that  most  readers  will  assume 
it  is  the  admissions  dean  from  one  of  the  two  absent  schools. 

I  find  it  hard  to  believe  that  any  of  the  deans  would  try  to 
deter  Dr.  Halperin  from  this  project.  The  only  comment  I  made 
to  Dr.  Neelon  that  could  possibly  be  considered  cautionary  was 
that  any  response  other  than  "that  would  not  affect  the  decision" 
would  be  inappropriate  and  illegal.  I  certainly  did  not  mean  for 
this  to  be  construed  as  active  discouragement  of  the  article. 

I  think  the  article's  inclusion  of  three  similar  answers  to 
each  of  the  three  questions  works  well.  It  might  not  have 
benefited  from  any  variations  on  the  common  theme.  I  do, 
however,  regret  the  impression  that  ECU's  exclusion  is  bound 
to  give  many  readers,  particularly  those  who  may  not  be  aware 
of  our  history  of  admitting  qualified  applicants  with  disadvan- 
taged backgrounds,  profound  physical  disabilities,  and  other 
nontraditional  characteristics. 

James  G.  Peden,  Jr..  MD,  Assistant  Dean  for  Admission 

Associate  Professor  of  Internal  Medicine  and  Psychiatry 
ECU  School  of  Medicine,  Greenville,  NC  27858-4354 

The  Deputy  Editor  responds: 

I  invited  members  of  the  admissions  committees  of  North 
Carolina"  s  four  medical  schools  to  participate  in  the  Roundtable 
for  our  special  issue  concerning  the  medical  education  of  gay 
and  lesbian  physicians.  Three  physicians  responded  with  writ- 
ten material:  two  from  Duke  and  one  from  UNC-Chapel  Hill. 
Several  physicians  expressed  an  interest  in  participating  in  the 
Roundtable — but  we  obviously  could  only  publish  what  we 
received,  in  writing,  prior  to  going  to  press.  We  always  want  to 
encourage  communication,  so  we're  sorry  to  have  misunder- 
stood Dr.  Peden' s  intentions  of  responding. 

No  one  from  the  "two  absent  schools"  discouraged  the 
Journal  from  publishing  the  article. 

Edward  C.  Halperin,  MD,  Professor  and  Chair 

Department  of  Radiation  Oncology 

Duke  University  Medical  Center,  Durham,  NC  27710 


166 


'HCU.i  May/June  1997,  Volume  58  Number  3 


The  New  Cellular  One' 


Better  Coverage 


Better  Service 


Better  Value 


My  5  1/4-inch  floppy  drive  is  now  a  doorstop. 


I  quit  making  carbon  copies. 


I  stopped  paying  in-state  roaming  charges. 


Simpler  is  Better.  No  in-state  roaming  charges. 

With  Cellular  One,  roaming  charges  in  your  home  state  are  a  thmg  of  the  past.  You  see, 
our  new  simplified  callmg  gives  you  and  your  busmess  statewide  local  airtime  rates  and 
one  great  low  rate  throughout  the  Southeast.  Which  makes  staying  m  touch  easier  and 
more  affordable  than  ever. 

To  find  out  more  about  how  Cellular  One  can  better  your  business,  call  1-800-727-CELL. 


National 

Cellular  One 

Network 


E   R  A  G   E 


No  In-State 
Roaming  Charges 


Service     •     Better     Value 


System  2000 

Network 
Enhancements 


CuiTt'?if  Cellular  One  customers  will  have  Hatcwide  local  airtime  rates  beginning 
4/1/97.  The  Northern  Virginia/Metro  DC  area  is  not  available  at  a  reduced  rate. 


Better  For  Business. 

CELLJULARONE^ 


THE      SPECTRUM      OF      DISEASE 


The  Prevalence  of  Cancer 
in  North  Carolina 


David  M.  Grogan,  MBA,  Carrie  N.  Klabunde,  PhD,  Peggy  Wittie,  MAG,  and  Marion  S.  White,  MSPH 


Today,  cancer  is  the  second  most  common  cause  of  death 
among  North  CaroHnians;  by  the  year  2000  it  is  expected  to  be 
the  leading  cause. '  Each  year,  more  than  27,000  North  Carolina 
residents  are  diagnosed  with  cancer,  and  nearly  1 4.000  die  from 
it.  These  data,  addressing  cancer  and  its  consequences,  are 
available  because  of  statewide  databases  such  as  the  North 
Carolina  Central  Cancer  Registry,  authorized  by  the  North 
Carolina  General  Assembly  in  1988.  By  law,  all  physicians 
practicing  medicine  in  North  Carolina  must  report  newly  diag- 
nosed cancer  cases  to  the  Central  Cancer  Registry.-' 

Fifty  years  ago,  the  diagnosis  of  cancer  was  a  virtual  death 
sentence.  At  that  time  only  20%  of  patients  lived  five  years  after 
diagnosis;  today,  however,  close  to  50%  of  cancer  patients 
survive  five  years  or  longer.'*  In  order  to  meet  the  needs  of 
present-day  cancer  patients  (and  survivors),  we  need  to  esti- 
mate accurately  the  numbers  of  cancer  patients  living  with  the 
disease,  who  need  ongoing  monitoring,  follow-up.  and  support 
services.  The  Central  Cancer  Registry,  in  many  ways  a  highly 
valuable  resource,  at  present  only  identifies  cancer  incidence 
(the  number  of  newly  diagnosed  cases).  It  does  not  provide  data 
on  cancer  prevalence  (the  number  of  individuals  who  are  alive 
with  the  disease). 

In  this  paper  we  describe  a  project  undertaken  by  the  Care 
Subcommittee  of  the  North  Carolina  Advisory  Committee  on 
Cancer  Coordination  and  Control  to  estimate  the  prevalence  of 
cancer  in  the  state.  The  Advisory  Committee  was  established  by 
the  General  Assembly  in  1993  to  address  the  increasing  burden 
of  cancer  in  North  Carolina  and  to  help  coordinate  cancer 
control  activities  in  the  state.  The  Care  Subcommittee  (one  of 
four  subcommittees)  evaluates  geographic  and  financial  access 
of  North  Carolina  cancer  patients  to  appropriate  treatment  and 
services,  including  pain  control.  In  addition,  the  Subcommittee 
assesses  the  awareness  of  the  public  and  health  care  providers 


regarding  cancer  patient  needs,  and  the  availability  of  support 
services  such  as  housing,  transportation-to-care,  and  counsel- 
ing.' 

Because  of  the  need  to  know  the  approximate  numbers  and 
geographic  locations  of  cancer  patients  (in  order  to  evaluate 
access  to  and  awareness  and  availability  of  facilities,  programs, 
and  services),  we  have  attempted  to  determine  cancer  preva- 
lence in  the  state.  We  particularly  emphasized  the  prevalence  of 
four  common  cancers:  breast,  colon  and  rectum,  lung,  and 
prostate.  As  in  other  efforts  to  determine  cancer  prevalence.'' we 
did  not  differentiate  individuals  who  had  been  "'cured"  from 
those  who  were  still  livina  with  cancer. 


Materials  and  Methods 

Definitions.  Prevalence  refers  to  the  number  of  individuals 
with  a  particular  condition  or  disease  who  are  alive  at  a  given 
point  in  time.*  It  is  distinguished  from  incidence,  which  refers 
to  the  number  of  new  cases  that  appear  during  a  given  interval. 
We  defined  prevalence  as  the  number  of  individuals  in  North 
Carolina  who  were  diagno.sed  with  cancer  during  the  five-year 
period  1 990- 1 994  and  who  were  alive  at  the  end  of  this  interval. 
We  chose  a  five-year  period  because  our  intent  was  to  focus  on 
persons  with  cancer  who  would  be  actively  seeking  treatment, 
follow-up,  or  supportive  care  for  their  disease. 

Data  sources.  The  Central  Cancer  Registry  provided  incidence 
data  for  1990  and  1991  (nonmelanoma  skin  cancers  are  not 
reported  to  the  Registry  and  are  therefore  excluded  from  analy- 
sis). We  added  information  about  cancer  type  (site  of  origin) 
and  the  geographic  location  of  newly  reported  cases  according 
to  Area  Health  Education  Center  (AHEC)  region  within  the 


Mr.  Grogan  is  a  Health  Care  Analyst,  Vantage  PatientCare  Information  Services,  Winston-Salem;  Dr.  Klabunde  Is  a  Cancer 
Prevention  Fellow  with  the  National  Cancer  Institute,  Division  of  Cancer  Prevention  and  Control,  Bethesda,  MD;  Ms.  Wittie  is  a 
Doctoral  Candidate,  Department  of  Geography,  UNO-Chapel  Hill;  and  Ms.  White  is  Executive  Director,  North  Carolina  Advisory 
Committee  on  Cancer  Coordination  and  Control.  Also  on  the  Committee  are  Mr.  Grogan  and  Ms.  Wittie,  as  consultants,  and  Dr. 
Klabunde,  as  staff  assistant. 
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state.  Type  of  cancer  was  determined  by  the  ICD-9-CM  diag- 
nosis code  for  the  primary  disease  site  as  follows:  Breast  ( ICD- 
9-CM  174:  Malignant  Neoplasm  of  the  Female  Breast):  Colon 
and  rectum  (ICD-9-CM  153.0-  154.8:  Malignant  Neoplasm  of 

;  the  Colon  and  Rectum):  Lung  (ICD-9-CM  162.2  -  162.9: 
Malignant  Neoplasms  of  the  Bronchus  and  Lung);  Prostate 
(ICD-9-CM  185:  Malignant  Neoplasm  of  the  Prostate).  Malig- 
nant neoplasms  that  did  not  correspond  to  one  of  the  above  ICD- 
9-CM  codes  were  grouped  together  as  "all  other  cancers."  This 
information  allowed  us  to  develop  county-specific  tables  of 
cancer  incidence  for  1990  and  1991.  We  used  Central  Cancer 
Registry  estimates  of  the  incidence  of  each  cancer  in  each 
county  for  1 993  and  1 994.-^  We  estimated  the  incidence  of  each 

1  cancer  for  1992  as  the  midpoint  between  the  determined  1991 
incidence  and  the  estimated  1993  incidence.  Finally,  we  used 
relative  survival  rates  from  the  National  Cancer  Institute  Sur- 
veillance, Epidemiology,  and  End  Results  (SEER)  program  to 
estimate  the  percentage  of  patients  who  survived  and  the 
percentage  who  died  during  each  of  the  five  years  under 
consideration.* 


Table  1.  Cancer  Incidence  and  mortality  (1990-1994)  and  cancer  prevalence 
(1995),  North  Carolina:  all  patients 


Site 

Incidence 

Prevalence 

Mortality 

Breast 

22,141  (16.6%) 

19,809(22.7%) 

2,332  (5.0%) 

Colon 

16,622(12.5%) 

11,480(13.2%) 

5,141  (11.1%) 

Lung 

20,789(15.6%) 

4,570  (5.2%) 

16,219(35.1%) 

Prostate 

18,864(14.1%) 

16,866(19.3%) 

1 ,998  (4.3%) 

All  Others 

55,064(41.3%) 

34,532  (39.6%) 

20,532  (44.4%) 

Total 

133,480(100%) 

87,257(100%) 

46.222(100%) 

Table  2.  Cancer  incidence  and  mortality  (1990-1994)  and  cancer  prevalence 
(1995),  North  Carolina:  women  only 


Site 

Incidence 

Prevalence 

Mortality 

Breast 

22,141  (34.1%) 

19,809(43.4%) 

2,332(12.1%) 

Colon 

8,338(12.8%) 

5,675(12.4%) 

2,663(13.8%) 

Lung 

6,666(10.3%) 

1,619(3.5%) 

5,047(26.1%) 

Prostate 

NA 

NA 

NA 

All  Others 

27,874  (42.9%) 

18,591  (40.7%) 

9,283  (48.0%) 

Total 

65,019(100%) 

45,694(100%) 

19,325(100%) 

Table  3.  Cancer  Incidence  and  mortality  (1 990-1 994)  and  cancer  prevalence  (1 995) 
North  Carolina:  men  only 


Site 

Incidence 

Prevalence 

Mortality 

Breast 

NA 

NA 

NA 

Colon 

8,284(12.1%) 

5,800(14.0%) 

2,484  (9.2%) 

Lung 

14,123(20.6%) 

2,910(7.0%) 

11,213(41.7%) 

Prostate 

18,864(27.6%) 

16,866(40.6%) 

1 ,998  (7.4%) 

All  Others 

27,189(39.7%) 

15,987(38.5%) 

11,202  (41.6%) 

Total 

68,460(100%) 

41,563(100%) 

26,897(100%) 

Calculation  of  prevalence.  We  estimated  cancer  prevalence 
( P)  as  the  product  of  the  annual  incidence  of  cancer  (I)  times  the 
estimated  percentage  of  patients  who  survive  (S)  each  year, 
summed  over  the  years  (Y)  1990  through  1994: 

P=I(I^,  xS^,),  Y=  1990-1994 

After  aggregating  data  by  patient  gender  and  AHEC  region  for 
each  year,  we  used  Microsoft  Excel  software  to  calculate  the 
prevalence  of  each  type  of  cancer  by  multiplying  incidence  data 
for  each  year  by  the  corresponding  SEER  period-specific 
relative  survival  rate.  Finally,  we  computed  estimated  cancer 
mortality  over  the  five-year  interval  by  subtracting  cancer 
prevalence  from  incidence. 


Results 

Estimates  of  the  incidence,  prevalence,  and  mortality  for  each 
of  the  four  common  cancers  and  all  other  cancers  are  summa- 

rized  for  the  total  population 

(Table  1 ),  for  women  only  (Table 
2),  and  for  men  only  (Table  3). 
Our  study  estimates  that  133,480 
new  cases  of  cancer  were  diag- 
nosed in  North  Carolina  during 
the  mterval  1 990- 1 994,  that  87,257 
or  65%  of  these  patients  survived 
through  the  interval,  and  that 
46.222  or  35%  died  (Table  1). 

Breast,  colon  and  rectum, 
lung,  and  prostate  cancer  together 
represented  78,416  (59%)  of  the 
incident  and  52,725  (60%)  of  the 
prevalent  cancer  cases.  These  four 
majorcancers  accounted  for  nearly 
56%  (25,690  cases)  of  all  deaths 
from  cancer  in  the  state.  Lung 
cancer  alone  was  responsible  for 
35%  of  all  cancer  mortality.  Breast 
and  prostate  cancer  together  made 
up  nearly  33%  of  incident  and 
over  40%  percent  of  prevalent 
cancer  cases. 

These  incidence,  prevalence, 
and  mortality  figures  provide  an 
important  profile  of  the  cancer 
burden  in  North  Carolina.  We  now 
examine  each  of  the  major  can- 
cers in  greater  detail. 


Breast  cancer.  Breast  cancer  ac- 
counted for  a  substantial  propor- 
tion (347f  or  22, 141)  of  the  65,01 9 
incident  cancers  diagnosed  in 
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North  Carolina  women  between  1990  and  1994  (Table  2). 
Prevalence  estimates  indicate  that  a  high  proportion  (90%)  of 
those  diagnosed  with  breast  cancer  survived  through  the  inter- 
val. That  breast  cancer  was  responsible  for  only  12%  (2,332 
cases)  of  deaths  due  to  cancer  in  women  during  this  period  is 
further  evidence  of  the  relatively  long  survival  of  patients  with 
this  disease.  The  fact  that  breast  cancer  prevalence  (43%) 
exceeded  its  incidence  (34%)  between  1990  and  1994,  and  the 
relatively  low  mortality  ( 1 2%)  emphasize  the  need  for  ongoing 
follow-up  and  support  services  for  women  with  breast  cancer  in 
North  Carolina. 

Colon  and  rectum  cancer.  Cancer  of  the  colon  and  rectum 
accounted  for  1 3%  ( 1 6,622)  of  all  incident  cancer  cases  in  North 
Carolina  between  1 990  and  1 994  (Table  1 ).  Tables  2  and  3  show 
that  incidence  of  this  disease  was  about  the  same  in  women 
(13%  or  8,338  cases)  and  men  (12%  or  8,284  cases).  We 
estimate  the  prevalence  of  colorectal  cancer  at  nearly  1 1 .500 
cases  (Table  1 ).  Tables  2  and  3  show  that  the  distribution  by 
gender  was  nearly  equal  (5,675  cases  versus  5,800  cases). 
Colorectal  cancer  was  responsible  for  11%  of  cancer  deaths 
between  1990  and  1994  (Table  1 ),  a  proportion  double  that  of 
breast  and  prostate  cancers,  but  dwarfed  by  lung  cancer  (see 
below).  There  were  slight  gender  differences  in  mortality  from 
colorectal  cancer  (14%  for  women  versus  9%  for  men).  In 
contrast  to  breast  cancer,  the  prevalence  of  colorectal  cancer 
(13%)  was  about  equal  to  its  incidence  (13%). 

Lung  cancer.  As  Tables  1-3  illustrate,  lung  cancer  was  respon- 
sible for  20,789  ( 1 6% )  of  incident  cancer  cases  between  1 990 
and  1994.  There  were  6,666  incident  cases  ( 1 0%  of  the  total)  in 
women  and  14,123  (21%  of  the  total)  in  men.  The  estimated 
prevalence  of  lung  cancer  was  considerably  lower  than  its 
incidence:  about  5%  of  all  cancers  (4%  in  women  and  7%  in 
men).  Comparison  of  incident  and  prevalent  cases  demon- 
strates the  clear  gender  differences  in  the  lung  cancer  burden,  as 
well  as  the  poor  survival  prospects  of  patients  with  this  disease. 
This  latter  conclusion  is  borne  out  by  the  high  mortality  from 
lung  cancer.  It  accounted  for  an  estimated  35%  (16,219)  of  all 
cancer  deaths  in  the  state  between  1990  and  1994 — 26% 
(5,047)  of  the  cancer  deaths  in  women  and  42%  (11, 2 13)  of  the 
cancer  deaths  in  men. 

Lung  cancer  is  the  second  most  commonly  occurring 
cancer  in  North  Carolina,  but  it  has  low  prevalence  (5%)  and 
high  mortality  (35%)  compared  to  the  other  major  cancers.  The 


"...physician  awareness  of  [Nortin 
Carolinians]  who  must  confront  the 

physical,  psychological,  financial, 
social,  and  other  consequences  of 

cancer  is  especially  important." 


"Our  study  represents  the  first 
formal  attempt  to  estimate  the 
prevalence  in  North  Carolina  of 

four  major  types  of  cancer." 


figures  are  stark:  of  the  nearly  21,000  patients  diagnosed  with 
lung  cancer  between  1 990- 1 994,  fewer  than  5,000  survived  into 
early  1995. 

Prostate  cancer.  Prostate  cancer  accounted  for  28%  ( 1 8,864)  of 
incident  cancer  cases  among  men  in  North  Carolina  between 
1990  and  1994  (Table  3).  Prevalence  estimates  indicate  that  a 
high  proportion  (89%  or  16,866  cases)  of  men  who  were 
diagnosed  with  prostate  cancer  survived  into  early  1995.  As  is 
the  case  with  breast  cancer  in  women,  most  men  are  alive 
several  years  after  diagnosis  of  prostate  cancer.  Table  1  shows 
that  prostate  cancer  accounted  for  1 9%  of  all  prevalent  cancer 
cases  in  the  state,  second  only  to  breast  cancer  (23%).  Further- 
more, Table  3  shows  that  mortality  from  prostate  cancer  ( 1 ,998, 
or  7%  of  cancer  deaths)  was  lower  than  that  of  lung  and 
colorectal  cancer  in  men. 

Prostate  cancer  had  a  high  incidence  (28%),  high  preva- 
lence (41%),  and  low  mortality  (4%)  among  men  diagnosed 
with  cancer  in  North  Carolina  between  1990  and  1994.  This 
implies  that  allocation  of  resources  for  monitoring,  follow-up, 
and  supportive  care  are  likely  to  have  a  significant  impact  on  the 
control  of  this  disease. 

The  geography  of  cancer.  The  data  generated  by  our  study  can 
be  used  to  assess  the  cancer  burden  in  various  geographic 
regions  within  the  state.  Figure  1,  next  page,  shows  cancer 
prevalence  in  each  AHEC  region  of  North  Carolina.  It  is  also 
possible  to  map  the  location  of  cancer  treatment  centers  versus 
the  county  of  residence  of  cancer  patients  in  order  to  assess 
geographic  access  to  cancer  care  (Figure  2,  next  page). 


Discussion 

Because  the  primary  focus  of  North  Carolina' s  statewide  cancer 
registry  is  the  detection  of  new  or  incident  cancer  cases,  the 
prevalence  of  cancer  in  the  state  can  only  be  estimated.  Our 
study  represents  the  first  formal  attempt  to  estimate  the  preva- 
lence in  North  Carolina  of  four  major  types  of  cancer — breast, 
colorectal,  lung,  and  prostate. 

Of  the  133,480  North  Carolinians  diagnosed  with  cancer 
between  1990  and  1994,  we  estimate  that  more  than  87,000 
(65%)  were  still  alive  in  early  1995.  Breast  cancer  was  the  most 
prevalent  cancer  type  in  North  Carolina  and  prostate  cancer  was 
second  most  prevalent.  Both  had  high  incidence  (17%  breast; 
14%  prostate)  and  low  mortality  (5%  breast;  4%  prostate). 
Cancer  of  the  colon  and  rectum  ranked  third  in  prevalence  and 
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2,220 
1,292 


762 
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1,949 
3,142 
2,029 


Coastal 


11,460        4,570*      16,866      'Totals  appear  slightly  off  cJue  to  rounding. 


Fig  1 :  Cancer  prevalence  in  North  Carolina  by  Area  Healtli  Education  Center.  Data  source:  Nortli  Carolina  Central  Cancer  Registry, 
1990-1994. 
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Fig  2:  1994  National  Cancer  Institute  and  American  College  of  Surgeons  Accredited  Cancer  Centers  against  total  cancer 
^prevalence.  Data  sources:  North  Carolina  1 994  Hospital  Book  and  North  Carolina  Department  of  Environment,  Health,  and  Natural 
iResources,  State  Center  for  Health  Environmental  Statistics,  Central  Cancer  Registry. 
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that  of  lung,  a  distant  fourth.  Colorectal  cancer  incidence  and 
mortality  were  roughly  equivalent  (13%;  11%).  Lung  cancer 
incidence  was  high  (16%  of  new  cancer  cases)  but  was  greatly 
exceeded  by  its  mortality  (35%  of  all  cancer  deaths). 

The  data  on  geographic  distribution  of  cancer  prevalence 
(Figure  1 )  and  geographic  access  to  cancer  care  (Figure  2)  can 
be  used  both  in  planning  educational  programs  for  health  care 
professionals  and  in  designing  transportation-to-care  and  other 
support  services  for  cancer  patients.  We  believe  that  physician 
awareness  of  the  large  number  of  individuals  in  the  state  who 
must  confront  the  physical,  psychological,  financial,  social,  and 
other  consequences  of  cancer  is  especially  important. 

We  plan  to  update  the  present  study  with  information 
recently  available  from  the  Central  Cancer  Registry,  which  now 
gathers  data  on  the  first  course  of  treatment  of  newly  diagnosed 
cancer  patients,  and  on  patient  survival.  Such  information  will 
allow  health  care  planners,  caregivers,  legislators,  and  advo- 
cacy groups  in  North  Carolina  to  assure  the  adequacy  of 
resources  to  combat  and  control  this  challenging  disease.     □ 
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Should  We  Test  Women  for  Inherited 
Susceptibility  to  Breast  Cancer? 
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Michael  S.  O'Malley,  PhD,  Carrie  N.  Klabunde,  PhD,  Elizabeth  D.  McKinley,  MD,  and  Beth  Newman,  PhD 


Inherited  susceptibility  accounts  for  an  estimated  5%-10%  of 
all  new  breast  cancer  cases. ' '  Based  on  studies  of  families  with 
unusually  high  numbers  of  cancers  across  several  generations, 
scientists  have  identified  two  genes,  BRCAl  and  BRCA2, 
linked  to  increased  cancer  risk.  Women  with  B  RCA  1  mutations 
are  estimated  to  have  80%-90%  lifetime  risk  of  developing 
breast  cancer  (including  a  50%  chance  of  developing  the 
disease  by  age  50)  and  a  25%-65%  lifetime  risk  for  developing 
ovarian  cancer.  Women  with  BRCAl  and  BRCA2  mutations 
have  a  similar  risk  of  developing  breast  cancer,  but  those  with 
BRCA2  mutations  appeal'  to  have  a  somewhat  lower  risk  for 
ovarian  cancer  than  women  with  BRCAl  mutations.'"' 

Despite  these  facts,  the  clinical  significance  of  detecting 
BRCA 1  and  BRCA2  mutations  in  the  general  population  is  not 
well  understood,  and  uncertainty  surrounds  testing  for  breast 
cancer  inherited  susceptibility  .■*■'  Scientists  have  identified  more 
than  200  mutations  of  the  BRCAl  and  BRCA2  genes,  but  not 
all  mutations  have  been  linked  to  increased  cancer  risk.'*-''  The 
sensitivity  and  specificity  of  available  tests  have  not  been 
adequately  characterized. '  The  benefits  of  early  detection  and 
clinical  interventions  following  a  positive  test  are  unproved.'*-^ 
Important  ethical  concerns,  including  potential  insurance  and 
employment  discrimination,  and  the  psychological  implica- 
tions of  testing  also  remain  unresolved.*"'  Expert  groups,  such 
as  the  American  Society  of  Human  Genetics,  the  Advisory 
Council  of  the  National  Human  Genome  Research  Institute, 
and  the  National  Breast  Cancer  Coalition,  have  recommended 
that  testing  take  place  only  in  a  research  context,  and  the 
American  Society  of  Clinical  Oncology  has  encouraged  testing 


in  the  context  of  long-term  outcome  studies.''"'-  Nevertheless,  in 
the  past  year  three  commercial  laboratories  have  announced  the 
availability  of  tests  for  BRCAl  and  BRCA2  mutations.-* 

If  public  demand  for  genetic  testing  of  breast  cancer 
susceptibility  turns  out  to  be  high,  primary  care  physicians  are 
likely  to  shoulder  the  initial  burden  of  discussing  testing  with 
patients  and  family  members.  Because  little  is  known  about 
primary  care  physicians"  opinions  on  testing  for  breast  cancer 
inherited  susceptibility,  we  examined  the  planned  recommen- 
dations of  community-based,  primary  care  physicians  in  North 
Carolina.  We  asked  physicians  about  testing  for  inherited 
susceptibility  and  about  the  follow-up  of  positive  test  results. 


Methods 

Design,  subjects,  and  sample:  This  was  across-sectional  study. 
Eligible  respondents  consisted  of  all  licensed,  active,  nonfederal, 
nonacademic,  nontrainee  primary  care  physicians  (in  general/ 
family  practice,  gynecology/obstetrics,  or  general  internal 
medicine)  registered  with  the  North  Carolina  Medical  Board  in 
1 993- 1 994.  We  randomly  selected  half  of  the  3,667  physicians 
who  met  these  criteria,  then  excluded  physicians  who  had 
moved,  retired,  died,  or  had  left  the  practice  of  community- 
based  primary  care  medicine.  This  produced  a  sample  of  1 ,292 
physicians. 

Survey  methods :  The  survey  took  place  between  October  1 994, 
and  June  1995.  It  consisted  of  four  mailings  (waves  1  -  4)  that 
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included  self-addressed,  postage-paid  return  envelopes.  Post- 
card reminders  were  sent  afterwaves  1  -  3  (if  necessary),  and  we 
conducted  a  telephone/fax  follow-up  of  randomly  selected 
nonrespondents  after  wave  4.  The  self-administered  question- 
naire concerned  cancer  screening  for  women  and  required 
approximately  20  minutes  to  complete.  The  telephone/fax 
questionnaire  took  less  than  1 0  minutes.  No  monetary,  continu- 
ing education,  or  other  incentive  was  offered. 

We  obtained  personal  and  practice  characteristics  related 
to  the  respondents  from  the  North  Carolina  Medical  Board's 
practitioner  database  and  our  survey  questionnaire. 

Recommendations.  We  identified  BRCAl  as  a  locus  that 
predisposes  women  to  breast  cancer,  and  asked  physicians  to 
consider  a  test  that  identified  almost  all  women  with  inherited 
susceptibility  while  excluding  almost  all  women  without  it.  We 
then  asked  physicians — cost  issues  excluded — to  identify  pa- 
tients whom  they  would  recommend  have  the  test  (Appendix, 
page  1 80).  We  next  presented  the  case  of  an  asymptomatic,  35- 
year-old  woman  with  a  confirmed  inherited  susceptibility  that 
conferred  an  80%  chance  of  developing  breast  cancer  at  some- 
time during  her  life  and  a  50%  chance  of  developing  breast 
cancer  before  age  50.  Physicians  were  then  asked  to  identify 
which  of  the  following  options  they  would  recommend  to  this 
patient  (Appendix):  breast  cancer  screening  (regular  breast 
self-examination;  annual  or  more  frequent  mammography  and 
clinical  breast  exam);  regular  ovarian  cancer  screening  (CA- 
125  and  transvaginal  ultrasound);  chemoprevention  (participa- 
tion in  a  clinical  trial  using  tamoxifen);  and  surgery  (prophylac- 
tic mastectomy;  prophylactic  oophorectomy). 

Analysis:  We  used  descriptive  statistics  to  characterize  our 
respondents.  In  addition,  we  used  contingency  tables  and  the 
chi-square  test  to  examine  associations  between  physicians' 
recommendations  and  the  following  personal  and  practice 
characteristics  (Table  1,  at  right).  Because  nonwhite  physi- 
cians constituted  such  a  small  proportion  of  the  sample,  race 
was  not  included  in  subsequent  analyses. 


Results 

Respondents.  Of  the  1,292  eligible  physicians,  545  (42%) 
completed  questionnaires.  More  than  80%  of  respondents 
were  white  and  male  (Table  1 ).  More  than  40%  were  general 
or  family  practitioners;  approximately  30%  were  in  solo 
practice,  practiced  in  rural  areas,  and  reported  a  nominal 
medical  school  affihation.  Compared  to  all  eligible  physi- 
cians, respondents  were  significantly  (p  <0.01)  more  likely 
to  be  gynecologists/obstetricians  (34%  vs.  23%)  and  less 
likely  to  be  general  internists  (24%  vs.  32%).  Responding 
physicians  were  also  significantly  more  often  white  (93%  vs. 
88%,  p  <0.01)  and  female  (18%  vs.  16%.  p  =  0.04)  than 
nonrespondents  and  tended  more  often  to  practice  in  rural 
areas  (32%  vs.  30%,  p  =  0.08).  Because  the  shortened 


telephone/fax  follow-up  questionnaire  did  not  include  ques- 
tions on  inherited  susceptibility  to  breast  cancer,  the  sample  for 
analysis  of  physicians'  recommendations  for  testing  and  fol- 
low-up consisted  of  510  respondents.  Physicians"  recommen- 
dations for  testing  (p  =  0.31)  and  follow-up  (p  =  0.46)  did  not 
differ  significantly  between  early  (wave  1),  middle  (wave  2), 
and  late  (waves  3-4)  respondents. 

Recommendations  for  testing.  Given  an  accurate  test  for  BRC  A 1 
and  setting  aside  cost,  45%  of  responding  physicians  said  they 
would  recommend  that  all  women  be  tested,  and  19%  said  they 
would  recommend  that  women  with  any  family  history  be 
tested  (Table  2,  next  page).  About  one-third  would  limit  testing 
to  women  with  at  least  one  first-degree  family  member  with 
breast  cancer.  Few  said  they  would  not  recommend  testing  for 
any  women.  The  percentage  of  physicians  giving  each  recom- 
mendation did  not  differ  significantly  by  specialty  or  any  other 
physician  characteristic. 

Recommendations  for  follow-up  of  a  positive  test.  Given  an 

asymptomatic,  35-year-old  woman  with  a  positive  test  for 
inherited  susceptibility  to  breast  cancer,  94%  of  responding 
physicians  said  they  would  recommend  follow-up  by  regular 
screening  mammography  and  clinical  breast  exam,  annually 
(75%)  or  more  frequently  ( 19%).  Only  11%  of  physicians  said 
they  would  recommend  ovarian  cancer  screening. 

Half  the  responding  physicians  advocated  intervention  in 
addition  to  screening  (Table  3,  next  page).  Slightly  more  than 


Table  1.  Personal  and  practice  characteristics 

of  545  responding  physicians 

Male 

82% 

White 

93% 

Metropolitan  practice  location 

68% 

Medical  school  affiliation 

31% 

Mean  years  since  medical  school 

20 

Specialty 

General  or  Family  Practice  (GP/FP) 

42% 

Gynecology/Obstetrics 

34% 

Internal  Medicine 

24% 

Practice  type 

Single  specialty  group 

48% 

Solo 

28% 

Multiple  specialty  group 

15% 

Other 

9% 

Mean  number  of  patients  seen  each  week 

102 

Recommend  breast  cancer  screening 

to  women  ages  30-39 

78% 

Patient  demand:  A  lot  of/all  my  patients  with 

family  history  of  breast  cancer  ask  about 

inherited  susceptibility 

46% 
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Table  2.  Which  women  do  primary 

care  physicians 

think  should  be  tested  for 

Inherited 

susceptibility  to  breast  cancer? 

All 

By  Specialty** 

respondents* 

OB/GYN 

GP/FP 

IM 

(n=499) 

{n=173) 

(n=205) 

(n=121) 

Test  all  women 

45% 

51% 

42% 

41% 

Test  only  those  with  any  family 

19% 

16% 

22% 

19% 

history  of  breast  cancer 

Test  only  those  who  have  at  least  one 

first-degree  relative  with  breast  cancer 
Do  not  test/other*** 


30%  would  recommend 
participation  in  a 
chemoprevention  trial 
using  tamoxifen,  and 
another  19%  said  they 
would  recommend  pro- 
phylactic surgery.  Sur- 
gery almost  always  was 
limited  to  prophylactic 
mastectomy.  A  small 
percentage  of  physi- 
cians (4%)  recom- 
mended follow-up  that 
did  not  include  screen- 
ing, with  most  (3%)  rec- 
ommending prophylac- 
tic surgery.  No  physi- 
cian reported  that  he  or 
she  would  not  recom- 
mend follow-up. 

Among  all  three 
specialties,  screening 
only  was  the  most  com- 
monly recommended 
follow-up,  followed  by 
screening  plus 

chemoprevention  and 
screening  plus  surgery. 
Compared  to  the  other 
two  specialties,  gyne- 
cologists/obstetricians 
were  significantly  more 
like-ly  to  recommend 
surgery  and  less  likely 

to  recommend  screening  only.  General  and  family  practitioners 
more  often  recommended  screening  only.  General  internists 
were  more  likely  to  recommend  screening  plus  chemopreven- 
tion. Older  physicians  (graduated  more  than  25  years)  recom- 
mended screening  only  more  (56%  vs.  41  %)  and  screening  plus 
chemoprevention  less  (21%  vs.  36%)  than  did  younger  physi- 
cians (p  <  0.0 1 ).  Rural  physicians  tended  to  recommend  screen- 
ing  only  more  (53%  vs.  43%)  and  screening  plus 
chemoprevention  less  (26%  vs.  34%)  than  did  physicians  living 
in  metropolitan  areas  (p  =  0.07).  There  was  no  association 
between  physicians"  recommendations  for  testing  and  their 
recommendations  for  follow-up  of  a  positive  test  (p  =  0.94). 

Need  for  iufonnation. When  asked  about  inherited  susceptibil- 
ity to  breast  cancer.  85%  of  all  physicians  agreed  they  needed 
more  information,  with  41%  agreeing  strongly.  When  asked 
about  breast  cancer  screening.  68%  said  they  needed  more 
infoiTnation.  with  22%  agreeing  strongly.  Physicians  were 
equally  desirous  of  infoiination  about  ovarian  cancer  screening 
and  inherited  susceptibility  to  ovarian  cancer;  80%-85%  said 
they  needed  additional  information  on  these  topics. 


31% 


5% 


30% 


3% 


30% 


6% 


32% 


8% 


Of  the  545  responding  physicians,  35  answered  only  the  telephone/fax  survey,  which  did  not  include  this 

question.  Another  1 1  physicians  did  not  respond  when  asked  this  question. 

Responses  by  specialty  did  not  differ  significantly;  chi  square  7.6  (6df,  p  =  0.27) 

A  total  of  24  physicians  said  they  would  not  test  at  all;  four  would  use  some  other  basis  (such  as  a  request 

from  a  woman  for  the  test). 


Table  3.  Physician  recommendations  for  follow-up  of  positive  test 

in  a  35-year-old  woman 

All 

By  Specialty** 

respondents* 

OB/GYN 

GP/FP                  IM 

(n=508) 

(n=177) 

(n=208)             (n=123) 

Mammogram  and  self-exam  (screening)  only     46% 

36% 

54%                  46% 

Screening  +  chemoprevention                            31% 

31% 

28%                  37% 

Screening  +  surgery  (+/-  chemoprevention)       19% 

27% 

14%                  15% 

Other                                                                    4% 

6% 

3%                    2% 

*      Of  the  545  responding  physicians.  35  answered  the  telephone/fax  follow 

-up 

survey,  which  did  not  include 

this  question.  Another  two  physicians  did  not  respond  when  asked  this 

question. 

**     Responses  by  specialty  differ  significantly;  chi  square  =  21 

.4  (6  df),  p= 

0.002. 

Discussion 

Until  recently,  genetic  testing  for  inherited  cancer  susceptibil- 
ity was  confined  to  research  settings,  but  commercial  tests  are 
now  increasingly  available  to  practicing  physicians.  A  recent 
study  of  commercial  testing  for  susceptibility  to  familial 
adenomatous  polyposis  found  significant  concerns  with  physi- 
cian office-based  testing.'-'  Although  physicians  appropriately 
ordered  the  test  in  83%  of  the  cases,  they  misinterpreted  the 
results  about  one-third  of  the  time,  most  often  calling  an 
indeterminate  test  result  negative  when  it  was  not.  Moreover, 
fewer  than  20%  of  those  tested  provided  informed  consent  or 
received  recommended  counseling. 

Experts  have  begun  to  issue  recommendations  for  testing 
for  breast  cancer  inherited  susceptibility  and  for  follow-up.''' 
'-  '■•  The  American  Society  of  Clinical  Oncology  recommends 
testing  only  those  women  who  have  had  early  onset  breast 
cancer  or  have  a  strong  family  history  of  breast  cancer — and 
only  when  results  can  be  interpreted  and  will  influence  medical 
management  of  the  patient  or  a  family  member.'-  Kaiser 
Permanente's  evidence-based  practice  guidelines'^  suggest  of- 


178 


NCMJ  May/June  1997.  Volume  58  Number  3 


fering  BRC  A 1  testing  and  counseling  to  women  with  a  personal 
history  of  breast  cancer  before  age  40;  family  members  with 
known  mutations;  or  three  or  more  relatives  having  breast  and/ 
or  ovarian  cancer. 

Most  current  recommendations  say  that  physicians  should: 
test  in  the  context  of  research  or  long-term  outcome  studies; 
discuss  the  risks  and  benefits  inherent  in  testing;  acknowledge 
the  uncertainty  surrounding  appropriate  follow-up  for  a  posi- 
tive test;  provide  counseling  and  support  before  and  after 
testing;  and  obtain  informed  consent.'  ''"'-■ '"" 

The  Cancer  Genetics  Studies  Consortium  of  the  National 
Human  Genome  Research  Institute  recently  published  provi- 
sional guidelines  for  follow-up  care  of  persons  with  known 
BRCAl  and  BRCA2  mutations.  These  guidelines  may  also 
apply  to  persons  whose  individual  mutation  status  is  unknown 
but  whose  family  members  have  a  mutation.'  The  Consortium 
recommended:  regular  breast  cancer  screening  (monthly  breast 
self  examination;  annual  or  semi-annual  clinical  breast  exami- 
nation; and  annual  mammography)  beginning  at  ages  25-35 
years;  and  regular  ovarian  cancer  screening  (annual  or  semi- 
annual transvaginal  ultrasound  with  color  Doppler  and  the  C  A- 
1 25  blood  test)  beginning  at  ages  25-35  years.  Because  persons 
with  BRCAl  and  BRCA2  mutations,  including  men,  may  be  at 
increased  risk  for  other  cancers,  the  Consortium  also  recom- 
mended regular  colon  cancer  screening  (annual  fecal  occult 
blood  testing;  flexible  sigmoidoscopy  every  three  to  five  years) 
and  counseling  regarding  options  for  prostate  cancer  screening 
beginning  at  age  50.  Due  to  insufficient  evidence,  the  Consor- 
tium did  not  make  recommendations  about:  prophylactic  sur- 
gery (simple  mastectomy  and/or  bilateral  oophorectomy);  hor- 
mone replacement  therapy;  use  of  hormonal  contraceptives,  or 
chemoprevention.  Despite  the  lack  of  clear  evidence  of  benefit, 
the  Consortium  did  support  the  possible  benefits  of  lifestyle 
modifications,  including  a  low-fat/high  fiber  diet  with  in- 
creased fruit  and  vegetable  consumption,  regular  exercise,  and 
avoidance  of  tobacco  products. 

Our  study  provides  insight  into  what  practicing  primary 
care  physicians  in  North  Carolina  think  about  testing  for  inher- 
ited susceptibility  to  breast  cancer  and  follow-up  of  a  positive 
test.  Almost  two-thirds  of  our  respondents  said  they  would 
recommend  testing  women  who  had  little  evidence  of  inherited 
breast  cancer  susceptibility  and  45%  would  test  all  women. 
Only  about  one-third  of  physicians  would  limit  testing  to 
women  with  at  least  one  first-degree  relative  with  breast  cancer. 

Facing  an  asymptomatic  35-year-old  woman  with  a  posi- 
tive test,  more  than  half  the  physicians  would  recommend 
intensified  follow-up  and  22%  would  recommend  prophylactic 
surgery.  Without  prompting,  few  physicians  in  our  survey 
recognized  the  link  between  breast  and  ovarian  cancer  suscep- 
Itibility  by  recommending  regular  ovarian  cancer  screening. 
I  Most  physicians  wanted  to  receive  more  information  about 
inherited  susceptibility  to  breast  and  ovarian  cancer. 


Our  study  has  several  limitations.  The  survey  was  con- 
ducted during  late  1994  and  early  1995,  concurrent  with  initial 
identification  of  BRCAl  but  before  commercial  tests  and 
published  guidelines  were  available.  Physicians'  attitudes  may 
have  changed  in  the  past  18  months.  Actual  physician  behavior 
is  likely  to  differ  from  the  self-reports  of  projected  behavior 
using  an  accurate  test  with  no  cost  considerations.  Testing  is 
expensive,  ranging  from  several  hundred  dollars  for  tests  that 
identify  one  or  more  specific  mutations  to  $2,400  for  tests 
involving  sequence  analysis  of  large  sections  of  the  BRCAl 
and  BRC  A2  genes. ^  Physicians  may  be  reluctant  to  recommend 
such  costly  tests.  Also,  self-reports  of  screening  behavior 
generally  overestimate  actual  behavior." 

Our  survey  response  rate  was  42%,  and  physicians  less 
interested  in  screening  and  testing  may  have  chosen  not  to 
participate.  Other  than  physician  specialty,  however,  there  was 
little  difference  between  survey  respondents  and  nonrespondents. 
Responses  about  testing  and  follow-up  did  not  differ  signifi- 
cantly among  early,  middle,  and  late  respondents.  It  is  likely 
that  our  results  are  generalizable  to  community-based,  primary 
care  physicians  in  North  Carolina  but  may  not  reflect  attitudes 
of  physicians  in  other  parts  of  the  country. 

Physician  advice  will  likely  influence  people's  decisions 
to  be  tested  for  inherited  cancer  susceptibility.  Physician  rec- 
ommendation is  critically  important  in  women's  use  of 
screening  mammography."'  A  recent  study  of  women's  atti- 
tudes toward  genetic  testing  for  breast  cancer  found  that  more 
than  60%  of  breast  cancer  patients  and  their  relatives  and  more 
than  80%  of  women  in  the  general  public  said  they  would  get 
information  and  advice  from  their  physicians  before  making  a 
final  decision  about  testing.'^ 

In  the  struggle  against  breast  cancer,  science  has  presented 
clinicians  and  women  with  a  new  tool,  one  that  is  potentially 
powerful  but  essentially  untested.  Given  commercial  pressures, 
media  exposure,  and  public  demand,  it  is  almost  inevitable  that 
testing  for  inherited  breast  cancer  susceptibility  will  escape 
from  research  settings  and  specialty  clinics  and  invade  commu- 
nity-based, primary  care  practices.  Testing  for  inherited  sus- 
ceptibility to  colon  and  other  cancers  will  not  be  far  behind. '^'^ 
Patients  will  look  to  their  primary  care  physicians  for  advice. 
Our  study  suggests  that  community-based,  primary  care  physi- 
cians need  and  want  more  information  about  testing  for  inher- 
ited susceptibility  to  cancers.  We  need  educational  resources 
for  these  physicians  so  they  can  help  patients  and  their  families 
with  the  difficult  decisions  that  now  must  be  made  in  the  face 
of  life-altering  uncertainties.     □ 
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Appendix.  Questions  regarding  genetic  testing  for  inherited  susceptibility  to  breast  cancer 
included  in  the  survey  of  NC  primary  care  physicians  conducted  in  October  1994-May  1995. 

1 .  Scientists  believe  they  are  close  to  isolating  BRCA1 ,  a  gene  that  passes  along  a  predisposition  to  breast  cancer.  Consider 
a  test  that  identified  almost  all  of  the  women  with  BRCA1 ,  while  also  correctly  excluding  almost  all  the  women  without  the  gene. 
Setting  aside  the  issue  of  cost,  if  such  a  test  were  available,  do  you  think  you  would  recommend  this  test  to: 

All  women 

Only  women  with  one  or  more  first  degree  relatives  (mother,  sister,  daughter)  with  breast  cancer 

Only  women  with  two  or  more  first  degree  relatives  with  breast  cancer 

Women  with  any  family  history 

No  women 

Other 

2.  Consider  an  asymptomatic,  35-year-old  woman  with  a  confirmed  inherited  susceptibility  to  breast  cancer  that  confers  an 
80%  chance  of  developing  breast  cancer  during  her  lifetime  and  a  50%  chance  of  developing  the  disease  before  age  50.  What 
do  you  think  you  would  recommend  to  the  woman  as  a  next  step?  Would  you  recommend: 

Regular  breast  self-exam 

Annual  mammography  and  clinical  breast  exam 

Mammography  and  clinical  breast  exam  more  than  once  a  year 

Regular  ovarian  cancer  screening  with  CA-125  and  transvaginal  ultrasound 

Prophylactic  mastectomy 

Prophylactic  oophorectomy 

Participation  in  a  clinical  trial  of  breast  cancer  chemoprevention  using  tamoxifen 

Other 
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THE   ANATOMY   OF   MANAGED   CARE 


Taking  Sides 

Can  We  Reach  Middle  Ground  in  a  Managed  Care  System? 


James  E.  Hill,  Jr.,  PA-C,  MEd 


Early  1971  found  me  in  Quantico,  VA,  at  The  Basic  School  for 
the  Marine  Corps.  I  had  graduated  from  college  in  August  1 970, 
and  then  completed  Marine  Corps  Officer  Candidate  School; 
now  I  was  a  young  second  lieutenant  training  for  combat.  All 
Marine  Corps  officers  train  as  infantry  officers  first,  based  on 
the  premise  that  "while  nobody  likes  to  fight,  somebody  has  to 
know  how."  Our  instructors — first  lieutenants  and  captains 
who  had  just  returned  from  combat  duty  in  Vietnam — were  the 
most  experienced  and  best  role  models  we  could  hope  to  have. 

There  were  courses  in  weapons  use  (M-16  rifle,  M-60 
machine  gun.  grenade  launchers,  mortars,  flame-throwers  and 
heavier  artillery),  courses  in  small  unit  offensive  tactics  and 
ambush  patrols,  in  setting  and  defusing  mines,  in  amphibious 
landings,  helicopter  assaults,  and  tank  support.  Physical  condi- 
tioning consisted  of  daily  three-  to  five-mile  runs  in  combat 
boots,  20  mile  hikes  with  full  packs,  the  obstacle  course,  pull- 
ups  and  sit-ups,  and  bayonet  fighting  with  pugil  sticks.  Through- 
out this  training  our  instructors  told  us  their  war  stories  and  the 
lessons  they  had  learned.  Basically,  we  were  told  that  Ameri- 
cans traditionally  take  sides  and  fight  that  way.  In  World  War 
II,  the  Americans  and  Allied  Powers  were  the  "good  guys";  the 
Japanese,  Germans  and  Axis  Powers,  the  "bad  guys." 

Unfortunately,  the  war  in  Vietnam  had  blurred  the  distinc- 
tion of  sides.  It  was  difficult  to  tell  who  we  were  trying  to  help 
in  Vietnam.  Vietnamese  villagers  who  asked  for  assistance  by 
day  became  Viet  Cong  guerrillas  who  fought  against  us  at  night. 
Eventually,  no  one  was  trusted  and  no  one  won.  Americans 
became  disillusioned,  disheartened,  and  disenchanted.  My  four- 
year  tour  ended  without  seeing  combat,  and  I  left  looking 
forward  to  a  health  care  career  where  it  would  not  be  necessary 
to  take  sides;  where  the  care  of  the  patient  would  always  be  the 
primary  concern. 

After  completing  the  Physicians  Assistant  program  at 
Duke,  I  began  work  in  the  emergency  department  of  a  large 
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metropolitan  hospital.  I  spent  1 0  years  in  a  practice  based  on  my 
own  experiences  and  training  as  well  as  those  of  my  physician 
supervisors.  We  ordered  whatever  lab  tests  or  x-rays  we  thought 
were  necessary  without  considering  the  costs.  We  wrote  pre- 
scriptions for  whatever  medications  we  believed  were  best 
without  considering  a  formulary.  We  consulted  specialist  phy- 
sicians whenever  we  had  questions  about  diagnosis  or  further 
care.  It  was  wide  open  medicine,  and  while  expensive,  costs  did 
not  play  a  major  role  since  "someone"  else  was  paying — the  in- 
surance company,  the  patient,  or  the  government.  Everything 
we  did  was  done  on  behalf  of  the  patient;  we  did  not  have  to 
"take  sides." 

I  left  clinical  medicine  for  eight  years  but  kept  up  my 
academic  knowledge  through  continuing  education  programs. 
In  1 994, 1  began  seeing  patients  again  on  a  part-time  basis.  In  the 
interval  away  from  the  "front  lines,"  I  had  been  working  within 
the  managed  care  system  at  a  job  with  an  associated  health  care 
company.  I  was  aware  of  the  "new  rules"  for  practicing  medi- 
cine, but  the  impact  of  those  new  rules  did  not  directly  affect  me 
because  I  was  involved  in  disease  management  and  immuniza- 
tion and  wellness  programs,  not  direct  patient  care.  Even  since 
my  return,  my  part-time  work  in  the  urgent  care  facility  of  a 
group  model  HMO  keeps  the  rules  from  affecting  me  like  they 
have  other  primary  care  and  specialty  care  practitioners  in 
managed  care  settings. 

Urgent  care  medicine  is  different,  even  in  an  HMO;  patient 
assessment  and  diagnostic  needs  override  cost  concerns.  If  a  53- 
year-old  man  presents  with  new  onset  headache  and  worrisome 
physical  findings  or  symptomatology,  the  order  for  a  computed 
tomogram  of  the  head  is  not  questioned.  If  a  1 7-year-old  woman 
presents  with  low  abdominal  pain  and  an  adnexal  mass  on 
physical  exam,  no  one  questions  the  need  for  a  pel  vie  ultrasono- 
gram. If  a  45-year-old  man  is  suspected  of  having  bacterial 
prostatitis,  ciprofloxacin  can  be  prescribed  instead  of  the  cheaper 
trimethoprim-sulfamethoxazole  because  the  provider  can  docu- 
ment a  higher  response  rate  with  ciprofloxacin.  I  know  that  this 
is  so  because  these  scenarios  involved  patients  I  saw. 

One  issue  continues  to  raise  its  ugly  head,  though.  It  is  the 
instance  in  which  clinical  judgments — physician  decisions. 
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preferences,  and  orders — conflict  with  the  financial  model  of 
an  HMO.  In  general,  managed  care  organizations  are  structured 
'■for  profit."  To  achieve  this,  they  manage  total  costs,  including 
care  provided  to  the  patient.  Horror  stories  abound  {Journal 
readers  may  have  personal  experiences  to  support  those  stories ) 
about  the  denial  of  diagnostic  studies  or  care  that  resulted  in  less 
than  optimal  outcomes.  But  the  real  issue  appears  to  be  the 
reduction  in  physician  control  over  patient  care.  Many  provid- 
ers have  felt  that  they  were  being  asked  to  take  sides,  to  be  an 
advocate  for  the  patient  or  an  adversary  of  the  HMO. 

My  supervising  physician  in  the  emergency  department 
liked  to  talk  about  the  team  approach  for  taking  care  of  patients. 
The  PA.  nurse,  pharmacist,  and  other  professionals  were  mem- 
bers of  the  team — with  the  physician  as  captain.  My  supervisor 
was  and  still  is  right  in  his  analogy.  Somebody  has  to  be  in 
charge  and  ultimately  assume  responsibility  for  the  diagnosis 
and  treatment  of  the  patient.  No  one  wants  an  administrator 
making  medical  decisions  about  care.  To  be  quite  honest.  Tm 
sure  no  administrator  wants  to  make  those  medical  decisions, 
but  those  administrators  do  have  an  obligation  to  ensure  the 
profitability  of  the  HMO  so  that  the  HMO  can  grow  and 
continue  to  provide  care  to  patients.  Remember,  HMO  stands 
for  health  nuiinteiumce  organization;  only  by  maintaining  the 
health  of  their  patients  do  HMOs  accomplish  their  mission  and 
improve  health  care. 


HMOs:  Survival  of  the  "Fittest" 

What  is  the  answer?  First.  I  believe  that  we  have  allowed  short- 
term  profits  and  a  narrow  focus  to  blind  us.  Up  to  now.  managed 
care  has  primarily  meant  managed  cost,  but  that  is  changing. 
Employer  groups  and  potential  patients  who  examine  different 
HMO  selections  find  the  cost  of  membership  important,  but  the 
services,  both  preventive  and  acu'e  and  chronic  disease  treat- 
ment, that  ensure  the  health  and  satisfaction  of  the  members 
have  growing  value.  The  change  in  emphasis  can  be  seen  in  the 
rising  interest  in  Health  Plan  Employer  Data  and  Information 
Set  ( HEDIS )  scores  and  National  Committee  for  Quality  Assur- 
ance (NCQA)  accreditation  status  and  the  comparison  of  HMO 
"report  cards."'  It's  not  just  about  dollars  anymore.  As  more 
HMOs  move  into  North  Carolina,  competition  among  them  will 
require  them  to  meet  the  goal  of  total  care  and  customer 
satisfaction  in  order  to  survive. 

Secondly,  health  care  providers  are  beginning  to  realize 
that  they  are  not  just  another  "employee"  to  the  HMO;  without 
them  to  diagnose  and  treat,  health  care  doesn't  exist  in  any 
functional  way.  It's  clear  that  providers  will  have  to  work 
jj  closely  with  HMO  administrative  staffs  to  oversee  quality  of 
care  and  reduce  costs.  Neither  can  do  it  alone.  The  development 
of  clinical  guidelines  for  treating  specific  diseases  is  one  way  to 
accomplish  the  goal.  It  is  possible  to  standardize  and  improve 
the  treatment  of  disease  without  losing  sight  of  the  individual. 
My  supervising  physician  is  still  right  about  the  team  concept; 
he  just  has  to  accept  that  the  CEO.  CFO.  COO.  and  other  HMO 


administrators  are  part  of  that  team  and  can  contribute  toward 
the  success  of  the  managed  care  initiative. 

My  experiences  on  both  sides  of  this  issue  have  helped  me 
to  see  the  control  quandary  in  which  HMOs  and  providers  find 
themselves.  Physicians  and  other  providers  have  started  to 
speak  out  for  the  patient.  HMO  administrators  are  starting  to 
recognize  that,  while  health  care  can  be  helped  by  a  businesslike 
manner,  it  is  more  than  a  mere  business.  Business  can  be 
impersonal,  cold,  and  cruel;  when  all  is  said  and  done,  business 
exists  mainly  for  profit.  Health  care  needs  to  be  more  personal, 
understanding,  and  caring.  The  best  way  to  reach  middle 
ground  is  for  each  side  to  accept  that  the  other  really  does  have 
the  best  interests  of  the  health  care  system  and  the  patients  at 
heart.  The  assumption  that  both  sides  want  the  best  possible 
solution  will  let  us  begin  to  agree  on  (or  at  least  discuss) 
strategies  that  will  set  us  where  we  want  to  be. 


A  Patient's  Perception  of  Precariousness 

Last  year  I  treated  a  patient  who  touched  me  in  a  lasting  way. 
She  was  in  her  mid-50s  and  presented  with  increasing  shortness 
of  breath  and  fatigue  over  a  couple  of  weeks.  She'd  had  a 
mastectomy  four  years  previously  for  breast  cancer,  and  six 
months  ago  she'd  had  similar  shortness  of  breath  and  fatigue 
that  turned  out  to  be  caused  by  pulmonary  involvement  of 
metastatic  cancer.  Her  physical  exam  when  I  saw  her  revealed 
decreased  breath  sounds,  dullness  to  percussion,  and  egophony 
at  the  right  base.  A  chest  x-ray  showed  a  pleural  effusion, 
explaining  her  signs  and  symptoms.  Pending  arrangements  for 
a  thoracentesis,  she  began  to  weep  as  we  spoke.  Her  story  and 
perceptions  were  a  sad  commentary. 

She  was  a  single  parent  whose  grown  daughter  lived  across 
town.  She  worked  as  a  bookkeeper  for  a  small  company  and 
lived  in  a  two-story  apartment.  She'd  become  so  short  of  breath 
that  she  could  not  walk  up  the  stairs  to  her  second  floor  bedroom 
and  had  been  sleeping  on  the  downstairs  couch.  I  asked  her  why 
she  didn't  move  to  another  apartment  or  ask  for  help  from 
family,  friends,  or  coworkers.  She  told  me  that  she  had  no 
family  (except  for  her  daughter)  and  no  close  friends  in  town. 
She  had  not  told  anyone  at  work  about  her  cancer  or  medical 
problems.  She  made  only  enough  money  to  live  from  paycheck 
to  paycheck  and  could  not  afford  to  move.  She  had  her  HMO 
coverage  through  her  job.  but  she  did  not  want  to  talk  about  her 
symptoms  with  anyone  at  work  for  fear  that  they  might  make 
her  quit  (or  even  fire  her)  if  they  knew  she  was  sick  (she  could 
not  afford  health  insurance  on  her  own). 

The  system  had  worked  in  the  sense  of  providing  HMO 
coverage  for  surgery,  chemotherapy,  medication,  and  other 
treatments.  Her  doctors  and  the  HMO  had  worked  together  for 
the  benefit  of  the  patient,  otherwise,  she  would  be  one  of  the 
forgotten  ones.  She  received  appropriate  care  and  no  one 
complained  about  the  cost  of  her  treatment.  It  was  necessary. 

In  my  patient's  mind,  her  health  care  was  not  at  all  assured 
and  could  be  taken  away  much  too  easily  and  quickly.  That 


NCMJ  Max/June  1997.  Volume  58  Number,^ 


183 


"perception"  is  of  concern  since  not 
every  similar  scenario  will  work  as  well. 
Her  family  and  financial  issues  were 
not  addressed  during  her  encounters, 
but  the  "medical  care"  provided  did  add 
an  important  quality-of-life  component 
in  this  situation.  Not  a  complete  solu- 
tion, but  it  worked  to  help  her. 


The  Struggle  for 
Improved  Health  Care 

In  Vietnam,  the  Marines  were  the  best 
trained  and  finest  military  force  our 
country  could  place  in  harm"  s  way.  They 
had  the  skills  and  tools  necessary  to 
fight  and  win  battles  in  the  war  against 
communist  aggression.  A  government 
fraught  with  bureaucracy  and  without  a 
clear  vision  of  the  goal  resulted  in  a  war 
that  could  not  be  won.  The  support  of 
the  American  people  was  lost  because 
the  leaders  lost  sight  of  our  reasons  for 
being  there. 

American  clinical  practitioners  are 
among  the  best  trained  and  most  com- 
mitted health  care  "force"  in  the  world. 
We  struggle  daily  in  a  system  that  can 
all  too  easily  work  against  us  and  our 
patients.  Consequently,  the  war  for  im- 
proved health  care  can  be  lost  in  spite  of 
individual  caring  and  concern.  We  must 
regain  confidence  in  that  system. 

My  patient  believed  that  we  always 
take  sides-we  either  help  with  her  care 
or  not.  In  her  mind,  not  everyone  wants 
to  do  the  right  thing.  If  enough  people 
start  to  believe  that  about  managed  care, 
then  no  one  will  be  trusted  and  no  one 
will  win.  Americans  will  become  disil- 
lusioned, disheartened,  and  disen- 
chanted. Only  when  providers  and 
HMOs  are  on  equal  ground  will  man- 
aged care  become  better  managed  and 
truly  caring.     □ 
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Commentary 

Reaching  Equal  Ground 
With  Managed  Care 

James  P.  Weaver.  MD,  Cardiothoracic  Surgeon, 
Durham,  ancf  Journal  Associate  Editor 


James  Hill's  readable  article,  "Taking  Sides,"  presents  a  tempting  direction 
toward  which  physicians  might  trudge  into  the  future.  Unfortunately,  I  see  it  as  the 
song  of  the  managed  care  Sirens  that  will  lead  us  all,  patients  and  physicians  alike, 
onto  the  pernicious  rocks  of  oblivion.  It  might,  on  the  surface,  seem  congenial  to 
take  Mr.  Hill's  Rodney  King  approach  of,  "I  wish  we  could  all  just  get  along,"  but 
there  are  deeper  issues  that  must  be  explored  before  HMOs  and  providers  can  be 
on  "equal  ground,"  and  before  managed  care  can  become  "better  managed  and 
truly  caring." 

Mr.  Hill  admits  that  is  was  difficult  at  times  to  tell  who  was  on  which  side  in 
Vietnam.  Just  that  same  difficulty  has  caused  patients  much  consternation  in  the 
managed  care  arena.  Once  in  an  HMO,  patients  are  never  sure  who  is  really  on 
their  side.  Are  my  "providers"  capitated?  Do  they  get  paid  to  withhold  care?  (After 
all,  it  is  not  always  clear  what  care  is  "necessary.")  Why  do  they  not  send  me  to 
a  vascular  surgeon  to  evaluate  my  claudication?  Does  the  surgeon's  fee  come  out 
of  my  primary  care  provider's  bonus  pot  at  the  end  of  the  year?  And  why  did  my 
doctor  (provider)  send  me  home  so  early  after  my  thoracotomy?  I  was  frightened, 
in  pain,  and  felt  as  if  I  were  pushed  out  the  door  onto  the  street. 

Contrary  to  what  Mr.  Hill  believes,  the  "real  issue"  is  not  what  "appears  to  be 
the  reduction  in  physician  control  over  patient  care,"  but  rather  the  decimation  of 
the  sacred  physician-patient  relationship. 

The  evolution — we  are  not  in  a  "revolution"  as  so  many  would  have  us 
believe — of  our  current  prepayment  system  for  medical  care  is  the  result  of 
"tinkering"  over  the  past  60  years.  It  began  in  earnest  in  the  1930s  with  the 
introduction  of  insurance  for  medical  care,  and  it  erupted  when  the  federal 
government  legalized  the  exclusion  of  employer  premiums  for  medical  insurance 
from  taxes  after  World  War  II.  That  tax  provision  assured  the  transforming 
presence  of  an  insurance  industry  in  the  delivery  of  medical  care,  and  began  the 
development  of  today's  classic  triangle:  patient-physician-payer.  This  thangle, 
unfortunately,  is  fundamentally  a  flawed  relationship.  Managed  care  is  society's 
current  effort  to  preserve  a  triangular  relationship  even  though  it  is  basically 
destructive.  The  most  obvious  manifestations  of  this  distortion  of  relationships  are 
seen  when  managed  care  companies  practice  medicine,  physicians  abandon 
their  historic  advocacy  of  individual  patients  in  order  to  save  group  resources  and 
patients  try  to  spend  other  people's  money  despite  their  assigned  provider's 
obfuscatory  behavior.  This  parody  of  medical  care  delivery  will  not  stop  until  we 
have  fundamental  changes  in  the  destructive  triangle. 

When  will  providers  (to  use  Mr.  Hill's  word)  and  HMOs  be  on  equal  ground? 
Only  when  physicians  are  paid  by  their  patients  and  not  by  third  parties.  This  is  the 
singular  change  needed  to  restore  the  credibility  of  physicians  (and  other 
providers),  to  restore  honesty  and  loyalty  where  it  appropriately  belongs. 

Physicians  can  work  with  managed  care  organizations  to  create  efficient 
medical  care  delivery;  physicians  can  help  develop  care  maps;  physicians  can 
work  on  outcome  studies — that  Is  our  common  ground.  But  when  we  are  paid  by 
managed  care  organizations  that  are  touting  "quality  cost-efficient  care,"  when  the 
sick  public  feels  pushed  around  and  distrustful  of  their  caregivers,  then  our 
adoption  of  the  message  of  our  managed  care  employers  is  rightly  viewed  with 
suspicion  by  our  patients.  Wouldn't  physicians  feel  better  about  themselves,  and 
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'  wouldn't  patients  listen  more,  if  physicians  were  not  in  the 
pockets  of  the  third  parties?  If  we  were  paid  by  our 
patients  we  could  honestly  champion  cost  efficiency  and 
our  patients  would  not  view  our  message  as  disingenu- 
ous. 

And  so  I  agree  that  providers  and  physicians  can 
work  with  managed  care.  We  do  not  have  to  "take  sides." 
We  have  much  common  ground.  But  Medicine  must 
recognize  that  the  common  goals  of  efficiency  and  cost 
containment  can  be  achieved  only  in  a  setting  that  nur- 
tures the  primacy  and  sacredness  of  the  individual  physi- 
cian-patient relationship. 

Physicians  who  have  ceded  absolute  control  of  their 
livelihood  to  HMOs  are  not  on  "equal  ground"  with  them. 
The  coercive  forces  used  by  managed  care  are  too 
formidable  and  have  forced  us  into  a  precarious,  deceitful 
role.  One  has  only  to  read  the  daily  newspaper  to  discover 
that  the  public  is  well  aware  of  this  deception.  Stepping 
out  of  this  destructive  triad  by  eschewing  third-party 
reimbursement  will  give  physicians  a  new  sense  of  pro- 
fessional independence,  integrity,  and  credibility  that  will 
let  them  enter  into  the  current  debates  with  the  authority 
necessary  to  promote  positive  change.    _l 
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PUBLIC      HEALTH 


Nutrition  and  Parkinson's  Disease 


Gupta  Pandarinath,  MD,  and  Aimee  Lenhart,  RD,  LDN 


Parkinson's  disease  is  a  slowly  progressive,  debilitating,  de- 
generative disease  of  the  brain  characterized  by  "pill-rolling" 
tremor,  slowness  of  movement,  muscular  rigidity,  gait  instabil- 
ity, difficulty  swallowing,  loss  of  ability  to  smell,  difficulty  in 
speech,  depression,  and  dementia.  Late  complications  include 
bed  sores,  infections,  malnutrition,  even  a  vegetative  state.  The 
symptoms  are  thought  to  reflect  the  premature  death  of  dopam- 
ine-producing  cells  in  the  substantia  nigra  of  the  brain. 

By  conservative  estimates,  \0%  of  the  population  older 
than  65  is  affected,  but  Parkinson's  disease  is  being  recognized 
with  increasing  frequency  in  younger  patients.  The  care  of  these 
patients'  disease  is  complex  and  difficult  for  both  patient  and 
caregiver.  Presently  available  treatments  attempt  to:  1)  stimu- 
late dopamine-producing  and  dopamine-receptive  cells  to  their 
maximum  efficiency;  2)  limit  the  loss  of  dopamine-containing 
cells  through  the  use  of  antioxidants;  and  3)  provide  surgical 
relief  through  pallidotomy,  or  fetal  cell  transplants  and  so  on. 

The  needs  of  individual  patients  with  Parkinson's  disease 
vary  according  to  the  severity  of  disease,  response  to  treatment, 
side  effects  of  medications,  and  comorbid  conditions.  Provid- 
ing care  is  challenging,  at  times  frustrating,  and  the  role  of 
nutrition  is  often  overlooked.  We  present  here  our  recommen- 
dations about  nutritional  support,  the  rationale  for  which  is  the 
known  pathophysiology  of  Parkinson's  disease,  coupled  with 
standard  nutritional  guidelines.  Our  aims  are  to  ensure  intake  of 
nutrients  sufficient  to  maintain  desirable  weight  and  prevent 
weight  loss,  to  lessen  swallowing  difficulties  caused  by  the 
disease  or  the  dry  mouth  induced  by  medication,  to  avoid 
interfering  with  the  therapeutic  effect  of  anti-Parkinson  drugs, 
to  regulate  bowel  function,  and  to  maintain  optimal  hydration. 


Nutrient  Intake 

Patients  with  Parkinson's  disease  are  often  underweight.  The 
challenge  is  to  maintain  ideal  body  weight.  Nutrient  needs  may 
actually  be  higher  than  usual  because  the  dyskinesia  and  severe 
tremors  expend  energy.  As  the  disease  progresses,  muscle 
rigidity  may  interfere  with  patients'  ability  to  care  for  and  feed 
themselves  or  control  the  position  of  the  head  and  trunk. 
Simultaneous  movements  such  as  using  a  knife  and  fork  are 
difficult,  and  perception,  including  spatial  organization,  can 
become  impaired.  An  occupational  therapist  may  be  able  to 
prescribe  specialized  feeding  utensils  (weighted  spoons,  wide- 
lipped  spoons,  utensils  with  built-up  handles)  that  will  help 
patients  cope  with  these  mechanical  difficulties  and  preserve 
independence.  A  wrist  weight  may  improve  steadiness  of  the 
hand.  A  sticky  substance  called  Dycem  can  keep  plates  and 
bowls  from  moving  around  the  feeding  area. 

Feeding  times  may  be  lengthy  due  to  the  slowness  of 
eating;  as  a  result,  the  amount  of  food  ingested  often  decreases. 
It  is  important  to  keep  the  food  as  appealing  as  possible.  Placing 
heated  pellets  under  the  plate  can  ensure  that  food  stays  hot  over 
a  long  period  of  time.' 

In  the  late  stages  of  Parkinson's  disease,  dysphagia  is 
common.  Adding  a  thickening  agent  can  make  food  easier  to 
swallow.  If  patients  cannot  take  in  at  least  75%  of  the  recom- 
mended calorie  level,  nutritional  supplements,  given  either  by 
mouth,  nasogastric  or  gastrostomy  tube,  may  be  needed.  En- 
teral formulas  containing  fiber  are  recommended  because  they 
facilitate  gastrointestinal  motility. - 


Bowel  Function 


The  authors  are  affiliated  with  Halifax  Memorial  Hospital.  Dr. 
Pandarinath  is  with  the  Department  of  Medicine,  and  Ms.  Lenhart 
is  with  the  Department  of  Nutrition.  The  hospital's  address  is: 
250  Smith  Church  Road,  Roanoke  Rapids  27870. 


Constipation  is  common  in  Parkinson's  disease.  It  is  important 
to  regulate  bowel  function  by  providing  adequate  amounts  of 
fiber  and  fluid.  Insoluble  fiber  (cellulose,  most  hemicelluloses, 
and  lignin)  holds  water,  functions  as  a  laxative,  reduces 
intracolonic  pressure,  binds  minerals,  binds  bile  acids,  and 
increases  stool  bulk.  Soluble  fiber  (gums,  mucilages,  algal 
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polysaccharides,  most  pectins)  binds  cholesterol  and  bile  acids, 
slows  gastric  emptying,  and  provides  fermentable  material  for 
colonic  bacteria. 

Dietary  fiber  may  be  obtained  from  raw  fruits,  vegetables, 
legumes  and  nuts;  patients  should  use  whole-grain  breads  and 
cereals  instead  of  refined  products;  eliminate  "instant"  prod- 
ucts; and  add  unprocessed  bran  to  cereals,  breads,  and  casse- 
roles in  gradual,  divided  doses  during  the  day.  Fiber  alone  will 
not  relieve  constipation;  in  addition  to  increasing  dietary  fiber, 
it  is  imperative  to  concurrently  increase  fluid  intake  as  well. 


General  Dietary  Recommendations 

Nutrition  must  be  planned  according  to  each  patient's  needs.  In 
general,  patients  should  follow  the  guidelines  of  the  US  Depart- 
ment of  Agriculture's  Food  Guide  Pyramid  (Figure  1,  at  cen- 
ter).' These  1994  guidelines  specify  that  most  diets  should 
emphasize    whole 


Rice  Krispies,  Kix,  Crispix,  Com  Flakes,  and  Puffed  Rice), 
graham  crackers,  Italian  ices,  sherbet,  hard  candy,  and  condi- 
ments such  as  oil,  vinegar,  herbs,  spices,  honey,  and  jams. 

If  successful,  the  protein  redistribution  diet  can  signifi- 
cantly prolong  the  efficacy  of  levodopa  therapy  in  end-stage 
patients  with  fluctuating  symptoms.  Benefits  from  the  diet 
should  be  evident  within  a  week.  Since  there  is  a  risk  of  protein 
deficiency,  it  is  vital  that  the  recommended  amount  of  protein 
be  consumed  at  the  evening  meal. 

Fava  or  broad  beans  iVicia  faba)  contain  L-dopa.  Using 
fava  beans  in  place  of  other  protein  foods  may  smooth  out  a 
fluctuating  response  to  medications. 


Amino  Acid  Modifications 

Dietary  intake  may  alter  the  absorption  of  drugs  used  to  treat 
Parkinson's  disease.  Carbidopa/levodopa(Sinemet)  is  absorbed 

from  the   proximal 


grains,  legumes, 
fruits,  and  veg- 
etables, with  moder- 
ate amounts  of  low- 
fat  dairy  products  and 
lean  meats.  The  veg- 
etarian emphasis  pro- 
vides good  fiber  in- 
take. A  high-carbo- 
hydrate(55%-60%of 
calories),  low-fat 
(20%-25%  of  calo- 
ries) diet  is  important 
because  fat  delays 
gastric  emptying. 


Protein 

Redistribution 

Diet 


Food  Guide  Pyramid 

A  Guide  to  Daily  Food  Choices 


Fats,  Oils,  &  Sweets 
USE  SPARINGLY 


□  Fat  (naturally  occumiig 
and  added) 


These  symbols  show  fat  and 
added  sugars  in  foods. 


Milk,  Yogurt, 
&  Cheese 
Group 
2-3  SERVINGS 


Meat,  Poultry,  Fish, 

Dry  Beans,  Eggs, 

&  Nuts  Group 

2-3  SERVINGS 


Q  Sugars 


Vegetable 

Group 

3-5  SERVINGS 


Source:  U.S.  Department  of  AgncuitureAJ.S,  Department  ot  Health  and  Human  Services 


In  theory,  patients 
may  benefit  from  re- 
distributing dietary 
protein  so  that  no 

more  than  7  grams  (or  10%  of  the  recommended  allowance  of 
protein,  if  lower)  at  breakfast  and  lunch.  The  remainder  of  the 
recommended  daily  allowance  for  protein  (0.8  g/kg  body  weight/ 
day  in  adults)  is  taken  at  the  dinner  meal.  Foods  that  are  high  in 
protein  and  should  be  avoided  until  the  evening  meal  include  all 
meats  and  fish,  egg  whites,  gelatin,  dairy  products,  legumes, 
nuts,  chocolate,  cookies,  cakes,  and  candy  bars.  Foods  that  are 
low  in  protein  and  are  unrestricted  include  fluids  (coffee,  tea, 
soda,  fruit  and  vegetable  juices,  water,  and  nondairy  liquid 
creamers),  fresh  and  dried  fruits,  vegetables,  low-protein  cere- 
als (providing  2  grams  of  protein  per  serving  or  less,  such  as 


small  bowel  via  a  satu- 
rable, large  neutral 
amino  acid  (LNAA) 
transport  system — the 
same  system  that 
transports  levodopa 
across  the  blood-brain 
barrier.  When  taken 
with  food,  the  drug 
may  reach  the  proxi- 
mal small  bowel  along 
with  large  quantities 
of  LNAAs  (isoleu- 
cine,  leucine,  valine, 
phenylalanine,  try- 
ptophan, and  ty- 
rosine). Competition 
for  transport  (espe- 
cially after  high-pro- 
tein meals)  can  reduce 
absorption  of  the 
drug."*  Foods  that  have 
relatively  smaller 
amounts  of  LNAAs 
may  provide  levodopa 
with  less  competition  for  sites  on  the  LNAA  carrier  system.  For 
instance,  soy  milk  contains  less  of  the  large,  neutral  amino  acids 
than  cow's  or  goat's  milk.  Substituting  soy  for  cow's  or  goat's 
milk  can  provide  protein  but  less  competition  for  the  LNAA 
carrier  system  (Table  1,  next  page).' 


Vitamin  Supplementation 

It  is  speculated  that  oxidative  damage  resulting  from  an  unfa- 
vorable balance  between  free  radical  generation  and  antioxi- 


Fruit 

Group 

2-4  SERVINGS 


Bread,  Cereal, 

Rice,  &  Pasta 

Group 

6-11 

SERVINGS 
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dant  defenses  may  lead  to  neuronal  death  in  Parkinson's  dis- 
ease.* It  makes  sense,  then,  to  provide  increased  amounts  of 
micronutrient  antioxidants  such  as  vitamin  C,  vitamin  E,  and 
the  carotenoids.  More  than  807r  of  the  vitamin  C  in  Western- 
type  diets  comes  from  citrus  fruits,  green  vegetables,  peppers, 
tomatoes,  berries,  and  potatoes.'  The  primary  sources  of  vita- 
min E  are  vegetable  oils;**  in  the  US,  fruits  and  vegetables 
provide  about  20%  of  dietary  vitamin  E,'  and  some  is  found  in 
breakfast  cereals,  peanut  butter,  eggs,  and  nuts.**  A  daily  vitamin 
E  intake  equivalent  to  10mgofalpha-tocopherol(or  15IU/day) 
is  currently  considered  adequate  for  healthy  men,  but  clinical 
trials  typically  use  supplements  of  134  mg/day  (200  lU/day)  or 
more.'"  The  synthetic  form  of  vitamin  E  (vitamin  E  acetate) 
does  not  cross  the  blood  brain  barrier,  but  vitamin  E  succinate 
does.  Finally,  carotenoids  are  found  in  yellow  and  orange  fruits 
and  vegetables,  green  vegetables,  broccoli,  and  corn.'" 


Medication  Considerations 

Drug-nutrient  interactions  need  to  be  considered  in  Parkinson's 
disease.  If  levodopa  is  taken  with  meals,  the  gastrointestinal 
side  effects  (nausea,  vomiting,  constipation,  dry  mouth,  anor- 
exia) are  diminished  but  absorption  may  also  be  diminished. 
Giving  pyridoxine  (vitamin  B6),  even  as  little  as  5  mg/day, 
reduces  the  effectiveness  of  levodopa,  but  does  not  affect  the 
combination  of  levodopa  and  carbidopa. ' '  Combined  levodopa/ 
carbidopa  should  be  taken  with  vitamin  C-rich  orange  juice  and 
plenty  of  water  to  facilitate  absorption. 

Selegiline  (Deprenyl)  is  a  monoamine  oxidase-B  inhibitor 
that  prolongs  the  life  of  dopamine.  Unlike  the  antidepressant 
monoamine  oxidase  inhibitors  used  in  psychiatric  practice, 
selegiline  in  recommended  doses  does  not  act  on  monoamine 
oxidase-A,  and  therefore  does  not  cause  hypertension  after 
consumption  of  tyramine-rich  foods.'- 


Table  1. 

1 
Amino  acid  profile  of  selected  foods^ 

Amino 

Cow's                 Soy 

acid 

milk                 milk 

TRY* 

113                    103 

THR 

367                   271 

ISO* 

492                   346 

LEU* 

796                   578 

LYS 

644                   430 

MET 

204                      96 

CYS 

75                    113 

PHE* 

392                   362 

TYR* 

392                   269 

VAL* 

544                   338 

ARG 

294                   514 

HIS 

220                    170 

*  denotes 

>  amino  acids  that  use  the  LNAA  carrier  system 

Conclusions 

Parkinson's  disease  is  a  common  and  devastating  neurode- 
generative condition.  Fortunately,  palliative  treatments  are 
available.  In  addition  to  standard  drug  and  surgical  therapy, 
physical  and  occupational  therapy  and  careful  attention  to 
nutritional  and  dietary  elements  can  lessen  the  associated 
symptoms  of  the  disease  and  may  improve  the  efficacy  of  drug 
therapy.  In  this  article  we  have  presented  the  personal  experi- 
ences of  the  authors  as  practical  and  readily  usable  guidelines, 
but  our  review  is  by  no  means  all-encompassing.  More  ques- 
tions remain  than  we  have  answers  available.     □ 
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Use  of  Bicycle  Helmets 
by  Greensboro  Children 


David  Greer,  and  Karl  B.  Fields,  MD 


Bicycling  accidents  kill  900- 1 .300  individuals  each  year  in  the 
United  States.'-  Preventive  measures,  particularly  the  use  of 
helmets,  can  reduce  bicycle  accident  head  injuries  by  85%.' 
Because  children  suffer  most  of  the  head  injuries  arising  from 
such  accidents,-  younger  riders  are  the  appropriate  targets  of 
strategies  aimed  at  reducing  the  frequency  and  severity  of 
bicycle-related  injuries.  Enactment  and  enforcement  of  bicycle 
helmet  regulations  are  one  way  to  help  prevent  pediatric  trauma.'' 
Despite  data  showing  that  helmet  use  reduces  injury,  very 
few  communities  have  mandated  use  of  helmets  by  children.  In 
fact,  only  a  small  percentage  of  children  own  or  regularly  wear 
a  bicycle  helmet.  To  assess  the  barriers  to  bicycle  helmet  use  in 
Greensboro,  North  Carolina,  we  asked  parents  of  bicycle-riding 
children  about  their  child's  riding  habits.  The  results  of  our 
survey  form  the  basis  of  this  report. 


Methods 

Greensboro  and  its  outlying  areas  have  a  population  of  approxi- 
mately 300.000  people.  The  city  has  not  made  a  formalized 
effort  to  encourage  children  to  wear  bicycle  helmets.  The 
survey  took  place  in  the  Moses  Cone  Family  Practice  Center. 
Patients  attending  the  Center  have  demographic  char- 
acteristics typical  of  the  general  population  of  Greens- 
boro  except  that  27%  are  Medicaid  recipients. 

We  asked  77  parents  who  had  at  least  one  bi- 
cycle-riding child  between  the  ages  of  5  and  16  to 
participate  in  our  survey:  75  agreed  and  two  declined. 
All  potential  participants  were  informed  that  the 
study  focused  on  the  bicycle  riding  habits  of  children. 
Participating  parents  were  asked  nine  questions  about 
bicycle  use  by  their  children  (Table  1,  at  right)  prior 
to  an  independently  scheduled  physician  visit. 


A  negative  response  to  question  3  {Does  your  child  ride  a 
bicycle?)  ended  the  interview.  Similarly,  because  questions  7- 
9  pertain  to  reasons  for  not  wearing  a  helmet:  a  positive 
response  to  question  6  (Does  your  child  wear  a  bicycle  helmet?) 
ended  the  interview  at  that  point. 

We  analyzed  the  data  in  two  groups  to  ascertain  preteen 
(ages  5-12)  versus  teenage  (13-16)  use  habits.  Frequency  distri- 
butions and  Chi-square  tests  were  obtained  using  SPSSx  data 
analysis  package. 


Results 

Only  43%  (32  of  75)  of  the  children  covered  by  our  survey 
owned  a  bicycle  helmet.  This  finding  was  consistent  across  both 
age  groups. 

When  asked  whether  their  child  would  wear  a  helmet  if  one 
were  provided,  86%  of  parents  of  children  under  age  13  said 
yes.  On  the  other  hand,  only  36%  (p=.002)  of  parents  of  older 
children  said  their  child  would  wear  a  helmet,  even  if  given  to 
them.  Parents  appeared  to  be  aware  that  peer  pressure  was  an 
instnmiental  reason  for  non-use.  Seven  of  the  29  responses 
(Table  2,  next  page)  given  by  parents  to  explain  why  their  child 


Table  1.  Survey  questions 


A  graduate  of  UNC-Greensboro.  Mr.  Greer  Is  a  medi- 
cal school  applicant.  Dr.  Fields  is  Director,  Family 
Medicine  Residency  Program,  Moses  Gone  Health 
System,  1125  N.  Church  St.,  Greensboro  27401. 


8. 

9. 


How  many  children  between  the  ages  of  5  and  1 6  do  you  have? 

What  are  their  ages? 

Does  your  child  ride  a  bicycle? 

What  kind  of  bicycle  does  your  child(ren)  have?  (mountain,  tour 

10-speed,  hybrid,  bmx,  other-please  specify) 

How  long  has  your  child  been  riding  (in  years) 

Does  your  child  wear  a  bicycle  helmet? 

If  s/he  does  not  wear  a  bicycle  helmet,  is  cost  a  factor  in  not 

wearing  one? 

What  other  reasons  are  there  for  not  wearing  a  helmet? 

Would  your  child(ren)  wear  a  bicycle  helmet  if  s/he  had  one? 
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Table  2.  Reasons  given  by  parents  as  to  why  children  do  not 
use  bicycle  helmets 

1 .  Child  does  not  ride  far  from  home;  does  not  ride  much;  just  rides 
in  the  yard.  (n=14) 

2.  Child  does  not  like  bicycle  helmets;  helmets  aren't  "cool."  {n=7) 

3.  Child  rides  only  in  the  "country"  or  in  areas  where  there  is  little 
automobile  traffic.  (n=4) 

4.  Parent  had  not  thought  about  purchasing  a  helmet.  (n=2) 

5.  Child  had  not  had  a  chance  to  ride  bicycle  yet  because  of 
inclement  weather.  (n=1) 

6.  Child  had  a  helmet  but  lost  it.  (n=1) 


did  not  use  a  helmet  were  that  helmets  were  not  "cool,"  or  the 
child  did  not  "like  them."  These  responses  were  used  more 
often  by  the  parents  of  older  children  (13-16),  suggesting  that 
helmet  use  is  likely  to  be  less  after  puberty,  a  period  of 
decreasing  parental  influence.  Age  was  not  indicative  of  helmet 
ownership,  but  rather  of  the  likelihood  that  one  would  not  be 
used. 

Only  12  parents  cited  financial  concerns  as  a  key  factor  in 
helmet  ownership,  but  more  parents  of  13- 16  year  old  children 
(41.7%)  than  parents  of  younger  children  (23.3%)  said  that  cost 
was  a  consideration  (p=.234). 


Discussion 

Several  studies  have  investigated  the  success  of  efforts  (legis- 
lative policies,  educational  programs,  promotional  strategies, 
or  combinations  of  the  three)  to  encourage  bicycle  helmet  use. 
Legislative  efforts  have  been  the  most  effective  strategy.' 
Extrapolation  of  findings  from  Howard  County,  Maryland, 
(where  children's  use  of  bicycle  helmets  is  mandated  by  law) 
suggests  that  a  universal  requirement  of  helmet  use  could 
prevent  about  100  deaths  nationwide  each  year.'  Since  neither 
the  City  of  Greensboro  nor  the  surrounding  county  requires 
helmet  use  by  children,  our  survey  reflects  behaviors  in  a  locale 
with  no  legislative  mandates. 

Unidimensional  efforts  other  than  legislative  mandate  may 
not  be  effective.  Helmet  subsidy  programs  alone  are  unlikely  to 


help  since,  although  helmet  ownership  is  on  the 
increase,  helmet  use  is  not.''  Multifaceted  education 
campaigns  do  increase  bicycle  helmet  use  some- 
what,' but  in  the  absence  of  legislation,  there  is  no 
reinforcement  for  continued  helmet  use  and  the 
memory  for  the  educational  intervention  does  not 
persist. 

The  parents  of  some  teenagers  said  that  the  cost 
of  purchasing  a  helmet  was  a  factor  in  their  child' s  not 
having  one,  but  most  parents  did  not  express  this 
concern.  We  suspect  that  "financial  concern"  has  less 
to  do  with  the  actual  cost  of  the  helmet  and  more  to  do 
with  the  belief  that  the  teenager  will  not  wear  it,  thus 
making  the  purchase  money  poorly  spent. 
We  found  a  pattern  of  helmet  use  that  seemed  to  be 
determined  by  residential  proximity  to  the  city  and  by  parental 
perception  of  traffic  intensity.  Children — especially  younger 
ones — whose  families  lived  close  to  or  inside  the  city  limits 
were  more  likely  to  wear  a  bicycle  helmet.  Rate  of  use  declined 
as  age  of  the  child  or  residential  distance  from  the  city  in- 
creased. Many  parents  justified  their  children's  non-use  of 
helmets  on  the  basis  of  riding  "in  the  country"  or  in  areas  with 
"little  traffic,"  but  this  reasoning  is  fallacious  because  most 
bicycle  accidents  represent  collisions  with  fixed  objects,  not 
moving  traffic'  Furthermore,  there  is  no  correlation  between 
severity  of  injury  from  bicycle  crashes  and  proximity  of  the 
accident  site  to  the  child's  residence.  Younger  children  who 
ride  close  to  home  have  as  much  risk  of  injury  as  children  who 
ride  close  to  automobile  traffic.^  Parents  need  to  be  consistent 
in  requiring  helmet  use  regardless  of  where  the  child  rides.' 

The  question  of  whether  all  bicycle-riding  North  Carolin- 
ians should  be  required  to  wear  bicycle  helmets  deserves 
debate,  but  a  bill  requiring  children  to  wear  them  merits  strong 
support.  Parents  often  make  decisions  about  helmet  purchase 
and  use  based  on  a  flawed  rationale  that  assumes  the  safety  of 
riding  helmetless  in  rural  or  low  traffic  areas.  Since  many  North 
Carolina  families  live  in  areas  even  less  densely  populated  than 
Greensboro,  we  expect  that  rates  of  helmet  use  are  even  lower 
in  other  areas  of  the  state .  We  believe  that  statewide  legislation 
should  be  enacted  to  safeguard  North  Carohna's  children,  and 
educational  programs  should  be  designed  and  directed  toward 
both  parents  and  children.     □ 
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Commentary 


Robert  F.  Perry,  MD.  Medical  Director,  The  PeeDee  Clinic,  Wilmington 


The  study  by  Greer  and  Fields  underscores  the  importance 
of  developing  a  multidisciplinary  protocol  to  more  effectively 
convey  the  message  of  bicycle  helmet  safety  to  the  commu- 
nity and,  likewise,  emphasizes  the  urgent  need  for  adopting 
legislation  that  mandates  the  use  of  this  protective  equip- 
ment by  all  children  in  North  Carolina. 

No  one  can  dispute  the  fact  that  helmets  save  lives  and 
dramatically  reduce  the  incidence  of  bicycle-related  head 
injuries.  Simply  stated,  helmet  use  is  a  common  sense  issue 
that  any  responsible  parent,  after  considering  the  obvious 
safety  benefits  for  their  child,  will  invariably  support.  So  why 
doesn't  every  child  wear  a  bicycle  helmet?  As  the  authors 
report,  only  about  four  out  of  1 0  children  in  their  survey  even 
own  a  helmet.  They  propose  a  number  of  ostensibly  valid 
reasons  to  account  for  this  observation.  Yet  they  overlook 
one  of  the  most  critical  variables  in  the  parental  decision- 
making process — i.e.,  personal  experience.  Emphasis  on 
bicycle  helmet  use  is  a  relatively  recent  phenomenon  and 
many  adults,  especially  those  over  30,  never  used  a  bicycle 
helmet  during  childhood  and/or  never  received  instruction 
related  to  bicycle  safety  issues.  Thus,  those  who  are  now 
responsible  for  purchasing  the  helmet  for  the  child,  and, 
thereafter,  for  encouraging  its  use,  often  lack  an  experiential 
frame  of  reference  regarding  the  importance  of  that  equip- 
ment. Hence,  the  message  of  bicycle  helmet  safety  may  not 
be  effectively  conveyed  from  parent  to  child. 

From  a  pediatric  perspective,  most  clinicians  introduce 
the  concept  of  bicycle  safety  (including  helmet  use)  at  the 
periodic  well  child  visit,  usually  as  soon  as  the  child  is  able  to 
ride  a  thcycle  (two-and-a-half  to  three  years  of  age).  This 
establishes  an  early  and  a  positive  association  between 
behaviors.  Ideally,  the  helmet  then  becomes  an  integral 
component  of  the  bike-riding  experience  and  a  lifelong  per- 
sonal safety  habit  is  hopefully  created.  It  is  reasonable  to 
assume  that  if  helmet  use  begins  at  an  early  age,  then  there 
is  less  chance  that  any  stigma  or  other  negative  connotation 
will  be  associated  with  that  behavior  (e.g.  not  "cool,"  etc.)  as 
the  youngster  approaches  adolescence.  In  my  private  prac- 
tice, I  also  encourage  patients  to  wear  a  safety  helmet  when 
riding  a  skateboard  or  while  roller  skating — ensuring  maxi- 
mum protection  when  the  child  is  engaged  in  any  activity  in 
which  they  are  propelled  at  an  increased  velocity  along  a 
hard  surface  and  can  potentially  sustain  head  trauma. 

As  the  authors  point  out,  multifaceted  education  pro- 
grams, although  well  conceived  and  intentioned,  only  tran- 
siently increase  helmet  use.  The  lack  of  sustained  positive 
reinforcement — outside  of  the  classroom  and  at  home — 
eventually  minimizes  the  initial  intervention.  This  observation 
notwithstanding,  it  is  still  incumbent  on  our  school  systems, 
particularly  at  the  primary  grade  levels,  to  foster  bicycle 
helmet  use  as  a  fundamental  facet  of  the  basic  health  and 
safety  curriculum. 


Just  as  we  teach  our  children  to  "look  both  ways  before 
crossing  the  street,"  "never  talk  to  strangers,"  and  "stop,  drop, 
and  roll,"  bicycle  helmet  use  could  be  incorporated  into  the 
cultural  lexicon  by  using  a  simple  and  easily  remembered 
slogan.  Look  how  children  of  the  current  generation  auto- 
matically buckle  themselves  into  a  seat  belt  immediately 
upon  entering  an  automobile. 

As  recently  as  the  early  1 980s,  few  people  actually  used 
seat  belts  on  a  regular  basis,  although  they  were  certainly 
standard  equipment  in  all  cars.  To  some  it  was  "uncool";  to 
others,  seat  belt  use  was  simply  an  annoyance.  What  hap- 
pened during  the  past  decade  to  alter  this  societal  mind  set? 
Informing  the  public  about  motor  vehicle-related  morbidity 
and  mortality  statistics  had  little  impact.  Scare  tactics  are 
rarely  ever  effective  as  catalysts  for  positive  cultural  change. 
The  simple  truth  is  that  seat  belt  use  became  the  law — and 
because  the  public  was  then  compelled  to  adopt  this  behav- 
ior, seat  belt  use  eventually  became  accepted  and  routine.  It 
evolved,  over  time,  into  the  cultural  norm.  It  therefore  seems 
reasonable  to  anticipate  that  legislation  that  statutorily  man- 
dates (and  enforces!)  bicycle  helmet  use  will  ultimately  have 
the  same  positive  behavioral  effect  so  that  in  the  future  no 
child  will  consider  riding  a  bicycle  without  first  putting  on  a 
helmet.  It  may  take  a  generation  to  accomplish,  but  the 
advantages  in  terms  of  injuries  prevented  and  lives  saved, 
will  be  immeasurable. 

Finally,  the  authors  contend  that  geographic  proximity  to 
a  metropolitan  area  may  influence  the  decision  to  wear  a 
bicycle  helmet.  This  association  may  be  legitimate  and 
deserves  further  study.  It  is  likely  a  minor  factor,  however,  in 
the  definitive  decision  by  a  parent  to  require  their  child  to 
employ  this  safety  equipment.  A  more  significant  variable,  I 
believe,  is  each  parent's  personal  perspective,  their  familiar- 
ity with  the  issues.  It  is  conceivable  that  some  adults,  irre- 
spective of  their  level  of  education  or  sophistication,  have 
never  taken  the  time  to  consider  the  objective  advantages  of 
helmet  use  or,  as  importantly,  to  critically  assess  the  risks 
and  dangers  to  their  child  when  not  wearing  a  bicycle  helmet. 
The  development  of  an  adult/parental  education  program  to 
examine  and  address  these  issues — perhaps  a  multidisci- 
plinary effort  involving  the  school  system,  the  media,  and  the 
medical  establishment — offers  a  practical  approach  for  bring- 
ing this  information  to  the  general  public.  The  coordination  of 
such  a  project  will  be  a  Herculean  task,  but  the  obvious 
benefits  to  society  clearly  warrant  its  consideration. 

I  commend  Mr.  Greer  and  Dr.  Fields  for  this  very  worth- 
while research  and  agree  wholeheartedly  that  legislation 
requiring  bicycle  helmet  use  by  all  children  in  North  Carolina 
offers  the  best  and  most  expeditious  means  for  developing 
this  vital  personal  safety  behavior  among  young  people  and 
for  maximally  protecting  that  segment  of  our  population  who 
are  at  the  greatest  risk  for  preventable  head  injury.    □ 
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Living  with  {Hypertension 


INTRODUCTION  TO 
DEALING  WITH  ELEVATED  BLOOD  PRESSURE 


by  John  M.  Flack,  MD,  MPH 


Hypertension,  or  elevated  blood  pressure,  is  a  very  common 
condition  for  adult  Americans.  Unfortunately,  there  are  a  lot 
of  myths  about  what  hypertension  is,  as  well  as  about  whether 
hypertension  causes  symptoms.  Another  misconception 
about  hypertension  concerns  whether  systolic  or  diastolic 
blood  pressure  is  more  important.  This  brief  overview  about 
the  condition  will  examine  important  issues  facing  individu- 
als living  with  it.  And,  whenever  possible,  special  issues  for 
residents  of  the  Southeastern  United  States  will  be  high- 
lighted. 


What  is  Hypertension? 

Hypertension  is  an  abnormally  high  physical  pressure  inside 
the  major  blood  vessels  (arteries).  Blood  courses  throughout 
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the  arteries  and  releases  life-sustaining  oxygen  to  our  vital 
organs  (i.e.,  heart,  brain,  kidneys)  and  other  body  parts. 
There  are  a  number  of  factors  which  can  lead  to  elevated 
blood  pressure,  including  increased  blood  vessel  constriction 
(squeezing),  abnormally  high  blood  volume,  reduced  capac- 
ity of  the  blood  vessel  to  stretch  when  blood  is  pumped 
through  it,  and/or  an  increased  amount  of  blood  being  pumped 


NCMJ  Mav/June  1997,  Volume  58,  Number  3 


193 


by  the  heart.  Hypertension  is  not,  however,  caused  by 
nervousness  or  anxiety.  A  blood  pressure  of  1 20/80  millime- 
ters of  mercury  or  less  is  considered  to  be  ideal.  The  first  or 
top  number  (120)  is  the  systolic  blood  pressure  and  the 
second,  or  bottom  number  (80),  is  the  diastolic  blood  pres- 
sure. Systolic  blood  pressure  repeatedly  equal  to  or  higher 
than  140  millimeters  or  diastolic  blood  pressure  equal  to  or 
higher  than  90  millimeters  is  considered  to  be  hypertension. 


Why  is  Hypertension  Innportant? 

Hypertension  is  important  because  the  level  of  both  systolic 
and  diastolic  blood  pressure  predicts  an  individual's  risk  for 
ultimately  experiencing  blood  pressure  complications,  such 
as  stroke,  kidney  failure,  heart  failure,  heart  attack  ormyocar- 
dial  infarction,  peripheral  vascular  disease,  and/or  dementia. 
Although  systolic  and  diastolic  blood  pressure  are  both 
important  risk  predictors,  in  relative  terms,  systolic  blood 
pressure  is  more  closely  linked  to  the  risk  for  hypertensive 
complications.  Though  not  a  well-known  fact,  individuals 
with  hypertension  experience  a  number  of  symptoms,  such  as 
weakness,  fatigue,  poor  exercise  tolerance,  headache,  sleep 
problems,  and  dizziness. 


Who  is  at  Risl<  for  Hypertension? 

Over  50-million  Americans  have  elevated  blood  pressure. 
On  a  percentage  basis,  African- Americans  are  at  higher  risk 
of  developing  hypertension  than  are  either  whites  orHispan- 
ics.  Blood  pressure  levels  increase  with  advancing  age.  In 
fact,  among  persons  over  65  years  of  age,  hypertension  is 
more  common  than  normal  levels  of  blood  pressure.  Older 
persons  tend  to  more  often  have  elevations  of  systolic  than 
diastolic  blood  pressure  or  combined  elevations  of  both 
systolic  and  diastolic  blood  pressure.  Individuals,  both 
African-American  and  white,  living  in  the  Southeastern 
states,  such  as  North  Carolina,  Alabama,  and  Georgia,  have 
a  greater  risk  of  hypertension  and  its  complications,  such  as 
stroke,  kidney  failure,  and  heart  failure,  than  similar  indi- 


viduals living  outside  this  geographic  region.  Men  develop 
hypertension  at  younger  ages  than  women,  although  at  older 
ages  a  greater  percentage  of  women  have  hypertension  than 
men.  The  risk  of  hypertension  is  directly  related  to  body  size. 
That  is,  overweight  individuals  (particularly  after  rapid  weight 
gain)  are  at  increased  risk  of  having  elevated  blood  pressure. 
Diabetic  persons  also  have  hypertension  more  than 
nondiabetics. 


Do  Certain  Lifestyle  Choices 
Lead  to  Hypertension? 
Sodium 

Most  Americans,  especially  those  of  us  living  in  the  South- 
east, consume  high  levels  of  dietary  sodium  (salt).  Most  of 
us  consume  anywhere  from  20  to  40  times  the  amount  of 
sodium  that  we  need  for  normal  bodily  functions.  The 
majority  of  salt  in  the  diet  is  "hidden,"  meaning  that  approxi- 
mately 85%  of  the  salt  in  our  diet  is  processed  into  the  foods 
before  we  ever  see  it;  less  than  10%  is  added  during  food 
preparation  or  at  the  table.  Foods  such  as  bacon,  processed 
meats,  soups,  and  canned  goods  are  high  in  sodium.  Some 
groups,  such  as  older  persons,  diabetics,  African-Americans, 
and  overweight  individuals,  are  at  increased  risk  for  being 
salt-sensitive.  That  is,  when  they  consume  sodium  their 
blood  pressure  levels  go  up,  and  when  they  lower  their  salt 
intake  their  blood  pressure  falls. 

Physical  Inactivity 

A  lack  of  physical  activity  also  increases  one's  risk  of 
hypertension.  A  low  level  of  physical  activity  is  a  lifestyle 
choice  that  promotes  obesity,  which  in  turn  also  raises  blood 
pressure.  Aerobic  physical  activity  lowers  blood  pressure 
and  reduces  an  individual's  risk  of  hypertension.  Moreover, 
physical  activity  makes  virtually  all  blood-pressure-lower- 
ing drugs  work  better.  Hypertensive  patients  sometimes  find 
it  difficult  to  exercise,  because  they  tire  easily.  Heavy  weight 
lifting  and  isometric  exercise  can,  however,  raise  blood- 
pressure  levels.  Hypertensive  patients  should  favor  aerobic 
activity  and,  when  engaging  in  resistance  training,  should  lift 
weight  levels  that  are  comfortable  for  high  repetitions.  Over 
one -half  of  all  hypertensive  individuals  are  salt-sensitive. 

Alcotiol 

Alcohol  raises  blood  pressure  in  direct  proportion  to  the 
amount  consumed.  Hypertensive  patients  do  not  need  to 
avoid  alcohol  entirely.  However,  it  is  clearly  advisable  for 
them  to  consume,  on-average,  no  more  than  the  equivalent  of 
two  mixed  drinks  per  day. 

Potassium 

Low  levels  of  dietary  potassium  consumption  have  been 
linked  to  hypertension,  as  well  as  to  an  increased  risk  of 
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stroke.  There  are  also  studies  suggesting  that  higher  levels  of 
potassium  intake  help  the  kidney  to  excrete  excess  amounts 
of  dietary  sodium.  Low  serum  potassium  levels  in  individu- 
als treated  with  diuretics  are  often  attributable  to  high  levels 
of  dietary  sodium  intake.  Persons  living  in  the  Southeast 
have  the  lowest  intake  of  dietary  potassium  of  any  geographic 
region  in  the  United  States.  African-Americans  tend  to  have 
lower  potassium  intake  than  whites.  Rich  dietary  sources  of 
potassium  include  fruits  and  green  leafy  vegetables.  Potas- 
sium supplements,  however,  should  be  avoided  in  individu- 
als with  abnormal  kidney  function,  unless  they  are  closely 
monitored  by  a  physician. 

Calcium 

Low  levels  of  dietary  calcium  intake  have  been  linked  to  an 
increased  risk  of  hypertension.  However,  when  calcium 
supplements  have  been  given  to  individuals  with  elevated 
blood  pressure,  the  blood-pressure-lowering  effect  has  been 
disappointing.  Dairy  products  are  a  major  dietary  source  of 
calcium  (and  fat). 

Smoking 

Over  the  long-term,  smoking  does  not  raise  blood  pressure. 
In  fact,  smokers  tend  to  have  slightly  lower  blood  pressures 
than  nonsmokers,  mostly  because  of  their  lower  body  weight. 
However,  when  a  cigarette  is  smoked,  blood  pressure  in- 
creases by  10  to  20  millimeters  of  mercury.  These  repeated 
increases  lead  to  damage  to  the  major  blood  vessels  that 
supply  vital  organs. 

Stress 

It  has  not  been  proven  that  stress  raises  blood  pressure  over 
the  long-term.  However,  it  has  been  shown  that  acute  stress 
leads  to  blood  pressure  elevations.  Stress  also  causes  the 
kidneys  to  hold  onto  salt  and  water  that,  under  nonstressed 
conditions,  would  be  excreted  into  the  urine. 

Miscellaneous 

A  number  of  other  minerals  and  dietary  supplements  have 
been  suggested  to  either  contribute  to  the  development  of 
hypertension  or,  when  supplemented  in  the  diet,  to  lower 
blood  pressure.  For  example,  supplementation  with  magne- 
sium and  garlic  may  lower  blood  pressure  in  selected  indi- 
viduals. However,  neither  is  as  powerful  as  currently  avail- 
able blood-pressure-lowering  medications.  Because  of  that, 
these  supplements  should  not  be  viewed  as  a  substitute  for 
medications  prescribed  by  a  physician.  Magnesium  supple- 
ments should  be  avoided  in  individuals  with  abnormal  kidney 
function,  unless  there  is  close  physician  monitoring. 


Why  Treat  Hypertension? 

There  is  a  lot  of  good  information  from  clinical  trials  of 
hypertensive  patients  that  proves  the  benefits  of  lowering 
blood  pressure  with  antihypertensive  drugs.  The  benefits  are 
especially  impressive  for  middle-aged  and  older  hyperten- 
sive individuals.  There  are  many  benefits  to  hypertension 
treatment.  These  include  a  lower  risk  for  pressure-related 
complications,  such  as  stroke,  heart  failure,  heart  attack, 
kidney  failure,  and  peripheral  vascular  disease.  It  does, 
however,  take  longer  to  attain  these  clinical  benefits  from 
drug  treatment  in  younger  hypertensives.  A  benefit  of 
hypertension  treatment  that  is  seldom  appreciated  is  that 
individuals  feel  better  when  their  blood  pressure  is  normal- 
ized. Indeed,  ithas  been  along-standing  myth,  shared  by  both 
physicians  and  patients,  that  hypertension  does  not  cause 
symptoms.  In  fact,  numerous  public  service  campaigns  have 
labeled  hypertension  the  "silent  killer."  However,  symptoms 
known  to  be  associated  with  elevated  blood  pressure  which 
should  lessen  or  disappear  during  hypertension  treatment 
include  headache,  sleep  disturbance,  weakness,  fatigue,  leth- 
argy, dizziness,  chest  pain,  shortness  of  breath,  and  poor 
exercise  tolerance.  These  symptoms  can  be  caused  by 
disorders  other  than  hypertension,  but  among  individuals 
with  hypertension,  these  symptoms  correlate  with  the  blood- 
pressure  level. 


Hypertension  Treatment: 
Staying  the  Course 

Keeping  hypertensive  individuals  on  their  prescribed  blood- 
pressure-lowering  medications  over  the  long-term  is  some- 
times a  major  challenge.  It  is,  perhaps,  an  even  greater 
challenge  to  convince  individuals  with  hypertension  to  change 
their  lifestyle — reduce  caloric  intake  (especially  fat),  exer- 
cise more,  limit  alcohol  intake  to  two  drinks  per-day  or  less, 
and  restrict  dietary  sodium  intake  to  less  than  three  grams  per 
day — in  such  a  way  that  will  lower  blood  pressure  and  also 
increase  the  effectiveness  of  prescribed  antihypertensive 
medications.  Some  studies  have  found  that  as  many  as  50% 
of  hypertensive  patients,  who  were  initially  started  on  blood- 
pressure-lowering  medications,  will  stop  taking  their  medi- 
cation within  the  first  year  after  it  was  initially  prescribed. 
Additionally,  of  the  hypertensive  patients  who  take  their 
blood-pressure  medications  over  the  long-term,  only  60% 
take  them  as  prescribed,  likely  taking  less  of  the  medication 
or  taking  it  less  frequently  than  they  should. 

The  act  of  taking  blood-pressure  medication  over  the 
long-term  is  necessary  for  most  hypertensive  individuals  to 
attain  a  normal  blood-pressure  level.  When  blood  pressure  is 
lowered,  the  risk  of  pressure-related  complications,  such  as 
stroke,  is  reduced  and  persons  feel  better.  Some  of  the 
reasons  hypertensive  persons  do  not  take  their  medication 
include  poor  communication  with  their  doctor,  drug  costs, 
and  side  effects. 
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Why  do  Side  Effects  Occur 
During  Hypertension  Treatment? 

Probably  the  most  important  cause  of  hypertensive  patients 
stopping  their  blood  pressure  medication  is  their  perception 
that  the  drug  is  causing  side  effects.  It  is  important  to,  once 
again,  realize  that  hypertensive  individuals  do  experience 
symptoms.  Only  25%  of  all  hypertensives  and  only  45%  of 
those  on  antihypertensive  medication  achieve  normal  blood- 
pressure  levels.  That  is,  a  systolic  blood  pressure  less  than 
140  and  a  diastolic  blood  pressure  less  than  90.  Thus,  most 
hypertensives  who  are  taking  medication  have  blood-pres- 
sure levels  above  the  "normal"  range. 

Hypertensive  individuals  are  prone  to  experience  symp- 
toms at  several  times  during  the  course  of  treatment.  Prior  to 
beginning  treatment,  hypertensive  individuals  are  at  risk  of 
experiencing  symptoms  because  their  blood-pressure  levels 
are  high.  Hypertensive  persons  taking  blood-pressure  medi- 
cations, who  have  not  had  their  blood  pressure  normalized, 
may  also  experience  symptoms  because  their  blood  pressure 
remains  elevated.  They  may  feel  their  symptoms  are  caused 
by  the  drug  and  not  by  their  unimproved  condition. 

The  best  way  to  alleviate  the  symptoms  is  to  control  the 
blood  pressure.  This  will  require  more,  not  less,  medication, 
as  well  as  a  greater  commitment  to  lifestyle  changes.  Unfor- 
tunately, when  the  drug(s)  is  wrongly  blamed  for  these 
symptoms,  it  is  usually  stopped  and  another  one  is  substi- 
tuted. This  results  in  the  frustrating  exercise  of  repeatedly 
switching  medications  in  an  effort  to  get  rid  of  pressure- 
related  symptoms.  To  make  matters  worse,  when  one  medi- 
cation is  stopped  and  another  one  is  started,  the  blood  pres- 
sure often  temporarily  rises,  leading  to  additional  symptoms. 
Some  individuals  then  want  to  restart  their  old  medication. 
However,  the  new  medication  is  usually  not  the  cause,  nor  is 
restarting  the  old  medication  the  solution.  Both  the  patient 
and  the  physician  need  to  be  patient  as  these  symptoms 
usually  go  away  with  time,  assuming  that  the  blood  pressure 
can  eventually  normalize. 

Hypertensive  persons  are  also  at  risk  for  symptoms  when 
drug  treatment  is  first  started  or  dosage  increased.  This  is 
usually  because  of  a  relatively  rapid  drop  in  the  blood 
pressure.  Finally,  blood-pressure-lowering  drugs  do  cause 
some  side  effects.  These  side  effects  are  sometimes  very 
similar  to  the  side  effects  experienced  from  high  blood 
pressure  itself.  However,  a  good  rule  of  thumb  is  that  blood- 
pressure-lowering  drugs  get  rid  of  far  more  side  effects  than 
they  cause.  Also,  most  side  effects,  experienced  when  drugs 
are  first  started  or  when  medications  are  changed,  usually  go 
away  within  a  few  weeks  to  a  couple  of  months  after  blood- 
pressure  levels  have  returned  to  normal. 


Blood  Pressure  Lowering  Drugs 
and  Sexual  Function 

Blood-pressure-lowering  drugs  do  frequently  cause  or  aggra- 
vate sexual  difficulties  in  men.  There  is  also  some  suggestion 
that  women  treated  with  hypertensive  medication  may  have 
more  problems  with  sexual  functioning  than  hypertensive 
women  who  are  not  taking  medication;  however,  study 
results  are  not  clear. 

Among  men,  problems  with  sexual  function  are  more 
common  with  older  men.  By  age  60,  at  least  one  in  five 
hypertensive  men  report  problems  with  either  getting  or 
keeping  an  erection.  These  problems  are  more  common  in 
hypertensive  men  on  drug  treatment  than  in  similar  men  not 
taking  blood-pressure  medication.  Almost  all  antihyperten- 
sive medications  can  cause  sexual  function  problems  in  men, 
at  least  for  a  short  while.  However,  over  the  long  term,  the 
diuretics  and  the  older  blood-pressure  medications  cause 
more  sexual  dysfunction  than  the  newer  currently  preferred 
medications.  Interestingly,  sexual  problems  spontaneously 
resolve  themselves  in  over  one-half  of  hypertensive  men 
reporting  sexual  difficulties  without  any  specific  treatment  or 
change  in  medication. 

It  is  not  uncommon  for  some  men  to  stop  taking  their 
blood-pressure-lowering  medications  to  avoid  the  potential 
short-term  problems  with  sexual  function.  However,  over 
the  longer  term,  higher  levels  of  blood  pressure,  particularly 
systolic  blood  pressure,  are  associated  with  poor  sexual 
functioning  in  men.  Other  factors  known  to  correlate  with 
poor  male  sexual  functioning  in  men  include  heavy  alcohol 
intake,  smoking,  older  age,  and  diabetes. 


Summary 

Gaining  control  of  hypertension  requires  a  large  effort  on  the 
part  of  not  only  the  patient  and  physician,  but  other  health 
care  providers  as  well.  Successful  hypertension  management 
is  defined  as  lowering  blood  pressure  to  less  than  140  milli- 
meters of  mercury  systolic  and  less  than  90  millimeters  of 
mercury  diastolic.  If  blood  pressure  is  lowered  gradually, 
one  can  expect  to  feel  better.  In  most  situations,  there  is  no 
benefit  in  rapidly  lowering  blood  pressure.  The  down  side  of 
rapid  blood  pressure  lowering  is  that  individuals  tend  to  feel 
bad,  at  least  temporarily,  and  are  likely  to  discontinue  medi- 
cation. Patience  is  the  key.  It  takes  at  least  four  to  six  weeks 
to  achieve  normal  blood  pressure  when  a  new  medication  is 
started.  Almost  all  of  the  blood-pressure  medications  work 
better  when  the  individual  makes  lifestyle  changes  (loses 
weight,  reduces  salt  and  alcohol  intake,  and  increases  aerobic 
activity).  □ 
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NCMS  Members  Can  Now  Enroll  In  Quest  's 
50%  Hotel  Savings  Program  For  Just  $29.95 

Airline  Savings  &  Dining  Discounts  Enhance  Quest's  Already  Outstanding  50%  Off  Hotel  Rates 


Imagine  saving  a  full  50%  on  hotel 
rates  -  and  having  more  than  2,100  ter- 
rific locations  to  choose  from!  Well 
^here's  your  chance  to  do  just  that,  be- 
cause now  you  can  jom  Quest  Interna- 
tional—the nation's  leading  hotel  savings 
program  -  at  tremendous  savmgs... 

You'll  join  nearly  4  million  Quest 
card  holders  who  are  now  taking  advan- 
tage of  Quest's  half-price  hotel  rates. 
And  Quest  has  now  added  a  terrific  new 
dining  program  to  their  already  out- 
standing 50%  hotel  savings. 


On  top  of  an  impressive  50%  ofFhotel 
rates  and  terrific  deals  on  car  rentals. 
Quest  also  gives  you  25%  off  the  food 
bill  when  you  dine  at  participating  jes- 
taurants.  Each  restaurant  is  listed  in 
your  directory  -  along  with  more  than 
2,100  Quest  hotels. 


Here's  a  fact: 

. .  .every  night  across  America  about  32 
out  of  every  100  hotel  rooms  sit  empty. 

Recognizing  this,  Quest  International 
has  approached  hotels  on  behalf  of  its 
nearly  4,000,000  members.  "  Would  you 
i  be  willing,"  Quest  asked,  "to  give  our 
members  a  50%  discount  if  they  came  to 
your  hotel  instead  of  another?" 

I,  Well,  the  hotels  could  easily  see  that 
letting  a  $70.00  room  go  for  $35.00,  or 
a  S13\l.00  room  going  for  $65.00,  is 
certainly  better  than  no  income  at  all. 
The  hotel  is  fully  staffed.  The  restaurant 
and  lounge  are  already  open.  Why  not 
give  Quest  members  a  deal  to  help 
ensure  occupancy  levels,  (and  profits!) 
are  as  high  as  possible? 


Some  time  ago,  U.S.  News  &  World 
Report  did  an  article  comparing  hotel 
savings  plans.    In  the  article,  they  said. 

"The  best  deal  is  available  through  Quest 
International,  whose  members  pay  $99  a  year* 
and  gel  a  50%  discount  on  available  rooms  at 
Holiday  Inns.  Hillons  and  other(s)...  " 

*  (You  pay  just  $29.95  rather  than  $99.00} 


John  Bobel,  a  pilot  from  Fort  Walton 
Beach,  Florida,  wrote  to  me  a  while 
back.  Here's  what  he  had  to  say  about 
just  one  ot  his  experiences  with  Quest. 


'*  Wlien  I  presented  my  Quest  mem- 
bership card,  I  received  outstanding  aaom- 
modations  and  great  service.  I  obtained  a 
beautiful  suite  for  only  $37.50  that  nor- 
mally rented  for  $75.00  per  day. . .  just 
one  visit  saved  me  much  more  than  my 
Quest  membership  feel  "         John  Bobei 

Fort  Walton  Beach.  FL 


If  you  called  Quest  directly  to  join, 
you'd  pay  $99  per  year.  That's  Quest's 
regular  rate.  But  through  this  special 
offer  you  can  join  for  just  $29.95! 

That's  70%  off!  And  it's  only  available 
through  Destinations.  You  see,  we're 
Quest's  admistrator  to  groups  -  hke  North 
CaroUna  Medical  Society. 

Your  membership  is  completely  full- 
service,  including  a  personally  embossed 
Quest  members-hip  card.  Your  annual 
renewal  is  sent  and  billed  to  you  auto- 
matically, always  at  the  low  group  rate. 
And,  you  can  cancel  any  time  during 
your  membership  life  and  get  a  full 
refund  if  not  fully  satistled. 


•  Westins 

•  Hoivard  Johnsons 

•  Holiday  Inns 

•  Radissons 

•  Marriotts 

•  Best  Westerns 

•  Hiltons 

•  Sheratons 

...and  morel  Over  2,100  hotels,  and 
resorts  in  both  small  and  large  cities! 

Plus,  you'll  receive  a  brand-new,  fuUy 
updated  directory  every  90  days-af  no 
added  cost.  Other  Quest  members  pay 
$8.00  extra  each  year  for  their  subscrip- 
tion, but  through  this  special  offer  your 
subscription  is  absolutely  free. 


Your  membership  is  protected  by  a 
hassle-free,  money-back  guarantee  of 
satisfaction.  And  your  guarantee  is  valid 
right  up  to  the  last  day  of  your  membership! 
Even  after  you  use  Quest  and  save  the 
50%...  if  you're  not  fully  satisfied,  you 
can  get  your  full  membership  fee  back. 


Do  you  and  your  spouse  ever  travel 
to  different  cities  at  the  same  time?  Or, 
do  you  ever  travel  with  children  or 
other  family  members  and  sometimes 
need  two  rooms? 


No 


w  you  can  get  a  secon 


dfliU- 


You  also  have  access  to  our  exclusive 
toll-free  phone  service.  Sign  up  any- 
time -  24  hours  a  day,  seven  days  a 
week.  And  if  you  have  questions,  our 
member  service  operators  are  on  staff 
each  weekday  from  8  to  5.    (PST) 

The  number  is... 


(1-800-782-9450) 
When  you  call,  give  the  operator... 

Access  Number: 

This  number  will  secure  your  special 
group  rate  of  just  $29.95.  If  you'd  rather 
send  a  check,  there's  an  order  form  be- 
low for  your  convenience.  Join  now! 


Sincerely, 


Randall  E.  Wilkinson 
President/CEO,  Destinations,  Inc. 

P.S.  -Join  Quest  nou' and  receive  a  free  airline 
certificate  u'orth  up  to  $200.  The  supply  is 
limited  so  you'll  want  to  act  quickly! 

With  Quest's  50%  hotel  savings,  25%> 
restaurant  discounts,  airline  certificate  and 
car  rental  savings  you  could  save  literally 
hundreds  of  dollars  and  have  more  fun  on 
your  next  trip!  Please  call  1-800-782-9450 
for  all  the  details. 

Official  Quest  Enrollment  Form 


Quest  membership  card  for  your  spouse 
or  other  household  member  for  only  $9.95. 


address- 


ctty.  state,  zip 

daytime  phone  L_ 


± 


□l  S29.95  Quest  Membership 

-  please  add  {2.95  S&H*  -  total  (32. 90 
Qj  Send  a  second  card  for  another  member  of  my 
household.  Add  {9.95 phis  {2.95  S&H*- total  {42.85 


second  card  name 

(Add  $5.00  if  ordering  ouuide  U.S.) 

*S2.95  shipping  &  handUngfee  covers  all  regular  mailing 
costs,  including  your  quarterly  hotel  directories 

□  Visa       □  M/C       □  Am/Ex      □  Discover 
card  # 


exp. . 


1. 


.  signature  _ 


IJ  Here's  mv  check  for  S 


Mail    ibis    iorni    tt 


"NCMS/Quest  Offer" 
P.O.  Box  29078,  Phoenix,  AZ  85038-9078 
...or,  call  us  TOLL-FREE  with  questions  or  tojoitt 

1-800-782-9450 

or,  fax  this  form  to  us  at  800-208-6081 
Access  #  1931-41~| 


M      M 

'               r^                  f                  * 

Ma^ 

lor  Dysphagia 

Jeff  Drayer.  MSIII 

The  history  is  crucial 

With  very  severe  weight  loss. 

When  you're  assessing  maws. 

It's  carcinoma  you'll  see. 

Trouble  with  solids 

When  hoarseness  precedes  dysphagia. 

Implies  a  mechanical  cause. 

The  lesion  in  the  larynx  will  be; 

When  obstruction's  advanced. 

But  hoarseness  following  dysphagia. 

Liquids  get  stuck,  too. 

Means  recurrent  laryngeal  nerve — thus 

Except  with  scleroderma, 

You  know  the  tumor's  extended 

Standing  won't  relieve  you. 

Beyond  the  esophagus. 

And  if  solids  and  liquids  both 

Hoarseness  from  laryngitis 

Get  stuck  from  the  start. 

May  mean  gastric  reflux; 

Then  it's  motor  dysphagia 

Unilateral  wheezing  from  a  mass 

(Acute  onset  sets  it  apart). 

On  a  bronchus — really  bad  luck. 

If  dysphagia  is  transient, 

Now  chest  pain  with  dysphagia 

It's  an  inflammatory  affair; 

Paints  an  esophagospasm  picture; 

If  it  progresses  over  months. 

Heartburn  and  reflux  preceding 

There's  a  carcinoma  in  there. 

Dysphagia  point  to  stricture. 

Now,  episodic  dysphagia. 

Odynophagia  means  herpes 

O'er  many  a  year. 

Or  candidal  esophagitis; 

Means  a  lower  esophageal  ring 

In  the  immunodeficient. 

Just  might  be  down  here 

Opportunistic  infection's  the  nidus 

Associated  symptoms 

The  physical  exam 

Provide  important  clues. 

Can  help  pare  down  your  list. 

So  here  is  a  handful 

Follow  these  instructions 

That  you  may  want  to  use: 

So  the  diagnosis  won't  be  missed: 

Pharyngeal  paralysis  causes 

To  start,  motor  dysphagia 

Nasal  regurgitation 

Has  many  accompanying  signs  to  see — 

And  also  the  chance  of 

Like  dysarthria,  dysphonia. 

Tracheobronchial  aspiration, 

Ptosis,  and  tongue  atrophy. 

But  if  aspiration  without  swallowing 

The  neck  should  be  examined 

Is  the  patient's  main  symptom. 

Diligently,  carefully. 

Think  achalasia,  or  reflux, 

To  look  for  spinal  problems 

Or  Zenker's  diverticulum. 

And  detect  thyromegaly. 

Mr.  Drayer  is  a  third-year  medical  student  at  Duke  University  School  of  Medicine,  Durham 
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Collagen-vascular  diseases 

Double-contrast  x-rays 

May  cause  changes  in  the  skin 

Both  ulcers  and  cancer  show. 

And  stenosis  of  mouth  and  pharynx 

To  examine  peristalsis 

That  won't  let  food  get  in. 

Recumbency  is  the  way  to  go. 

Large  nodes  or  liver  symptoms 

Endoscopy  is  the  perfect  method 

Could  signal  metastases; 

Of  establishing  mechanical  cause 

And  some  pemphigoid  bullae 

As  well  as  mucosal  lesions 

Mean  mucocutaneous  disease. 

(Because  barium  does  have  some  flaws). 

Are  diagnostic  procedures 

Another  endoscopic  advantage 

Quite  helpful  or  not, 

Is  the  collection  of  biopsies 

Since  esophageal  lesions 

To  diagnose  reflux  esophagitis, 

Can  be  pretty  hard  to  spot? 

Carcinoma,  and  mucosal  disease. 

Barium  swallow  is  usually 

A  final  useful  measure 

The  right  initial  test 

Is  your  basic  contrast  CT 

To  find  motor  or  struct'ral  causes 

It  can  find  metastatic  cancer 

It's  still  the  best. 

And  delineate  anatomy. 

Stasis  in  the  pharynx 

Implies  the  motor  system's  not  well 

Next  time  you  work  up  someone 

And  reflux  from  the  stomach 

Who  can't  swallow,  you'd  be  prudent 

Is  easy  to  tell. 

To  remember  this  little  poem 

Written  by  a  medical  student.    Q 

top  Leaving  Money 
'^  theTable! 


Scott  Shackleton,  CPA,  PA 
HEALTHCARE  Consulting  Group 


FACT:  The  Average  Medical  Practice  loses 

up  to  14%  of  its  commercial 

revenue  due  to  inadequate  fee 
schedules  and  reimbursement  analysis. 

SOLUTION:  Our  guaranteed  service  will  help 
you  adjust  fees  and  maximize  your 
reimbursement,  providing  extra  cash 
flow  for  growth  and  profitability. 

Take  the  hassle  out  of  practice 
managment.  Call  Us  Today! 

CONTACT:    The  HEALTHCARE  Management 

Professionals  at  800-849-5253 
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Patient's  Point  of  View 

A  Fine  Day  for  the  Dentist's  Cliair 

Pulling  With  Mozart 

By  Jan  Smith,  of  Anna  Maria,  Florida.  Ms.  Smitii  attended  the  first  annual  conference  on  integrating  mind,  body,  and 
spirit  in  medical  practice  held  last  October  at  Duke  University  Medical  Center,  Durham 


"This  is  a  great  day  for  an  extraction !"  I  spoke  these  words  when 
I  awakened  on  Tuesday  morning,  December  3,  1996. 

One  month  earlier,  while  eating  supper,  I  broke  the  gold 
crown  in  the  back  upper  left  molar,  tooth  number  15  to  be 
precise.  A  simple  matter  to  cement  it  back — except  that  I  broke 
off  over  half  the  already  "too  compromised"  tooth. 

The  next  morning  I  was  in  the  dentist's  office.  "The  tooth 
has  to  come  out"  was  the  final  verdict  after  three  dentists  had 
conferred.  Because  only  a  stub  of  a  tooth  was  left,  I  was  warned 
by  the  oral  surgeon  that  he  couldn't  get  a  good  grip  to  pull  and 
would  be  cutting  a  lot  of  gum.  Possibly  there  would  be  bone 
loss,  even  puncture  of  the  maxillary  sinus,  as  I  could  see  on  the 
x-ray.  Not  very  reassuring  news  for  someone  as  fearful  of  pain 
(especially  dentist  pain!)  as  I  am. 

Surgery  was  scheduled  for  December  3,  a  month  away  but 
the  first  date  the  surgeon  had  open.  It  gave  me  time  to  start 
mourning  the  loss  of  my  first  permanent  tooth. 


When  the  doctor  entered  the  operatory,  I  smiled  and  repeated 
my  new  mantra.  "It's  a  great  day  for  an  extraction!" 

Somber  silence.  Then  he  murmured,  "Well,  I  don't  know 
about  that." 

"Wrong  answer!  It  is  a  great  day  for  an  extraction!" 

I  asked  him  if  he  would  play  the  CD  I  had  brought  with  me: 
Mozart's  Piano  Concertos,  beginning  with  No.  18  in  B-tlat 
major.  He  agreed.  Then  he  asked  if  I  wanted  the  IV  drip  of 
Valium  that  he  encouraged  patients  to  take  in  addition  to  the 
xylocaine.  I  declined  the  relaxant. 

I  was  hooked  up  to  a  blood  pressure  monitor,  so  I  asked 


what  my  pressure  was.  When  the  assistant  said  "156/88,"  I 
asked  her  if  she  would  tell  me  the  pressure  each  time  she 
measured  it.  As  the  anesthetic  began  its  numbing,  I  began  to 
visualize  the  blood  pressure  numbers  going  down.  I  began  to 
visualize  my  tooth  (what  was  left  of  it)  sliding  out  as  easily  as 
a  hot  knife  slides  out  of  soft  butter. 

The  doctor  was  ready  to  begin.  He  said  he'd  start  by  trying 
to  pull  the  stub  out  in  one  piece,  but  expected  that  he  would  have 
to  do  much  more  extensive  surgery.  He  cut  my  gum — I  felt  it, 
but  didn't  flinch.  I  just  kept  visualizing  that  piece  of  a  tooth 
slipping  out  easily,  smoothly,  over  and  over  and  over.  I  was 
breathing  evenly  and  deeply,  picturing  my  blood  pressure 
numbers  sliding  down,  down,  down.  I  noticed  how  beautiful  the 
Mozart  was. 

Then  I  felt  pressure.  The  tooth  came  out  in  two  pieces.  No 
extensive  surgery!  The  surgeon  said  there  was  minimal  bleed- 
ing and  "things  look  so  good"  that  I  wouldn't  even  have  to 
return  for  any  follow-up.  My  blood  pressure  at  that  moment  was 
130/72  and  the  Piano  Concerto  No.  18  was  over  and  the 
Concerto  No.  20  in  D  minor  was  just  beginning.  I  felt  good  and 
happy  and  relieved  that  it  was  over.  My  first  extraction  and  the 
easiest  trip  to  the  dentist  ever! 

Even  the  surgeon  was  smiling  as  he  handed  me  a  prescrip- 
tion for  a  painkiller.  I  took  one  pill  two  hours  later  and  another 
four  hours  later.  Nothing  else.  This  surprised  even  me  because 
all  my  life  I  have  had  an  exceedingly  low  pain  threshold. 


It  really  was  an  absolutely  beautiful  day  for  an  ex- 
traction.    □ 


Hit,  then  "'bookmark"  the  Journal's  website... 

http://www. medicine,  mc.  duke,  edu/ncmedj 

.  updated  with  summaries  and  texts  of  articles  and  other  pertinent  details  about  Journal  publication. 
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Physician's  Point  of  View 


A  Fine  Day  for  the  Administrator's  Cliair 

Healing  With  IVIind-Body-Spirit  IVIedicine 


Editor's  note:  We  asked  Larry  Burk,  MD,  Associate  Professor,  Duke  Department  of  Radiology.  Faculty  Coordinator, 
Mind-Body  Medicine  Study  Group,  and  certified  Anodyne  Imagery  practitioner,  to  comment  on  Jan  Smitti's  article 
(preceding  page).  It  stimulated  ttie  reflection  on  parallels  in  tils  own  life  printed  tiere. 


This  is  a  great  day  for  managed  care !""  I  spoke  these  words  when 
I  awalvLened  on  Friday  morning,  October  4,  1996. 

Months  earlier,  while  trying  to  digest  the  changes  swirling 
in  heath  care,  physicians  at  Duke  Medical  Center  felt  their 
spirits  break,  felt  disempowered  to  be  precise.  It  seemed  a 
simple  matter — learn  to  survive  a  few  layoffs — except  that  we 
had  long  ago  given  up  most  of  our  power  to  technology. 

The  next  thing  1  knew  we  were  in  the  adminstrator's  office. 
"You  will  have  to  give  up  the  rest  of  your  power"  was  the  final 
verdict  after  three  HMOs  had  conferred.  We  had  so  little  power 
left  that  the  administrator  warned  us  he  couldn'  t  get  a  grip  on  the 
financial  situation  and  would  be  cutting  our  allotted  time  with 
patients.  Possibly  there  would  be  compassion  loss,  even  rupture 
of  the  doctor-patient  relationship,  as  we  could  see.  Not  very 
reassuring  news  for  doctors  as  fearful  of  the  business  world 
(especially  MB  As)  as  we  are. 

A  CME  meeting  that  would  help  us  cope  with  the  managed 
care  environment  was  scheduled  for  October  4.  It  was  many 
years  delayed  and  had  required  a  crisis  of  quality  to  bring  it 
about.  Frustration  with  the  health  care  system  was  so  high  that 
patients  were  starting  to  perceive  the  need  to  take  responsibility 
for  their  own  health  instead  of  waiting  in  line  for  us  to  do  it. 


When  the  MBA  entered  the  conference,  we  smiled  and  repeated 
our  new  mantra,  "It  is  a  great  day  for  managed  care." 

Somber  silence.  Then  he  murmured,  "Well,  I  don't  know 
about  that." 

"Wrong  answer!  It  is  a  great  day  for  managed  care." 
We  asked  him  if  he  would  reserve  judgment  while  we 
undertook  the  first  annual  "Integrating  Mind.  Body  and  Spirit 
in  Medical  Practice"  conference  [eventually  attended  by  400 
physicians,  nurses,  psychotherapists  and  laypersons — includ- 
ing Jan  Smith,  author  of  the  preceding  article] .  He  agreed.  Then 
he  asked  if  we  wanted  an  infusion  of  pharmaceutical  money  that 
he  encouraged  physicians  to  take  in  addition  to  the  rewards  of 


caring  for  patients.  We  declined  the  offer. 

Physician  and  patient  satisfaction  were  at  an  all-time  low. 
We  asked  for  more  feedback  later.  As  the  conference  began — 
with  an  introduction  by  the  Chancellor  of  the  Medical  Center 
and  a  presentation  about  a  mindfulness  meditation  educational 
program  intended  to  empower  patients — we  began  to  visualize 
the  satisfaction  ratings  going  up.  We  began  to  visualize  physi- 
cians reclaiming  their  power  to  help  people  heal  themselves. 

We  were  ready  to  begin.  We  would  start  by  trying  a 
breakout  session  devoted  to  Anodyne  Imagery — a  synthesis  of 
hypnosis,  relaxation  techniques,  and  communications  skills — 
that  could  change  our  approach  to  patients,  but  expected  that  we 
would  have  to  do  much  more  extensive  revitalization.  Using 
this  technique,  our  patients  can  be  awake  during  procedures,  but 
more  comfortable  because  they  are  capable  of  mustering  their 
own  inner  resources  [described  so  well  by  Ms.  Smith].  We  just 
kept  visualizing  a  more  spiritual  approach  to  medical  practice 
over  and  over  and  over.  We  were  breathing  evenly  and  deeply, 
picturing  the  satisfaction  levels  riding  up,  up,  up.  How  beautiful 
that  picture  was. 

Then  we  felt  transformation.  The  power  came  back  in  two 
pieces:  one  for  the  doctors  and  one  for  the  patients.  No  extensive 
bureaucratization.  Conference  attendees  thought  that  "things 
looked  so  good"  that  we  wouldn't  have  to  return  for  followup 
until  the  fall  of  '97.  Satisfaction  ratings  were  excellent;  the  first 
conference  was  over  and  the  next  one*  was  just  beginning  to  be 
planned.  We  felt  good  and  happy  and  relieved.  Our  first 
conference  and  the  highest  CME  ratings  ever. 

Even  the  administrator  was  smiling  as  he  arranged  funding 
for  future  programs.  We  took  some  support  to  get  started  and  a 
little  bit  more  later.  Nothing  else.  Surprising  because  we  have 
always  had  an  exceedingly  low  threshold  for  spending  other 
people's  money  on  technology. 


It  really  was  an  absolutely  beautiful  day  for  managed  care.     G 


*  Editor's  note:  The  2nd  Integrating  Mind,  Body,  and  Spirit  in  IVIedical  Practice  Conference  will  be  held  October  30-November  1 
at  the  Sheraton  Imperial  Hotel,  Research  Triangle  Park.  Call  919/684-4293  or  http://www.mc.duke.edu/nursing/nshomepg.htm 
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HISTORY      OF      MEDICINE 


Health  Care  in  Ancient  Rome 

Lessons  for  Doctors  Today 

Richard  D.  Callahan,  MD 


What  might  we  learn  from  ancient  practitioners  of  the  medical 
arts?  Are  there  parallels  between  their  practices  and  ours  today? 

In  the  transition  from  Roman  Republic  to  the  Roman 
Empire  just  before  the  biilh  of  Christ,  cosmopolitan  Romans 
turned  to  the  Greeks  for  medical  expertise.  Pliny  the  Elder,  who 
lived  in  1st  century  Rome  at  a  time  when  Greek  physicians 
abounded  there,  noted  that  Romans  had  gotten  along  without 
doctors  for  600  years.  Families  were  treated  by  the  head  of  the 
household,  the  paterfamilias,  who  combined  domestic  herbal 
medicine  with  superstitious  rites  and  religious  observances. 
And  there  was  a  household  god  to  serve  just  about  every  disease 
or  physiologic  function. 

Although  Greek  physicians  were  abundant,  they  were 
despised  as  mercenaries  for  accepting  compensation  for  health 
care  services.  This  was  especially  the  opinion  of  ultraconserva- 
tive  Roman  traditionalists  such  as  Cato  the  Censor  (234-149 
B.C.)  who  felt  competent  to  take  care  of  his  own  household 
using  "pragmatic  Roman  methods" — primarily  medicinal  herbs, 
cabbage,  and  wine  accompanied  by  magic  formulas  and  incan- 
tations. Pliny  the  Elder  later  remarked  that  Cato' s  medicine  was 
"ancient  and  unsophisticated,"  but  it  "must  have  worked  at  least 
for  Cato  himself  since  he  lived  to  be  85  years  old."'  Modem 
medicine  still  faces  similar  challenges  from  alternative  care 
practitioners  and  to  some  extent  chiropractors. 


Greek  Physicians  for  Rome 

According  to  Pliny,  the  first  Greek  physician  to  practice  in 
Rome  was  Archagathus  in  2 1 9  B.C.  He  must  have  been  success- 
ful, at  least  at  first,  because  the  Romans  paid  the  expense  of 
setting  up  his  practice  and  granted  him  citizenship,  but  the  later 
horrors  of  his  surgical  and  cauterizing  methods  earned  him  the 
epithet  Carniflex  (the  Executioner).  As  an  oncology  practitio- 
ner in  a  small  western  North  Carolina  community,  I  might  get 
to  be  known  as  "Callahan  the  Poisoner"  if  I  did  not  take  pains 

Dr.  Callahan  resides  at  1 25  Heather  St. ,  Box  #7,  Boone  28607. 


to  limit  the  toxicity  of  the  palliative  chemotherapy  given  at  my 
office. 

Pliny  (23-79  A.D.)  may  have  had  an  ax  to  grind  when  he 
wrote  of  Greek  physicians  in  his  extensive  Natural  History.- 
His  diatribe  against  "Medicine  and  Quackery"  points  to  the 
lasting  truth  that  patients  can  be  seduced  by  those  who  profess 
to  have  "cures"  for  whatever  ails  them  or  threatens  their  lives. 
We  certainly  see  this  today.  A  good  example  from  my  field  of 
cancer  medicine  was  the  excitement  over  laetrile  as  a  "cure  for 
cancer"  in  the  1980s. 

Another  Greek  physician,  Asclepiades  of  Bithynia  (120- 
70  B.C.),  provided  an  important  impetus  to  the  acceptance  of 
Greek  medical  ideas  in  Rome.  He  was  influenced  by  the 
teachings  of  Erastitratus,  a  3rd  century  B.C.  Alexandrian- 
Greek  physician,  who  believed  the  body  to  be  comprised  of 
atoms  that  depended  on  a  life-force  or  pneiiina  derived  the 
circulation  of  inspired  air  through  the  arteries.'  Erastitratus 
came  close  to  correctly  deducing  the  pumping  action  of  the 
heart  and  the  pulmonary  circulation,  something  that  was  not 
fully  worked  out  until  the  time  of  William  Harvey  in  17th 
century  England.  In  fact,  Erastitratus  provided  an  amazingly 
accurate  synthesis  even  though  he  could  not  have  known  of  the 
transport  of  air  into  the  blood  via  the  lungs  or  the  transport  of 
life-sustaining  oxygen  to  the  body  through  arterial  circulation. 

The  Greek  physician  Hippocrates  had  laid  the  foundations 
of  modern  medicine — critical  observation,  honest  evaluation, 
diagnosis,  prognosis,  and  the  ethics  of  medical  practice — but 
his  physiological  theory  of  the  "four  humors"  (blood,  phlegm, 
black  bile,  yellow  bile)  was  off  the  mark.  Asclepiades  rejected 
the  idea  of  the  four  humors  in  favor  of  a  practical  approach  to 
medicine.  He  sought  to  treat  patients  "tuto,  cele rites  acjucuncle" 
(safely,  quickly,  and  pleasantly),  using  diet,  exercise,  massage, 
soothing  medications  such  as  opium  or  wine,  and  hygienic 
measures.  His  common-sense,  humanistic  approach  to  patient 
care  would  have  made  him  an  excellent  present-day  practitio- 
ner. His  guiding  principle  was  to  avoid  drastic  or  weakening 
procedures  whenever  possible.  This  sensible  approach,  his 
winning  personality,  and  his  reputation  for  caring  improved  the 
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standing  of  Greek  physicians  in  Rome.  Asclepiades  was  prob- 
ably a  friend  Cicero's,  and  his  influence  may  well  have  led 
Julius  Caesar  to  grant  citizenship  to  all  medical  practitioners 
resident  in  Rome  in  the  hope  that  they  might  be  induced  to 
remain/ 

The  medical  encyclopedist  Aurelius  Cornelius  Celsus  pro- 
mulgated the  good-sense  methods  of  Asclepiades.  Unfortu- 
nately his  writings  were  not  given  much  credence  because  they 
were  rendered  in  Latin  rather  than  in  Greek,  the  accepted 
language  of  science  and  medicine.  On  the  heels  of  Celsus  came 
Pliny  the  Elder  who  railed  against  Greek  physicians  and  quack- 
ery— then  proceeded  to  recommend  a  concoction  of  cat's  dung 
and  owl's  toe  for  quart  an  fever  (malaria). 'Unfortunately  Pliny's 
work,  especially  his  specific  remedies  (as  foolish  as  they  seem 
now)  for  a  wide  variety  of  ills,  was  accepted  as  authoritative 
throughout  the  Middle  Ages. 


Keeping  the  Bad,  Discarding  the  Good 

Perhaps  the  most  severe  setback  to  rational  medicine  came  at 
the  hands  of  the  Greek  physician,  Galen  of  Pergamum  (c.  129- 
200  A.D.).  Galen  had  an  answer  for  everything,  and  the  good 
fortune  of  initial  successes  helped  build  his  reputation  and  his 
practice  in  Rome.  Pervading  his  writings  was  a  dogmatism  and 
sense  of  infallibility,  which  was  appealing  for  centuries  to 
come.  To  their  discredit,  the  physicians  who  followed  Galen 
accepted  his  ideas  without  serious  challenge.  As  a  result,  little 
original  thinking  occurred  in  European  medicine  for  almost  14 
centuries. 

Galen  did  maintain  the  sensible,  gentle  treatments  that 
Hippocrates  and  others  had  suggested  to  help  nature  in  its 
healing,  but  he  also  promoted  the  large-scale  use  of  medications 
of  no  proven  effectiveness.  He  prepared  his  own  concoctions, 
including  a  "cure-all"  potion  containing  more  than  70  ingredi- 
ents ("theriac").  He  dismissed  the  work  of  Asclepiades  and 
Erastitratus  and  revived  the  Hippocratic  theory  of  the  four 
humors,  using  it  to  justify  bloodletting  on  a  frequent  basis. 
Galen  did  recommend  caution  in  the  amount  of  blood  removed, 
but  his  advice  was  not  always  followed  by  generations  of 
medieval  physicians  who  thought  "if  a  little  is  good,  a  lot  must 
be  better."  Those  same  practitioners  increased  the  number  of 
items  in  the  formulation  of  theriac  to  more  than  100  (possibly 
the  only  active  one  of  which  was  opium).  Established  dogma  in 
medical  practice  was  slow  to  change  then;  it  is  slow  to  change 
now  as  well.  Consider  the  continued  use  of  Dr.  Halsted's  100- 
year  old  ideas  about  radical  mastectomy  for  breast  cancer. 
j,  Greco-Roman  medicine  should  not  be  blamed  unjustly  for 

I:  the  bad  ideas  that  persisted  through  the  dark  ages  of  medical  and 
scientific  ignorance  in  Europe.  The  problem  was  that  Europe- 
ans accepted  those  tenets  of  Greco-Roman  medicine  that  suited 
them.  The  idea  of  giving  as  little  medication  as  possible  was 
rejected  in  favor  of  doing  "something,"  giving  any  concoction 
that  authorities  like  Pliny  or  Galen  said  would  work.  Many  of 
our  patients  today  still  believe  in  "a  pill  for  every  ill."  I  see  this 


almost  daily  in  my  oncology  practice  where  the  most  difficult 
thing  to  explain  is  the  lack  of  effective  treatment  for  many  kinds 
of  advanced  cancer.  Even  after  an  extensive  discussion  of  how, 
in  a  particular  situation,  the  data  show  no  proven  benefit  for 
chemotherapy,  many  patients  and  their  family  members  still 
want  to  try  "something." 


The  Romans  as  Sanitary  Engineers 

Probably  the  most  notable  Roman  contribution  to  health  care 
was  in  architectural  engineering,  particularly  in  the  area  of 
water  supply.  In  an  era  when  infectious  disease  was  the  greatest 
threat  to  health,  and  no  antibiotic  therapy  was  available,  clean- 
liness was  the  best  preventive  medicine.  It  appears  that  the 
Romans  may  have  learned  how  to  build  sewers  and  drain 
swamps  from  the  Etruscans  because,  ever  adept  at  adopting  and 
adapting  the  ideas  and  practices  of  other  peoples,  the  Romans 
learned  much  of  their  health  practices  from  the  Etruscans.  With 
a  practical  wisdom  that  explains  much  of  their  greatness,  the 
Romans  recognized  the  association  of  disease  with  areas  of 
standing  water.  Marcus  Varro,  writing  in  the  first  century  B.C., 
showed  an  awareness  of  microorganisms  which  predates  the 
germ  theory  of  disease  by  almost  2,000  years:  "Precautions 
must  be  taken  in  the  neighborhood  of  swamps... because  there 
are  bred  certain  minute  creatures  which  cannot  be  seen  with  the 
eyes,  but  which  float  through  the  air  and  enter  the  body  through 
the  mouth  and  the  nose. . .  to  cause  serious  illness.  "'  These  ideas 
were  apparently  accepted  as  common  practice  despite  the  fact 
that  no  one  could  actually  see  these  presumed  microorganisms. 
The  Romans  built  well- ventilated  houses,  provided  sewers  for 
their  cities,  drained  swampy  land,  and  brought  incredible 
amounts  of  clean  water  over  long  distances  to  supply  their 
people.  By  the  4th  century  A.D.,  Rome  had  1 1  large  public  bath 
houses,  hundreds  of  smaller  baths,  and  more  than  1 ,350  public 
fountains  supplying  clean,  running  water  from  13  aqueducts. 
The  per  capita  water  consumption  of  ancient  Rome  has  been 
estimated  to  be  four  times  what  the  average  American  uses 
today.' 

Despite  the  attention  to  hygiene,  Rome  did  suffer  from 
pestilence.  According  to  historian  William  McNeil,  Livy  re- 
corded at  least  1 1  disastrous  epidemics  during  the  Roman 
Republic.  The  epidemic  of  65  A.D.  was  followed  by  what  may 
have  been  the  first  appearance  of  smallpox  and  measles  in  the 
Antonine  plague  of  1 65- 1 80  A.D.  and  the  devastating  plague  of 
the  mid-3rd  century  A.D.  Not  even  the  best  provisions  for 
personal  and  public  hygiene  can  avert  the  scourge  of  a  new  virus 
unleashed  on  a  nonimmune  population. 

Preserving  the  Roman  expertise  in  sanitary  engineering 
might  have  saved  many  thousands  of  lives  during  subsequent 
European  and  American  wars.  By  observing  Roman  sanitary 
precautions,  a  large  number  of  Crimean  War  and  American 
Civil  War  deaths  could  have  been  prevented.  Vegetius  wrote  of 
general  health  practices  in  the  Roman  army:  "[I]n  regards  to 
the  placement  of  camps,  soldiers  must  not  remain  too  long  near 
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the  locations  of  unhealthful  marshes.  ..nor  must  they  use  swamp 
water  for  drinking  purposes... [ I ]f  a  number  of  soldiers  are 
allowed  to  stay  in  one  location  too  long  in  the  summer  or  the 
autumn,  they  suffer  from  corruption  of  the  water  supply. ..and 
grave  disease  afflicts  them. . .  [T]his  must  be  corrected  by  mov- 
ing to  another  camp  site.  * 

It  is  a  tribute  to  the  practical  wisdom  of  the  Romans  that 
they  could  plan,  design,  and  implement  ways  to  circumvent 
bacterial  diseases  like  cholera,  dysentery,  and  typhoid  even 
though  there  was  no  science  or  understanding  of  bacteriology. 
Of  course,  many  Romans  did  succumb  to  malaria  despite  the 
draining  of  swamps,  and  they  could  not  avoid  the  ravages  of 
tuberculosis  or  the  viral  onslaughts  of  influenza,  smallpox,  and 
measles.  But  attention  to  sanitation  did  more  to  promote  better 
health  than  the  most  gifted  or  educated  physicians  using  medi- 
caments. Unfortunately,  the  Roman  health  care  ideas  that  lasted 
were  the  concoctions  of  Galen  and  the  practice  of  bloodletting, 
not  the  sanitation  practices. 


Ancient  Lessons  for  Modern  Medicine 

Hippocrates  has  been  credited  as  saying:  "To  know  is  one  thing: 
merely  to  believe  one  knows  is  another.  To  know  is  science; 
merely  to  believe  one  knows  is  ignorance.  '^  Unfortunately, 
although  Galen  "merely  believed,"  he  found  many  willing 
followers.  Only  careful  observation  and  the  truthful  recording 
of  medical  data  can  lead  to  the  logical,  unbiased  conclusions 
that  form  the  basis  of  the  best  medical  practice.  This  philosophy 
can  be  traced  back  to  Greco-Roman  medicine,  but  science  got 
sidetracked  by  popular  demand  for  treatment  and  panaceas .  The 
same  popular  pressure  today  asks  us  to  find  "a  cure  for  cancer." 
We  need  to  remember  that,  although  we  consider  ourselves 
"modem"  in  thought  and  practice,  medical  historians  of  the  not- 
too-distant  future  may  view  our  efforts  as  little  better  than 
Galen's.  Treating  cancer  with  nonspecific  cytotoxins  or  indis- 
criminate cell-killing  chemicals  may  come  to  be  considered  just 
as  barbaric  as  bloodletting.  We  can  chuckle  at  "theriac"  while 


calculating  "precise"  doses  for  the  eight  drugs  that  make  up 
ProMACE-CytaBOM  chemotherapy  for  lymphoma.  Future 
physicians  may  wonder  why  in  the  world  we  base  our  calcula- 
tions on  the  skin  surface  area  of  our  patient's  body. 

Perhaps  modem  medicine  is  not  as  advanced  as  we  would 
like  to  think.  The  Romans  of  Varro's  time  may  have  accepted 
the  idea  of  airbome  "animalcula"  more  readily  than  doctors 
today  have  accepted  the  role  of  bacteria  in  peptic  ulcer  disease. 
The  bland  ulcer  diets  of  the  1950s  were  no  more  effective  than 
"owl's  toe"  for  malaria. 

With  a  thought  to  historical  perspective,  I  often  tell  patients 
that  the  chemotherapy  I  recommend  is  the  "best  we  know  at  this 
time."  Unrealistic  expectations  contribute  to  the  costs  of  medi- 
cal care,  and  highly  touted  improvements  lead  many  to  expect 
answers  when  there  are  none.  When  chemotherapy  cures  a 
subset  of  patients  (say  those  with  hairy  cell  leukemia),  the 
media  hype  fails  to  mention  that  this  is  a  small  proportion  of  all 
cancer  cases,  and  that  not  all  cancers  are  the  same. 

It  is  easy  to  understand  how  Galen's  fame  spread — his  first 
patients  "responded"  to  his  cures.  Success  led  him  to  write 
down  his  formulas  with  confidence  in  their  efficacy.  If  they 
"worked"  for  some  patients,  shouldn't  they  work  for  all? 
Galen's  theriac  strikes  me  as  little  different  from  the  Brompton  's 
Solution  used  in  recent  decades  for  hospice  care  of  end-stage 
cancer.  Near  the  end  of  his  life  and  suffering  terribly  from 
severe  coughing  spasms,  Sir  William  Osier  wrote  "Shunt  the 
whole  pharmacopoeia,  except  opium.  It  alone...  does  the  job."'" 
This  was  in  1919,  and  the  pharmacopoeia  had  improved  little 
over  the  18  centuries  since  Galen. 

In  medical  oncology  we  often  are  asked  to  give  therapy 
even  though  there  is  no  known  or  proven  effective  treatment. 
Patients  want  to  try  "something"  just  as  they  did  in  Galen's 
time.  So  I  am  slow  to  judge  our  ancient  forebears  harshly  for 
treatments  using  cat  dung.  At  least  those  treatments  were  less 
expensive  and  less  toxic  than  chemotherapy  for  prostate  cancer, 
pancreatic  cancer,  or  melanoma  for  which  we  still  need  the 
technique  of  critical  observation  and  honest  evaluation  intro- 
duced by  Hippocrates.     □ 
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HISTORY      OF      MEDICINE 


United  Medical  Research  Foundation 

A  Brief  Chapter  in  the  History  of  North  Carolina  Medicine 


Eben  Alexander,  Jr.,  MD 


The  United  Medical  Research  Foundation  began  in  1955  and 
lasted  approximately  10  years.  It  was  an  important  event  in  the 
Carolinas.  but  one  that  has  been  largely  forgotten. 

The  Foundation  could  not  have  been  conceptualized,  much 
less  implemented,  had  not  a  group  of  community  leaders  from 
North  and  South  Carolina  formed  the  Carolinas  United  Organi- 
zation in  1951.  As  William  Pryor  of  Greensboro  (chairman  in 
1955-56)  pointed  out,  the  "Fifth  Annual  Meeting  of  Carolinas 
United  [marked]  a  significant  milestone  in  the  development  in 
progress  of  our  two  state  organizations,  for  [it  gave]  all  con- 
cerned a  chance  to  take  stock  where  we  have  been — where  we 
are  now — and  where  we  want  to  go  in  the  future." 

Carolinas  United  arose  out  of  the  need  in  both  Carolinas  for 
bringing  order  to  the  chaos  of  multiple  campaigns  soliciting 
support  for  voluntary  health  and  welfare  services.  It  was  hoped 
that  federation  would  bring  better  planning  and  more  adequate 
services  to  Carolina  communities.  Three  ways  were  proposed 
to  achieve  these  ends:  1 )  Encourage  organized  communities  to 
seek  federation  with  state  and  national  as  well  as  local  agencies. 
2)  Create  mechanisms  to  achieve  federation  in  unorganized 
communities.  3)  Help  local  communities  in  their  relationships 
with  state  and  national  agencies. 


A  Unified  Approach  to  Funding 

It  is  important  to  recall  the  circumstances  surrounding  the 
funding  of  health  services  and  research  in  the  first  half  of  this 
century.  The  first  director  of  the  National  Institute  of  Health. 
Dr.  Pierce  Bailey,  Jr.,  said:  "Before  the  close  of  World  War  II, 
large  private  endowments  for  the  promotion  of  medical  re- 
search and  medical  programs  were  dwindling  to  a  trickle  in  the 


light  of  increased  taxes  and  fears  of  inflation.  These  individual 
endowments  were  superseded  by  the  creation  of  large  founda- 
tions aimed  at  broad  health  and  social  goals.  The  postbellum 
growth  of  voluntary  health  agencies  was  dedicated  to  the 
conquest  of  categorical  diseases.  These  voluntary  groups  were 
made  up  mostly  of  patients  already  afflicted  or  threatened  or  of 
members  of  their  families  and  their  friends.  They  devised 
ingenious  methods  of  fundraising  through  door-to-door  sub- 
scriptions, public  relations,  displays,  and  competitions  on  radio 
and  television.  They  enjoyed  tax  exemption. 

Soon  the  idea  developed  that  another  effective  way  to  raise 
research  funds  in  large  amounts  was  for  citizens  groups  to  plead 
before  Congress  to  establish  and  appropriate  funds  to  Federal 
Research  Institutes  at  National  Institutes  of  Health  for  the 
scientific  investigation  of  disease  problems  with  which  they 
were  concerned." 

Faced  with  a  growing  need  for  funds  for  basic  health, 
welfare,  and  recreational  services,  and  at  the  same  time  frus- 
trated about  the  waste  of  multiple  campaigns,  community 
leaders  undertook  a  planned  approach  to  meeting  these  needs. 
It  made  sense  to  underwrite  local  programs  through  a  state  level 
federation  and  to  encourage  local  communities  to  work  together 
in  a  program  of  joint  action.  Thus  was  bom  Carolinas  United. 
It  provided  great  return  for  its  costs.  Its  treasurer,  Joe  H. 
Robertson,  wrote  in  1956:  "Carolinas  United  is  a  service 
organization  of  local  united  community  funds  in  North  and 
South  Carolina  and  provides  [them  with]  basic  serv- 
ices... including  community  organization  services,  agency  fi- 
nancing service,  information  education,  and  planning  and  re- 
search. In  1956  the  administrative  budget  of  Carolinas 
United. . .  [was]  $8 1 ,325,  and  during  that  time  Carolinas  United 
raised  $8,757,224." 
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The  Foundation  is  Formed 

The  money  which  CaroHnas  United  collected  for  research  led 
to  the  organization  of  the  United  Medical  Research  Foundation 
in  spring  1955.  The  25  participating  North  and  South  Carolina 
communities  agreed  to  create  a  statewide  medical  research 
facility.  The  purpose  of  the  Foundation  was  to  provide  funds  for 
research  into  poliomyelitis,  tuberculosis,  heart  disease,  cancer, 
and  other  diseases  that  cripple  children  and  adults.  (It's  worth 
noting  that  national  health  agencies  devoted  to  heart  disease, 
cancer,  polio,  and  tuberculosis  ran  their  own  national  cam- 
paigns independently  of  any  united  funds:  they  refused  to 
accept  the  funds  raised  in  any  community  project). 

The  novelty  of  such  a  foundation  generated  considerable 
national  interest,  and  newspapers  in  Peoria.  IL.  Waterbury.  CT, 
Denver,  CO,  and  elsewhere  noted  the  launching  of  the  Founda- 
tion. The  North  Carolina  Medical  Journal  offered  strong  ap- 
proval, and  there  was  extensive  coverage  and  editorial  approba- 
tion from  the  Durham  Morning  Herald  and  Winston-Salem 
Journal. 

The  United  Medical  Research  Foundation  had  a  Board  of 
Directors,  consisting  of  two  representatives  appointed  by  the 
participating  community  organizations  and  members-at-large 
appointed  by  the  Board.  An  Executive  Committee,  consisting 
of  officers  plus  six  other  Board  members,  supervised  the 
business  of  the  Foundation  and  acted  for  the  Board  between 
Board  meetings.  The  first  presi- 
dent of  the  Foundation  was  Dr. 
James.  H.  Semans  of  Duke  Uni- 
versity. After  he  relinquished 
the  chair,  it  shifted  to  Dr.  Eben 
Alexander.  Jr..  of  the  Bowman 
Gray  School  of  Medicine,  and 
then  to  Dr.  Nathan  Womack  at 

the  University  of  North  Caro- 

Una. 

An  essential  part  of  the  Foundation's  operating  structure 
was  a  Research  Advisory  Committee  comprised  of  the  deans  of 
the  medical  schools  at  the  University  of  North  Carolina.  Duke, 
and  Bowman  Gray.  The  Research  Advisory  Committee  re- 
viewed and  investigated  all  requests  for  research  funds  as  well 
as  proposing  research  projects.  The  Foundation' s  guiding  prin- 
ciple was  that  physicians  doing  research  needed  and  could  use 
all  funds  made  available  to  them,  that  any  money  made  avail- 
able for  specific  pilot  projects  would  be  helpful  in  furthering 
research  and  attracting  more  funds  from  national  organizations. 

Each  of  the  three  medical  schools  established.a  Research 
Advisory  Committee  to  approve  grants,  allocate  funds,  and 
reportto  the  school'sdeanarmually. On  April  10. 1956. Dr. Coy 
C.  Carpenter,  dean  of  Bowman  Gray  medical  school,  sent  a 
memorandum  stating  that  "United  Medical  Research 
Foundation. .  .funds  may  be  made  available  for  research  during 
the  coming  year.  Dr.  James  H.  Semans... particularly  empha- 
sized the  need  for  detailed  accounting  of  proposed  expenditures 
for  items  of  supply,  furniture,  and  the  like.  [Pjlease  see  that  the 


information  concerning  your  department  is  revised  and  turned 
into  this  office. . .  [so]  that  we  may  collate  it  and  present  it  to  the 
Foundation." 

In  1958.  each  medical  school  was  allotted  $30,000,  to  be 
administered  by  the  Research  Committee  in  that  institution.  At 
Bowman  Gray  these  funds  were  called  the  Fluid  Research 
Fund.  Since  few  private  practitioners  made  requests,  money 
went  largely  to  the  three  North  Carolina  medical  schools  for 
allocation.  Dr.  Carpenter  said:  "Support  from  the  United  Medi- 
cal Research  Foundation  has  proven  to  be  a  unique  and  vital 
asset  to  the  total  research  program  of  the  Bowman  Gray  School 
of  Medicine.  [Especially  important  isj  the  flexibility  which  is 
allowed  in  the  use  of  funds  and  their  administration  by  the  Dean 
and  his  intramural  committee  of  established  scientists  with 
intimate  knowledge  of  the  applicant  and  research  facilities 
available.  These  funds  are  now  our  only  means  of  backing 
promising,  unproven  ideas  in  meeting  emergency  and  unantici- 
pated needs  of  research  projects.  As  such,  the  United  Medical 
Research  Foundation  grants  have  played  a  very  essential  part  in 
the  growth  and  stimulation  of  research  in  our  institution." 


Allocation  of  Funds 

The  need  for  research  support  was  as  great  as  always,  but  funds 
in  general  were  much  less  available  than  at  present.  Dr.  Carpen- 
ter pointed  out  that  the  "funds 
available  to  the  Foundation  are 


looking  back,  it  is  hard  to  escape 
the  conclusion  that  the  United 
IVIedical  Research  Foundation 

was  a  courageous  and 
perceptive  project  for  its  time." 


small  as  compared  to  those  of 
national  foundations.  Accord- 
ingly, grants  awarded  by  the 
Foundation  can  rarely  be  large. 
Although  no  rigid  policy  has 
been  adopted,  applicants  appli- 

cations  for  sums  not  exceeding 

$1,500  will  be  accorded  preference.  Upon  termination  of  a 
grant,  each  grantee  is  expected  to  furnish  the  Executive  Director 
of  the  Foundation  a  report  describing  progress  in  the  investiga- 
tion supported,  and  an  accounting  of  expenditures.  Unless  the 
term  is  extended  by  the  Foundation,  the  unexpended  balance  is 
to  be  returned  to  the  Foundation." 

In  1965  it  was  decided  to  allocate  the  primary  use  of 
Foundation  funds  for  initial  research  support  for  new  faculty 
members,  pilot  projects,  the  continuation  of  research  when 
other  grants  had  terminated,  and  obtaining  equipment  for  which 
no  other  funds  are  available. 

Looking  back,  it  is  hard  to  escape  the  conclusion  that  the 
United  Medical  Research  Foundation  was  a  courageous  and 
perceptive  project  for  its  time.  Now  its  time  has  passed,  and  the 
National  Institutes  of  Health  and  other  fundraising  organiza- 
tions have  taken  over  the  granting  of  funds  to  important  projects. 
But  over  its  1 0  years  of  life  the  Foundation  raised  and  disbursed 
about  SI  million.  Its  usefulness  has  passed,  but  this  brief 
account  honors  its  beginning  and  its  modest  but  important 
contributions  to  the  progress  of  medicine  in  North  Carolina.     □ 
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where  can  physicians... 

•  Communicate  and  take  action  on  issues  of  r/'/a/ importance, 

•  Obtain  educational  information  vital  to  physician  performance  and 
practice  operations,  and 

•  Establish  i;/V/z/ linkages  with  colleagues  who  are  employed,  hospital-based, 
managers  or  medical  school  faculty? 

The  1 997  Annual  American  Medical  Association 
Organized  Medical  Staff  Section  Assembly  Meeting 
June  1 9-23,  Chicago  Marriott  Downtown 
Chicago,  Illinois 

Featuring...  ''Performance  Review  and  Managed  Care"* 

An  educational  program  presented  by  a  distinguished  panel  of  speakers,  who  will: 

•  Discuss  HEDIS  3.0  and  its  impact  on  physician  practice, 

•  Explain  the  implementation  process  for  commercial  and  government-sponsored  reviews, 

•  Provide  "how  to"  information  on  preparing  for  audits, 

•  Give  insight  into  the  American  Medical  Accreditation  Program  (AMAP)  and 
its  plan  for  improving  the  review  process  for  physicians,  and 

Exhibits  will  showcase  information  system  vendors  equipped  to  capture  required  data. 

To  register  call  800  AMA-321  1  and  ask  for  the  Department  of 
Organized  Medical  Staff  Services. 

lef  the  AMA-OMSS  serve  as  your  "lifeline"  to  advocacy  and 
education  for  you  and  your  patients. 

•  The  American  Medical  Association  designates  this 
educational  activity  for  a  maximum  of  3  hours  in 
category  1  credit  towards  the  AMA  Physician's 

Recognition  Award.  Each  physician  should  claim                                AmpHpiin  MpHlPal    AQtinPl  Jltifin         /;€«E^^ 
only  those  hours  of  credit  that  he/she  actually  spent                          AITienCdll  iVieUlCdl  /\ht>UtldLlUll      0"  (^'^^ 
in  the  educational  activity.                                                          Physicians  dedicated  to  the  health  of  America                    |[g    ^^    |J 
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MODERN      MEDICINE 


Bronchoscopic  Evaluation  of 
Pediatric  Airway  Pathology 


Chapman  T.  McQueen,  MD,  L.  Shannon  Dudley,  MD,  T.  L.  Smith,  MD, 
Robert  E.  Wood,  PhD,  MD,  MaryAnn  Minsley,  RN,  and  Amelia  F.  Drake,  MD 


Bronchoscopy  is  a  sophisticated,  advanced,  and  accurate  method 
of  diagnosing  pediatric  airway  disease.  Both  flexible  and  rigid 
bronchoscopes  offer  advantages  in  diagnosis  and  management, 
but  each  can  miss  potentially  important  information.  Some- 
times one  needs  to  be  used  in  conjunction  with  the  other,  but  in 
most  cases  knowledge  of  the  most  likely  diagnosis  allows  the 
appropriate  first  choice  of  a  rigid  or  flexible  instrument. 

For  many  years,  only  rigid  bronchoscopy  was  available  for 
visualization  of  the  upper  airway.  Introduction  of  the  flexible 
bronchoscope  in  1969  allowed  safe  evaluation  of  the  airway 
during  dynamic  breathing  in  adults.'  In  1978,  a  smaller  bron- 
choscope was  developed  for  use  in  children.  Since  that  time, 
bronchoscopic  evaluation  under  controlled  conditions  and  in 
skilled  hands  has  become  the  standard  method  of  diagnosing 
upper  airway  disease  in  children. 

The  suspected  site  of  abnormality  can  often  direct  the 
choice  between  rigid  or  flexible  bronchoscopy  in  a  given 
patient.  The  evaluation  of  upper  airway  disease  certainly 
differs  from  lower  airway  disease,  and  the  need  for 
dynamic  breathing  during  the  procedure  will  play  a  role 
in  decisionmaking.  We  review  here  the  instruments  and 
techniques  of  rigid  and  flexible  bronchoscopy  and  list  the 
advantages  and  disadvantages  of  each  procedure  (Table 
1,  at  right). 


one  to  allow  passage  of  suction  or  biopsy  instruments,  one  for 
attachment  of  ventilation  equipment,  and  one  for  passage  of 
instruments  (including  rigid,  glass-rod  telescopes  with  or  with- 
out endoscopic  attachments)  into  the  airway.  Figure  1,  next 
page,  shows  a  foreign  body  forceps  with  the  Hopkins  rod. 
Telescopes  are  available  with  straight  or  angulated  lenses  to 
evaluate  different  segments  of  the  tracheo-bronchial  tree.  Video 
equipment  allows  viewing  on  a  television  screen  during  the 
procedure. 

Rigid  bronchoscopy  is  usually  performed  under  general 
anesthesia  in  the  operating  room.  The  bronchoscope  itself  is 
used  as  the  ventilating  instrument.  The  side  ports  above  the 
distal  tip  allow  the  operator  to  advance  the  bronchoscope  into 
a  mainstem  bronchus  while  still  ventilating  the  opposite  lung. 
These  bronchoscopes  come  in  sizes  ranging  from  2.5  mm  to  10 
mm.-  Since  the  size  designates  the  inner  diameter  of  the  bron- 


Rigid  Bronchoscopy 

Rigid  bronchoscopy  means  placing  a  rigid,  open  tube  into 
the  airway  through  the  mouth  or  through  a  tracheostoma. 
The  scope  consists  of  a  surgical  steel  tube  with  ventilating 
side  ports  at  the  distal  tip  to  allow  for  ventilation  during 
the  procedure.  The  proximal  end  of  the  scope  has  four 
ports:  one  for  a  glass  prism  that  supplies  a  light  source. 

The  authors  are  affiliated  with  the  Division  of  Otolaryngol- 
ogy/Head  and  Neck  Surgery,  UNC  School  of  Medicine, 
61 0  Burnett-Womack  BIdg.,  CB#7070,  Chapel  Hill  27599. 


Table  1.  Comparison  of  rigid  and  flexible  bronchoscopy 

Advantages  of  rigid  bronchoscopy: 

Better  control  of  airway 
Better  visualization  with  glass  rod  telescopes 
Better  tissue  manipulation 
Less  expensive 
Better  for  removal  of  foreign  bodies 
Disadvantages  of  rigid  bronchoscopy: 

Assessment  of  distal  airway  is  limited  due  to  size  of  scope 
Does  not  allow  dynamic  assessment 

Advantages  of  flexible  bronchoscopy: 

Better  dynamic  view  of  ainway 

Easier  to  use  in  intubated  child  through  endotracheal  tube 
Therapeutic  use  for  cultures,  washings,  and  biopsies 
Better  view  of  distal  ainway  and  take-off  segments 
Disadvantages  of  flexible  bronchoscopy: 
Not  for  removal  of  foreign  bodies 
Does  not  allow  total  airway  control 
Requires  bronchoscopist  to  administer  anesthetic  agent 
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choscope.  a  3.0  mm  bronchoscope  can  only  be  used  in  an  airway  able 
to  accommodate  an  instrument  that  is  4.0  mm-4.5  mm  in  external 
diameter. 


Flexible  Bronchoscopy 

The  tlexible  bronchoscope  consists  of  small  bundles  of  glass  filaments 
that  transport  light  and  image.  The  bronchoscope  is  not  solid  but  houses 
a  small  open  port  for  passage  of  tlexible  instruments,  suction  devices, 
and  administration  of  oxygen,  water,  or  other  liquids.  This  port  does  not 
allow  ventilation  adequate  to  sustain  life,  therefore  the  child  must  be 
able  to  breath  around  the  bronchoscope.  The  distal  tip  of  the  flexible 
scope  can  be  angulated,  allowing  examination  of  '"take-off"  segments 
of  the  airway.  Video  equipment  is  available  for  viewing  and  recording 
purposes.  The  standard  pediatric  bronchoscope  has  a  3.5  mm-3.7  mm 
outer  diameter  and  a  1.2  mm  diameter  suction  channel.  Ultrathin 
bronchoscopes,  as  small  as  1.8  mm  in  outer  diameter,  have  been 
developed,  but  lack  a  side  port  for  passage  of  instruments.' -"^  Fl  ex  - 
ible  bronchoscopy  is  usually  performed  using  intravenous  sedation  and 
topical  anesthesia.  Meperidine  (1-3  mg/kg)  is  used  for  sedation  in 
children  over  one  to  two  months  of  age  who  weigh  more  than  2.5  kg; 
younger  and  smaller  infants  are  not  given  sedation.''  Topical  nasal 
decongestion  and  anesthesia  is  achieved  by  placing  drops  of  a  pheny le- 
phrine/lidocaine  solution  in  each  nostril.  The  bronchoscope  is  then 
passed  transnasally  into  the  airway  with  examination  of  the  nasophar- 
ynx and  larynx  during  passage. 

The  flexible  bronchoscope  can  be  passed  through  an  endotracheal 
tube  or  through  a  tracheostoma.  With  only  sedation  and  topical  anesthe- 
sia, the  airway  can  be  examined  while  the  child  breathes  spontaneously, 
thus  providing  dynamic  assessment.  Blood  oxygen  saturation  is  moni- 
tored throughout  the  procedure  and  intubation  equipment  is  available 
for  emergency  use  if  needed. 


Advantages  of  Rigid  Bronchoscopy 

The  design  of  the  rigid  bronchoscope  allows  control  of  the  airway 
because  ventilation  occurs  through  the  scope.  The  view  through  the 
rigid  glass  rod  telescope  is  better  than  through  the  flexible  scope.  The 
rigid  bronchoscope  can  be  used  to  manipulate  tissues  within  the  airway 
to  better  evaluate  small  crevices  such  as  the  interarytenoid  region 
(searching  for  posterior  laryngeal  clefts  and  tracheoesophageal  fistu- 
lae).  Rigid  scopes  are  easier  to  maintain  and  clean,  and  are  intrinsically 
less  expensive  and  less  easily  damaged.  The  glass  rod  telescope  and 
instruments  such  as  foreign  body  forceps  significantly  increase  the 
cost.  Rigid  bronchoscopes  are  superior  for  biopsying  lesions  within  the 
major  airways  because  the  operator  can  directly  visualize  the  lesion 
while  controlling  the  airway  should  bleeding  or  pneumothorax  occur. 
Finally,  perhaps  the  greatest  therapeutic  use  of  rigid  scopes  is  in  the 
removal  of  foreign  bodies.  Forceps  that  carry  the  rigid  glass  rod 
telescopes  significantly  improve  the  rate  of  successful  foreign  body 
removal.  In  addition,  use  of  the  telescopes  with  video  viewing  facili- 
tates the  teaching  of  future  bronchoscopists  and  provides  documenta- 
tion purposes  for  repeated  procedures. 


Fig  1:  Foreign  body  forceps  with  the  Hopkins  rod  used 
in  rigid  bronchoscopy. 


Advantages  of  Flexible  Bronchoscopy 

The  greatest  advantage  of  tlexible  bronchoscopy  is  in 
diagnosis.  Because  the  flexible  scope  can  be  used  while 
the  child  is  breathing,  a  dynamic  assessment  of  the 
airway  can  be  made.  This  is  crucial  in  diagnosing 
laryngo-  or  tracheomalacia  or  vocal  cord  paralysis. 
Without  a  dynamic  view,  the  collapsing  airway  cannot 
be  witnessed.  Flexible  bronchoscopes  can  be  used  in 
intubated  children,  and  if  necessary  at  the  bedside.'-* 
Therapeutic  uses  of  the  tlexible  scope  include  removal 
of  mucous  plugs,  and  tracheobronchial  cultures, 
washings,  and  biopsies  (if  the  side  port  allows  passage 
of  flexible  biopsy  forceps). 


Disadvantages  of  Rigid  Bronchoscopy 

Rigid  bronchoscopes  are  especially  good  for  therapeu- 
tic procedures,  but  have  some  diagnostic  limitations. 
Because  the  procedure  is  canied  out  under  general 
anesthesia,  a  dynamic  study  with  the  patient  breathing 
spontaneously  is  difficult.  Also,  the  frequently  needed 
positive  pressure  ventilation  inflates  the  airway,  pre- 
venting the  diagnoses  of  tracheo-  and  bronchomalacia. 
Examination  of  the  distal  airway  is  limited  by  the 
length  and  rigidity  of  the  bronchoscope.  As  a  result, 
problems  in  the  distal  airways  may  be  missed. 
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Disadvantages  of  Flexible  Bronchoscopy 

In  contrast  to  rigid  bronchoscopy,  flexible  bronchoscopy  is  a 
better  diagnostic  tool  than  a  therapeutic  one.  Although  removal 
of  foreign  bodies  has  been  proposed  by  some  authors,  the  rigid 
scope  remains  the  instrument  of  choice  for  this  purpose." '"  The 
flexible  scope  does  not  allow  total  control  of  the  airway:  in  fact, 
the  scope  itself  occupies  space  within  the  trachea  and  glottis  and 
can  cause  or  worsen  obstruction.  It  is  mandatory,  therefore,  that 
intubation  or  rigid  bronchoscopy  equipment  be  available  in 
case  of  airway  emergency.  Endotracheal  tubes  can  be  passed 
over  a  flexible  bronchoscope  if  necessary. 

Because  flexible  bronchoscopy  is  usually  not  performed  in 
the  operating  room,  anesthesiologists  are  not  usually  present. 
The  bronchoscopist  then  must  be  able  to  administer  anesthetic 
agents  and  deal  with  adverse  reactions  should  they  occur. 

Integrated  Patient  Care 

An  integrated  approach  to  patient  care,  using  both  flexible  and 
rigid  bronchoscopy  as  needed,  is  the  ideal  way  of  dealing  with 
difficult  cases.  Table  2,  below,  shows  an  algorithm  of  evalua- 
tion and  intervention.  If  there  is  a  history  of  possible  foreign 
body  inhalation,  then  rigid  bronchoscopy  is  recommended. 
Flexible  bronchoscopy  is  an  option  for  patients  who  do  not 
report  possible  foreign  body  aspiration.  Attempts  at  removing 
foreign  bodies  with  embolization  catheters  without  adequate 
control  of  the  airway  are  to  be  condemned. 


Illustrative  Cases 

Case  1:  A  10-month-oid  boy  was  brought  to  the  pediatric 
screening  clinic  by  his  parents  and  grandparents.  The  parents 
had  noted  "noisy  breathing"  after  a  choking  spell  ap- 
proximately 36  hours  previously.  When  questioned  about 
possible  aspiration,  the  parents  indicated  that  the  child 
had  wandered  into  the  room  where  they  had  been  enter- 
taining guests.  On  a  table  in  the  room  had  been  a  bowl  of 
peanuts,  which  the  child  quickly  identified.  When  the 
parents  heard  the  child  choking,  they  immediately  turned 
him  upside  down  and  patted  his  back  to  relieve  the 
choking.  He  did  not  lose  consciousness,  and  appeared  to 
recover,  but  continued  to  have  an  intermittent  cough  and 
noisy  breathing. 

On  exam  in  the  clinic,  there  were  decreased  breath 
sounds  and  intermittent  wheezes  on  the  right.  Chest  x- 
ray  was  normal.  With  a  history  of  possible  foreign  body 
aspiration,  the  otolaryngology  service  was  contacted. 
Rigid  bronchoscopy  in  the  operating  room  revealed  a 
peanut  fragment  within  the  right  mainstem  bronchus.  A 
Hopkins  rod  foreign  body  forcep  with  the  glass  rod 
telescope  was  used  to  remove  the  fragment.  The  child 
was  observed  overnight  and  discharged  the  next  day 
with  no  sequelae. 


Case  2:  A  six-month-old  girl  was  referred  to  the  pediatric 
pulmonary  clinic  because  of  chronic  wheezing  and  intermittent 
stridor  since  birth.  She  had  been  treated  for  reactive  airway 
disease  and  presumed  gastroesophageal  reflux.  She  had  been 
hospitalized  three  times  with  minimal  improvement.  There  was 
no  history  of  known  aspiration.  Multiple  chest  radiographs  had 
been  normal. 

A  barium  swallow  radiograph  was  highly  suggestive  of  a 
vascular  ring  compressing  both  trachea  and  esophagus.  This 
was  confirmed  by  echocardiography  and  cardiac  catheteriza- 
tion. Flexible  bronchoscopy  before  surgery  elegantly  demon- 
strated compression  of  the  trachea  and  left  mainstem  bronchus 
by  a  pulsatile  vascular  ring.  At  operation,  an  atretic  left  anterior 
aortic  arch  was  noted  encircling  the  trachea  and  esophagus.  The 
ligamentum  arteriosum  completed  the  ring.  The  lesion  was 
surgically  corrected  and  the  patient  did  well  in  the  immediate 
postoperative  period. 

At  1 0  months  of  age,  a  repeat  flexible  bronchoscopic  exam 
was  performed  because  of  persistent,  but  lessened,  wheezing. 
She  was  found  to  have  malacia  of  the  trachea  and  left  mainstem 
bronchus,  presumably  because  of  prior  compression  by  the 
vascular  ring.  The  patient  is  followed  by  the  pediatric  pulmo- 
nary clinic  and  her  symptoms  continue  to  improve. 

Case  3:  A  13-year-old  boy  had  been  followed  in  the  pediatric 
pulmonary  clinic  for  many  years  because  of  asthma  and  reac- 
tive airway  disease,  and  intermittent  right  lower  lobe  pneumo- 
nia. His  asthma  responded  to  medical  management  and  his 
pneumonia  also  responded  well  to  antibiotics,  but  would  return 
after  antibiotics  were  discontinued.  Physical  and  radiographic 
exams  did  not  clarify  the  history.  According  to  the  parents,  there 
was  no  history  of  aspiration. 

Because  of  the  recurring  nature  of  the  pneumonia  and  the 
possibility  of  an  anatomical  obstruction  to  a  right  lower  lobe 


Table  2.  Evaluation  of  pediatric  pulmonary  patient 

Child  with  pulmonary  problem 


History  of  FB  aspiration 


yes 


no 


Rigid  bronchoscopy 


Flexible  bronchoscopy 


Normal 


)Pathology 


Diagnosis  and  treatment 


Appropriate  treatment 


212 


NCMJ  May/June  1997.  Volume  58  Number  3 


bronchus,  flexible  bronchos- 
copy was  performed.  Pus  was 
seen  pouring  out  of  the  right 
lower  lobe  segments.  After  rou- 
tine cultures  were  taken,  the 
bronchi  were  washed  with  ster- 
ile saline.  A  small,  dark  object 
was  noted  within  the  take-off  to 
one  segment  of  the  right  lower 
lobe.  Flexible  grasping  forceps 
were  passed  through  the  bron- 
choscope and  the  object  was 
grasped,  but  could  be  advanced 
outward  only  several  millime- 
ters. It  was  clear  that  better  air- 
way control  and  larger  instru- 
ments would  be  needed  to  re- 
trieve this  foreign  body. 

The  otolaryngology  ser- 
vice, using  a  rigid  bronchoscope  with  the  Hopkins  rod  and 
foreign  body  forceps,  retrieved  the  portion  of  some  artificial 
tree  seen  in  Figure  2,  above.  The  parents,  when  questioned 
again,  remembered  that,  during  the  decoration  of  an  artificial 
Christmas  tree,  when  the  child  was  approximately  1 6  months 
old,  he  had  begun  to  cough  and  briefly  turned  blue.  After 
holding  him  upside  down  and  pounding  on  his  chest  he  seemed 
to  recover. 

His  longstanding  pulmonary  symptoms  resolved  after  the 
foreign  body  was  removed. 
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Fig  2:  A  portion  of  artificial  Christmas  tree  removed  with  a  rigid  bronchoscope  with  the  Hopl<ins 
rod  and  foreign  body  forceps. 


Conclusion 

Bronchoscopic  evaluation  is  now  a  standard  procedure  in  the 
evaluation  of  many  childhood  pulmonary  diseases.  We  have 
presented  three  cases  illustrating  both  the  advantages  and 
limitations  of  flexible  and  rigid  bronchoscopy.  The  combined 
efforts  of  otolaryngologists  and  pediatric  pulmonologists  in  the 
decisionmaking  process  is  invaluable  in  the  care  of  the  child 
with  airway  disease.     □ 


We're  Looking  For  Locum  Tenens! 

The  Carolinas  Physicians 
Netv^'ork  is  currently 
seeking  family  physicians 
to  work  as  locum  tenens 
in  a  variety  of  practice 
settings  throughout  the 
Charlotte  region. 

If  you  are  board  certified 

and  are  interested  in 

flexible  scheduling, 

excellent  compensation, 

and  an  opportunity  to 

work  with  one  of  the 

most  progressive  healthcare  orgaiiizations  in 

the  countrv,  please  contact  us  today! 

Recently  retired  physicians  are  especially 

encouraged  to  apply. 

Send  C.V.  to:  Carolinas  Physicians  Network 

Attention  Physician  Ser\'ices 

PO  Box  3286i,  Charlotte,  NC  28232-2861 

or,  fax  to  704/355-5033  ^^ 

For  more  information,  ^^ 

call:  704/355-5030  ^^ 

or  800/847-5084  Carolinas 

Phvsicians  Network 


NCMJ  Max/June  1997.  Volume  58  Number  3 


213 


MODERN      MEDICINE 


Ultrapulse  CO^  Laser  Resurfacing 

Treatment  for  Wrinkled,  Photodamaged  Skin 


Aleksandar  L  Krunic,  MD,  PHD,  Greg  E.  Viehman,  MD,  Shabnam  Madani,  MD,  and  Robert  E.  Clark,  MD,  PhD 


Sunlight  damages  skin,  leading  to  epidermal  atrophy,  actinic 
keratoses,  solar  lentigines.  and  nonmelanoma  skin  cancer. 
Ultraviolet  light  also  injures  dermal  collagen  and  elastin,  pro- 
ducing solar  elastosis,  yellowish  discoloration,  skin  laxity, 
rhytides  (wrinkles),  and  telangiectases  (Figure  1  A,  next  page). 

A  number  of  treatments  have  been  tried  in  an  attempt  to 
restore  sun-damaged  skin.'  Topical  applications  of  retinoids, 
alphahydroxy  acids,  trichloracetic  acid,  and  bleaching  agents 
(hydroquinones)  are  mainstays  of  the  conservative  approach  to 
rejuvenating  photodamaged  skin.  Other  common  treatments 
include  chemical  peels,  dermabrasion,  and  soft  tissue  augmen- 
tation with  injectable  collagen,  but  no  therapy  leads  to  more 
than  temporary  improvement.  Significantly  better  cosmetic 
results  are  obtained  using  modern  ultrapulse  CO^  laser  surgery 
resurfacing,  a  technique  that  has  revolutionized  the  treatment  of 
photodamaged  skin  and  wrinkles. 

Treating  facial  actinic  damage  with  the  carbon  dioxide 
laser  was  first  suggested  nearly  10  years  ago.-'  Even  the  now- 
outdated  continuous-wave  CO,  laser  was  more  effective  than 
deep  chemical  peels  and  dermabrasion.  But  the  low-energy 
continuous-wave  CO,  laser  beam  caused  nonspecific  thermal 
injury  of  the  skin  and  adnexal  structures,  producing  permanent 
color  changes  and  scarring. 

Ultrapulse  CO,  laser,  the  backbone  of  modem  nonselective 
laser  surgery,  achieves  the  well-controlled  tissue  vaporization 
necessary  for  successful  skin  resurfacing,  and  since  high  energy 
pulses  of  adequate  energy  are  delivered  in  intervals  shorter  than 
the  thermal  relaxation  time  of  the  skin  (695-950  microseconds), 
damage  is  confined  to  the  epidermis  and  papillary  dermis."* 
With  a  pulse  duration  of  less  than  1  ms,  laser  light  penetrates 
only  20  |am  into  tissue  and  additional,  nonspecific  damage  is 
limited  to  50- 1 00  )im.  The  risk  of  scarring  and  inj  ury  to  the  deep 
reticular  dermis  is  significantly  reduced,  making  the  ultrapulse 
CO,  laser  an  ideal  means  of  skin  resurfacing. 


The  authors  are  with  the  Dermatologic  Surgery  Unit  and  Cos- 
metic Laser  Center,  Division  of  Dermatology,  Dept.  of  Medicine, 
Box  3915,  Duke  University  Medical  Center,  Durham  27710. 


Several  CO,  lasers  have  been  approved  by  FDA  for  skin 
resurfacing.  These  include  the  Coherent  UltraPulse  laser  (Co- 
herent, Palo  Alto,  CA),  Sharplan  Silktouch  laser  system  (Laser 
Industries.  Allendale,  NJ)  and  True  Pulse  (Tissue  Technolo- 
gies, Albuquerque,  NM). 


Instrument  Description 
and  Technical  Specification 

We  use  the  Coherent  UltraPulse  5000C  Laser  (UPL)  with 
Ultrascan  technology.  This  radio  frequency,  liquid-cooled, 
sealed  carbon  dioxide  laser'^  produces  laser  light  of  wavelength 
10.6  ]xm  (in  the  invisible  infrared  spectrum).  This  laser  is  also 
equipped  with  a  collateral  helium-neon  laser  with  a  wavelength 
of  633  nm  and  power  of  5.0  milliwatts,  which  provides  an 
aiming  beam  to  facilitate  targeting  of  the  particular  spot. 

The  system  uses  a  computerized  pattern  generator  (CPG), 
to  permit  fast  scanning  and  more  uniform  delivery  of  pulses  to 
the  operative  field  than  is  possible  delivering  individual  pulses 
freehand.  The  CPG  generates  collimated  2.25  mm  spots  in 
seven  different  patterns.  Pattern  dimensions  vary  from  0. 1  to  25 
mm;  a  single  full  pattern  exposure  lasts  approximately  1  sec- 
ond. Pattern  densities  vary  from  -10%  overlapping,  through  no 
overlapping,  up  to  +60%  overlapping  of  individual  spots. 


Patient  Evaluation 

Careful  preoperative  care  is  needed  for  optimal  results  of  laser 
resurfacing.  Detailed  present  and  past  medical  history  and  a 
thorough  physical  exam  of  the  face  are  mandatory.  Specific 
issues  such  as  a  tendency  to  hypertrophic  scarring,  dark  skin 
complexion,  easy  tanning,  and  the  presence  of  herpes  simplex 
infection  should  be  carefully  reviewed  in  order  to  predict  the 
risk  of  postoperative  comphcations.''  Psychological  evaluation 
may  be  helpful  if  there  are  questions  of  unreasonable  expecta- 
tions, anxiety,  or  depression. 
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Our  standard  one- 
month  pretreatment  regi 
men  consists  of  nightly  ap- 
plication of  0.025%  01 
0.05%  tretinoin  cream,  or  a 
bleaching  agent  (4%  hydro- 
quinone-10%  glycolic  acid 
with  SPF  19  sunscreen 
[Viquin  Forte,  ICN  Phar- 
maceuticals, Costa  Mesa. 
CA]).  One  day  before  sur- 
gery the  patient  starts  a 
seven-day  course  of  400  mg 
acyclovir  (Zovirax)  po  tid 
as  prophylaxis  against  her- 
pes infection.  On  the  day  of 
surgery,  we  begin  antibiotic 
prophylaxis  with  cephalexin 
500  mg  po  tid,  or  erythro- 
mycin 250-500  mg  po  qid. 
orcUndamycin  150  mg  qid, 
and  anti-inflammatory  treat- 
ment with  prednisone  (40 
mg  po,  tapering  by  5  mg 
each  day);  we  carry  these 
treatments  through  the  first 
postoperative  week. 


Fig  1A  (left):  Dermatoheliosis  (significant  photodamage)  in  a  58-year-Gld  female.  B  (right):  Same 
patient  six  months  after  full  face  resurfacing  with  ultrapulse  laser.  Notice  significant  improvement  in 
skin  texture,  surface  contour,  and  perioral  rhytides. 


Skin  Resurfacing  Procedure 

The  laser  treatment  itself  takes  45-60  minutes  for  the  full  face  (approxi- 
mately 1 5-20  minutes  per  each  pass).  Very  often  the  desirable  depth  of  skin 
removal  is  achieved  after  two  passes,  but  a  third  pass  may  be  needed  in 
selective  areas  where  the  wrinkled  skin  is  thicker  or  solar  elastosis  more 
pronounced.  Thinner  skin,  especially  around  the  eyes,  is  resurfaced  with 
lower  energy  fluences  and  low  density  patterns;^  higher  fluences  and 
overlapping  patterns  are  used  to  ablate  deep  actinic  damage.'^  Ablation 
should  extend  to  the  deep  papillary  dermis  (producing  a  "chamois  cloth 
appearance"')  and  the  shapes  of  the  patterns  should  be  changed  in 
subsequent  passes  in  order  to  obtain  uniform  coverage  of  the  treated  skin. 
Sterile,  ultra-thin,  semi-occlusive  adhesive  polyurethane  dressing 
(Flexzane,  Dox  Hickam  Pharmaceuticals,  Inc.,  Sugarland,  TX)  is  placed 
over  the  treated  areas,  except  the  eyelids,  around  the  mouth  and  nostrils 
(Figure  2,  at  right). 


Fig  2:  Postoperative  wound  dressing  (Flexzane)  ap- 
plied immediately  after  the  resurfacing  procedure. 


Postoperative  Course  and  Management 

The  dressing  is  left  in  place  for  three  days,  after  which  the 
patient  removes  the  bandage  by  showering  with  lukewarm 
water  and  gently  peeling  away  the  polyurethane  strips.  Oozing 
may  be  significant  throughout  the  week  after  treatment.  This  is 
controlled  with  applications  of  acetic  acid  (5  cc  of  5%  distilled 
white  acetic  acid  [white  vinegar]  in  1 50  cc  of  water).  Postopera- 


tive edema  usually  resolves  in  three  to  five  days.  Epithelization 
is  enhanced  by  applying  Aquaphor  healing  ointment  ( B  iersdorf . 
Inc.,  Norwalk,  CT),  which  prevents  drying  of  treated  areas  and 
decreases  crusting.  Epithelization  is  usually  complete  in  seven 
to  10  days;  thereafter  patients  apply  moisturizers  and  may  apply 
makeup  with  a  green  color  to  neutralize  postoperative  redness. 
Topical  tretinoin  and  Viquin  Forte  are  restarted  around  the 
fourth  postoperative  week.  Thorough  sun  protection  is  manda- 
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Fig  3A  (left):  Significant  correction  of  perioral  wrinl<les  in  48-year-old  woman  with  pronounced  perioral  wrinkles  and  nasolabial 
folds.  B  (right):  Significant  improvement  five  months  after  laserabrasion. 


Fig  4A  (left):  67-year-old  woman  with  "crow's  feet"  type  perio- 
cular wrinkles.  B  (above  right):  After  first  postoperative  week 
there  is  still  mild  oozing,  crusting,  and  red  discoloration.  C  (near 
right):  Six-month  follow-up  reveals  substantial  improvement  of 
pehocular  rhytides,  with  restoration  of  the  normal  skin  color . 

tory  throughout  the  tlrst  three  months  after  the  resurfacing. 
Sunscreens  with  SPF  30-45  should  be  appHed  on  a  daily  basis 
after  the  second  postoperative  week.' 

The  final  cosmetic  evaluation  is  made  six  months  after 
treatment.  Shallow  and  mid-depth  wrinkles  (Figures  lA.  B), 
especially  in  perioral  (Figures  3A,  3B)  and  periocular  regions 
(Figuies4A,  C),  as  well  as  shallow  ice-pick  acne  scars  (Figures 
5  A,  B,  next  page)  should  show  considerable  cosmetic  improve- 
ment. Deep  wrinkles  and  scars  are  less  responsive. 


Complications  of  Laser  Skin  Resurfacing 

Early  side  effects  and  complications  include  edema,  oozing, 
and  irritant  contact  dermatitis.  Temporary  removal  of  the  skin 
barrier  increases  the  dermal  delivery  of  agents  that  cause  irritant 
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contact  dermatitis.  Strict  avoidance  of  topical  preparations  in 
the  immediate  postoperative  period  reduces  the  incidence  of 
this  complication. 

Mid-term  complications  consist  of  postoperative  infection 
and  red  discoloration  (Figure  4B).  The  so  called  "ideal  candi- 
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dates"  for  laser  resurfacing  have 
light  skin,  blond  hair,  and  blue 
eyes,  but  are  prone  to  long-last- 
ing (up  to  six  months)  postop- 
erative erythema.  The  red  dis- 
coloration is  easily  neutralized 
with  green  makeup  formulas 
(Physician  formula,  Clinique), 
and  usually  subsides  in  four  to 
eight  weeks.  Careful  attention  to 
postoperative  wound  care  mini- 
mizes infections  and  scarring. 

Late  complications  include 
hyperpigmentation,  hypopig- 
mentation,  and  scarring.  Careful 
pre-  and  posttreatment  selection 
of  patients,  pre-  and  postopera- 
tive treatment  with  tretinoin  and 
hydroquinone,  as  well  as  prompt 
treatment  of  early  or  mid-term 
complications  substantially  re- 
duce the  risk  of  late  complica- 
tions. Limiting  the  depth  of  laser 
resurfacing  to  the  deep  papillary 
dermis  without  penetrating  the 
reticular  dermis  minimizes  the 
risk  of  hypertrophic  scarring."'"'' 


Conclusion 

Skin  resurfacing  with  the  ultrapulse  CO,  laser  effectively  treats 
photodamaged,  wrinkled  skin.  It  is  more  effective  than  derm- 
abrasion and  deep  chemical  peels,  and  has  fewer  postoperative 
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Fig  5A  (left):  48-year  old  woman  with  ice-pick  acne  scar.  B  (right):  Considerable  cosmetic 
improvement  seven  months  after  laser  resurfacing.  Note  the  decrease  in  the  depth  of  the  scar 
pits  and  much  smoother  surface  contour  of  the  skin. 


complications.  Regeneration  of  the  epidermis  and  dermis, 
collagen  remodeling,  and  collagen  shrinkage  are  proposed 
mechanisms  by  which  the  observed  improvement  in  solar 
damage  occurs.  Use  of  a  computerized  pattern  generator  allows 
fast  scanning  of  the  treated  areas,  shortens  the  procedure,  and 
contributes  to  the  uniformity  of  resurfacing.  With  careful  pa- 
tient selection,  superior,  long-lasting  results  are  possible.     □ 
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FIRST-PERSON      PHYSICIAN 


Feeding  Each  Other 


William  A.  Hensel,  MD 


My  minister  has  used  this  story  in  several  sermons:  A  man  dies 
and  is  allowed  to  visit  Heaven  and  Hell.  In  Hell  he  sees  an 
enormous  banquet  hall,  its  great  table  filled  with  delicious  food. 
As  he  watches,  the  hall  fills  with  a  crowd  of  emaciated  people 
who  rush  to  the  table.  But  the  people's  arms  are  bound  so  that 
they  cannot  bend  their  elbows.  Try  as  they  may,  the  starving 
people  cannot  get  the  food  to  their  mouths.  They  leave  hungry. 

In  Heaven,  the  scene  is  strikingly  similar:  a  banquet  hall 
and  a  food-filled  table,  but  the  heavenly  crowd  is  happy  and 
well  fed.  As  they  seat  themselves  he  sees  that  their  arms  are  also 
bound.  Soon,  the  difference  becomes  clear.  Each  person  picks 
up  a  fork  filled  with  food  and  proceeds  to  feed  his  neighbor.  No 
one  leaves  the  hall  until  all  have  been  fed. 

I  think  of  that  story  when  I  think  of  Judy,  a  54-year  old 
patient  with  squamous  cell  cancer  of  the  throat.  She  first  came 
under  my  care  during  the  hospitalization  in  which  we  found  she 
had  an  inoperable  recurrence  of  her  cancer. 

Judy  has  never  had  much  in  the  way  of  money  or  posses- 
sions. She  has  struggled  most  of  her  life  just  to  "get  by." 
Because  she  didn't  want  to  talk  about  her  illness,  and  cringed 
every  time  I  used  the  word  cancer,  I  knew  that  she  was 
overwhelmed  by  the  prospect  of  dying.  I  explained  that  I  would 
give  her  palliative  care,  doing  whatever  I  could  to  add  quality 
to  her  remaining  days.  She  agreed  with  this  approach,  but  I 
could  tell  that  she  remained  skeptical.  Her  life  had  always  been 
hard  and  she  expected  it  to  get  harder. 

After  discharge  from  the  hospital,  Judy  moved  in  with  her 
daughter.  But  the  house  was  small  and  the  daughter  was  a 
working,  single  parent — not  an  arrangement  that  could  last  for 
long.  Fortunately,  our  community  had  just  opened  Beacon 
Place,  a  residential  hospice  built  especially  for  the  poor  who 
have  no  other  place  to  go  for  their  terminal  cai"e.  Judy  qualified. 

At  her  last  visit  to  my  office,  shortly  before  entering 
Beacon  Place,  Judy  still  refused  to  discuss  her  prognosis.  She 


Dr.  Hensel  is  Clinical  Associate  Professor,  Moses  H.  Cone 
Memorial  Hospital  Family  Medicine  Residency  Program,  1125 
N.  Church  St.,  Greensboro,  27401-1007,  in  affiliation  with  the 
Moses  Cone  Health  System,  the  Greensboro  Area  Health 
Education  Center,  and  the  Department  of  Family  Medicine, 
School  of  Medicine,  UNC-Chapel  Hill. 


remained  afraid  of  the  prospect  of  dying.  She  told  her  daughter 
"You're  only  putting  me  away  to  die."  Despite  my  reassur- 
ances, she  continued  to  dread  going  to  "that  home." 

But  once  she  arrived  at  Beacon  Place,  something  remark- 
able happened.  Judy,  the  skeptic,  became  Judy,  the  happy 
caregiver.  It  has  happened  in  this  way.  Judy's  suspicions  about 
"that  home"  were  quickly  dispelled  by  the  warm  reception  of 
the  staff.  Beacon  Place  is  a  nice  facility,  filled  with  nice  people. 
Ever  restless,  Judy  has  complete  freedom  to  wander  about  her 
big,  new  home.  She  was  surprised  to  find  she  could  have  a 
couple  of  beers  each  evening.  Judy  seems  to  have  all  she  needs. 

But  these  things  alone  do  not  account  for  Judy's  transfor- 
mation. She  is  a  friendly,  good-natured  woman  who  has  known 
hard  times,  and  so  is  naturally  empathetic  to  the  plight  of  others. 
In  her  daily  wanderings,  Judy  stops  to  visit  with  the  other 
residents  of  Beacon  Place.  She  has  become  an  important  part  of 
the  lives  of  many  of  these  people.  They  look  forward  to  her 
visits,  her  caring  face,  her  comforting  words.  In  a  very  real  way, 
Judy  has  become  an  important  caregiver  at  Beacon  Place. 

Like  the  people  in  my  pastor's  heaven,  as  Judy  has  served 
others  so  has  she  also  been  served,  because  as  she  makes  her 
rounds,  she  cannot  avoid  confronting  death.  In  the  tradition  of 
hospice,  she  sees  her  new  friends  die  as  peacefully  and  comfort- 
ably as  their  condition  allows.  She  sees  them  cared  for  to  the 
very  end.  She  sees  that  when  that  end  comes,  they  are  not  alone. 
Death  had  been  what  Judy  feared  and  would  not  discuss.  Now 
that  she  has  witnessed  death  in  the  intimate  surroundings  of 
Beacon  Place,  Judy  has  lost  her  fear. 

One  more  thing  surprised  Judy.  The  famihes  of  those  who 
died  have  often  expressed  their  appreciation  for  her  companion- 
ship by  giving  her  something  that  belonged  to  the  deceased — 
like  the  beautiful  bedspread  that  now  adorns  her  bed.  It  bears 
silent  testimony  to  the  help  she  has  given  and  received. 

As  I  write  her  story.  Judy  is  happy  at  Beacon  Place.  She  is 
losing  weight  and  becoming  hoarse,  but  her  daily  rounds  con- 
tinue— even  when  she  must  only  sit  in  silence,  simply  holding 
the  hand  of  her  fellow  resident.  She  straightens  her  room  every 
morning  and  drinks  her  beer  every  afternoon.  She  knows  now 
that  she  is  dying.  She  is  no  longer  afraid.  Her  relendessly 
progressive  cancer  makes  it  difficult  to  swallow  food,  but  in  the 
ways  that  are  most  important,  Judy  is  well  fed.     □ 
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cians. Each  issue  features  a  diverse  mix  of  topical  and 
thought-provoking  socioeconomic  and  scientific  ar- 
ticles pertinent  to  medical  practice  in  North  Carolina, 
plus  a  special  pull-out  section  for  patients. 

Subscription  to  the  Journal  is  a  benefit  of  mem- 
bership in  the  North  Carolina  Medical  Society.  Indi- 
vidual subscriptions  can  also  be  ordered.  Treat  a 
friend  or  colleague  to  a  one-year  gift  subscription  (six 
issues)  by  simply  filling  out  the  coupon  below. 


Payment  Method: 


Charge  to:  VISA 
M/C 


Please  start  my  one-year  subscription*: 


My  Name 
$20  enclosed,  payable  to  the 

North  Carolina  Medical  Society  (NC      Address  _ 

residents  add  6%  sale?  tax  =  $21.20) 


City/State/Zip 


Name  on  Card: 
Account  #:  


Expiration  Date 

I ^New 


Renewal 


Please  send  a  one-year  gift  subscription  to^ 

Name  


Address 


Send  to:  North  Carolina  Medical  Society,      City/State/Zip 

Attn:  Journal  subscription,  P.O.  Box  27167, 

Raleigh,  NC  27611-7167  *Please  allow  4-6  weeks  for  delivery  of  the  first  issue. 
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CME  Calendar 


CARDIOVASCULAR  MEDICINE 
June  10-14 

6th  Annual  Advanced  Cardiovascular 
Interventions  Symposium 

Place:      Westin  Resort,  Hilton  Head.  SC 

Credit:    up  to  18  hours  Category  I,  AM  A 

Fee:        $750 

Info:        Mary  Anne  Cox,  CHS/Charlotte  AHEC  Office  of 

CME,  1366  E.  Morehead  St.,  Charlotte  28204, 

704/355-8631  or  800/562-7314 

September  27 

Duke  Heart  Center  Lecture 

Place:     Duke  Hospital  North 

Info:       Duke  Heart  Center,  9 19/68 1-4278,  fax:  9 19/68 1-7953 

GENERAL 

May  14-16 

Carolinas  Medical  Center  Spring  Symposium  1997 

Place:     Charlotte  Convention  Center 

Info:        Mary  Anne  Cox,  CHS/Charlotte  AHEC  Office  of 

CME,  1366  E.  Morehead  St.,  Charlotte  28204, 

704/355-8631  or  800/562-7314, 

e-mail:  symposium@carolinas.org 

September  18-21 

Coastal  Medical  Retreat  and 

14th  Aesculapian  Sports  Classic 

Place:     Kingston  Plantation,  North  Myrtle  Beach 

Credit:    9  hours  Category  1,  AM  A 

Info:       Beth  Mixon,  Coastal  AHEC,  P.O.  Box  9025. 

Wilmington  28402-9025.  910/343-0161  ext.  312 

October  30-November  1 

2nd  Annual  Integrating  Mind,  Body,  and 

Spirit  in  Medical  Practice  Conference 

Place:      Sheraton  Imperial  Hotel,  Research  Triangle  Park 
Info:        919/684-4293,  Internet  URL: 

http://www.mc.duke.edu/nursing/nshomepg.htm 

November  12-15 

International  Congress  on  Performance  Measurement 

and  Improvement  in  Health  Care 

Place:      Chicago,  IL 


Info:       hosted  by:  Joint  Commission  on  Accreditation  of 
Healthcare  Organizations  and  International  Society 
for  Quality  in  Health  Care,  Inc. 
For  details— fax:  630/792-5858:  or  contact 
Internet  URLs:  http://www.jcaho.org 
http://www.jacho.org/JCI.html 
http://hsfo.health.latrobe.edu.au/ISQua/Confs.htmI 

INFECTIOUS  DISEASE 

May  10 

Contemporary  Issues  in  the  Management  of  HIV  Infection 

Place:      Pinehurst  Hotel,  Pinehurst 
Credit:    5.5  hours  Category  1,  AMA 
Fee:        $25 

Info:       Office  of  CME,  Box  3 1 08,  Duke  University  Medical 
Center,  Durham  27710,  800/222-9984 

October  15-19 

Infectious  Disease  '97  Board  Review: 

A  Comprehensive  Review  for  Board  Preparation 

Place:     Ritz-Carlton,  Tysons  Comer,  McLean,  VA 

Fee:        $820  for  physicians;  $695  for  physicians-in-training 
(before  July  15) 

Credit:    36  hours  Category  1,  AMA 

Info:       Center  for  Bio-Medical  Communications,  Inc.,  80  W. 
Madison  Ave.,  Dumont,  NJ  07628,  201/385-8080, 
fax:  201/385-5650,  e-mail:  cbcbiomed@aol.com 

INTERNAL  MEDICINE 

June  6-9 

Comprehensive  Internal  Medicine  Board  Review  Course 

Place:      Winston-Salem 

Credit:    32  hours  Category  1,  AMA 

Info:        Office  of  Continuing  Education,  Bowman  Gray  School 

of  Medicine.  910/71 6-4450,  or  Physician  Access  Line 

(PAL)  800/277-7654 

MEDICAL  SOCIETY 

November  13-16 

North  Carolina  Medical  Society's  Annual  Meeting 

Place:      Pinehurst  Resort  &  Country  Club 
Info:        Alan  Skipper,  NCMS,  800/722- 1 350  or 
919/833-3836 
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NEUROENDOCRINOLOGY 


November  14-15 

3rd  Annual  Pituitary  Days 

Place:      Omni  Hotel,  Charlottesville.  VA 
Info:        Bebe  Moore,  UVA  Office  of  CME,  800/552-3723, 
804/924-5310 

PEDIATRICS 

September  13-14 

24th  Annual  Postgraduate  Course 

Alexander  Spock  Symposium: 

Practical  Management  of  Common  Problems 

in  Ambulatory  Pediatric  Patients 

Place:      Searle  Center,  Duke  Medical  Center,  Durham 

Fee:         MDs:  $150  for  both  days  ($100  Saturday  or  $50 

Sunday):  allied  health  professionals:  $90,  MDs-in- 

training:  free 
Credit:    hours  pending 
Info:       Joseph  Marc  Majure,  MD, 

Course  Director,  Assistant  — ■- 

Professor  of  Pediatrics,  >. 

Duke  Division  of  Pediatric 

Pulmonary  Diseases,  Box 

2994,  DUMC.  Durham 

27710,919/684-2289, 

fax:  919/684-2292 

SPORTS  MEDICINE 


July  4-6 

NCMS  Sports  Medicine 

Symposium 

Place:      Sheraton  Atlantic 

Beach  Resort 
Info:        Dana  Hammermeister, 

NCMS,  800/722-1350  or 

919/833-3836  (see  above 

for  more  details) 

MISCELLANEOUS  CALENDAR 


November  12-15 
American  Medical  Writers 
Association  Annual  Conference 

Place:      Sheraton  Hotel,  Boston.  MA 
Info:        AMWA,  9650  Rockville 
Pike,  Bethesda,  MD 
208 1 4-3998, 30 1/493-0003, 
fax:  301/493-6384, 
e-mail:  amwa@amwa.org. 
Internet  URL: 
http://www.cma.ca/mwc/ 
amwa-canada/amwa.htm 


Right  around  the  comer. ..July  4-6 

NCMS  Sports  Medicine  Symposium 
"Evaluation  and  Treatment  of 
the  Injured  Athlete " 

Medical  school  faculty  from  ECU,  Bowman  Gray, 
and  UNO  will  offer  practical  instruction  on  sports- 
related  injuries  common  to  the  knee,  shoulder,  and 
ankle.  Participants  will  also  consider  safe  and  early 
return  of  athletes  to  their  sports  and  strengthening 
and  conditioning  programs  for  various  sports. 

For  information,  call  Dana  Hammermeister  at  the 
NCMS:  800/722-1350  or  919/833-3836,  ext.  1 1 1 
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"Be  part  of  a  world-class  operation. 
And  lose  the  residency  blues. " 


¥w\yei 


hen  I  completed  my 
residency  it  was  tough  paying 
bock  college  loons.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loon 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a  year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

CALL  TODAY! 
(800)566-4910 

JIIR  FORCE  RESERVE 


A  GREAT  WAY  TO  SERVE 


25-?01-0005 
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WHEN    YDU 


AVE     MS    YDU 


MIGHTNDT    SEE    TDMDRRDW. 


va^^;.'".ftt»..-.  ..K' 


You  OPEN  ^UR  EYES.  YOU  CAN  HARDLY  SEE.  AND  YOU  REALIZE  IT'S  HAPPENED  AGAIN,  YOU'RE 
BLIND.  That's  HOW  MULTIPLE  SCLEROSIS  WORKS.  It'S  UNPREDICTABLE.  MS  RANDOMLY  ATTACKS 
YOUR  NERVOUS  SYSTEM  AND  CAN  BLIND  OR  PARALYZE  YOU  AT  ANY  TIME.  THE  FIRST  SIGNS  ARE 
USUALLY   SEEN    BETWEEN   THE   AGES   OF    20   AND    40    BUT  THE    NOT   KNOWING   ALWAYS    STAYS   WITH 

YOU.  The  National  MS  Society  is  the  leader  in  research  and  services  for  those  with  the 
DISEASE.    Call  us  at    I-800-FIGHT- MSi^  With  your  help  we  know  a  cure  is  in  sight. 


QNE    THING    PEOPLE    WITH     MS    CAN     COUNT    ON. 


NATIONAL 
MULTIPLE  SCLEROSIS 

SOCIETY  , 


New  Members 


Alan  Neil  Carlson  (OPH).  Duke  Eye  Cen- 
ter, Box  3802.  Durham  27710 

Kellie  Smith  Condra  (RO).  DUMC.  Box 
3085,  Dept.  Radiation  Oncology, 
Durham  27710 

Vicki  Hymel  Fedde  (PHYS  ASST),  5343 
Stonewood  Drive,  Hickory  28602 

Galen  Grayson  (OPH).  2200  E.  7th  St., 
Charlotte  28204 

Sandra  M.  Hoyte.  2837  Chapel  Hill  Road, 
Durham  27707 

Danuta  Jagla-Schudel  (RES).  5500  For- 
tunes Ridge  Drive,  #8 1 C,  Durham  277 13 

Suzanne  Marcella  Keddie,  Carolina  Anes- 
thesiology, PA,  40 1  Femdale  Blvd..  High 
Point  27^261 

Ron  Van  Kirkpatrick  (PHYS  ASST).  1896 
Remount  Road.  Gastonia  28054 

John  Peter  Rostan  McBryde  (RES),  2315 
Charlotte  Drive,  Charlotte  28203 

Sara  Banks  McEwen,  302  Highview  Drive, 
Chapel  Hill  27514 

Americo  Michael  Minotti  (OTO),  North- 
west Ear,  Nose  &  Throat,  180-2 
Parkwood  Drive.  Elkin  28621 

Marion  Ellen  Monison  (IM),  Rex  Primary 
Care  of  N.  Raleigh.  7019  Harps  Mill 
Road,  Raleigh  27615 

Michael  Kermitt  Nunn  (P).  109  Lee  St., 
Greenville  27858 

Elmira  Juanita  P.O.well  (PHYS  ASST), 
2217  Murray  hill  Road,  Greensboro 
27403 

Gurinder  Paul  Singh  Sandhu  (IM), 
Vanceboro  Medical  Center,  P.O.  Box 
529,  Vanceboro  28586 

Scott  Gregory  Satko  (RES).  5552  Marty 
Lane,  Clemmons  27012 

Jeffrey  Wellington  Scales  (RES),  5103 
Oakbrook  Drive,  Durham  27713 

David  Alan  Schutzer  (RES),  DUMC,  Box 
3616,  Durham  27710 

Michael  Stuart  Sidell,  7540  Seton  House 
Lane,  Charlotte  28277 

Harminder  Paul  Singh  (GE),  Center  for 
Digestive  Diseases,  300  Keisler  Drive, 
Ste.  206.  Gary  27511 

Sundararajan  Sundararajan  (FP),  Lexing- 


ton Family  Physicians,  102  W.  Medical 
Park  Drive,  Lexington  27292 

Alamance-Caswell 

I  Dwayne  Dennis  Callwood  (C),  Callwood 

>        Cardiology  Care,  P.O.  Box  209,  Chapel 

\        Hill  27514 

Jeffrey  Glenn  Proctor,  827  Heather  Road, 

Burhngton  27215 

I 
I 

Alexander 

Amie  Angelita  G.  Beloy  (PD).  Alexander 
Pediatric  Clinic.  325  Third  St..  SW. 
Taylorsville  28681 

Bladen 

Muhammad  Salman  Haroon  (IM),  79 
Westvvood  Drive,  Elizabethtown  28337 

Brunswick 

Herbert  Daniel  Snyder  (GS),  25  Union 
School  Road,  Ocean  Isle  28469 

Buncombe 

Richard  Wolcott  Bock  (VS),  257  McDowell 

St..  Asheville  28803 
Clayton  Hollingsworth  Bryan  (OPH).  One 

Oak  Plaza.  Ste.  206.  Asheville  28801 
Michael  Adam  Gerstmann  ( EM ).  P.O.  Box 

2394.  Asheville  28802 
Leta  Carlson  Lamb  (RO).  200  Doctors 

Bldg..  Asheville  28801 
Jack  Carlson  Spies  (FP).  600-G  Kensington 

PL.  Asheville  28803 

Cabarrus 

Douglas  L.  Hill  (C).  Heart  Group  of  the 
Carolinas.  301  Medical  Park  Dri\e. 
Concord  28025 

William' D.  Hoover.  Jr.  (D).  335  Penny 
Lane.  Concord  28025 

Gregory  Stuart  Metcalf  ( IM).  Ardsley  Medi- 
cal Group,  1452  US  Highway  29  N.. 
Concord  28025 

David  Clinton  Miller  (FP).  Cabarrus  Me- 
morial Hospital.  920  Church  St..  North 
Concord  28025 

Thea  L.  Pfeifer  (PD).  1228  Sprucewood 


Place,  Concord  28025 
James  P.  Rivell  (IM).  Ardsley  Medical 
Group,  Concord  28025 

Catawba 

Donald  Hugh  Brown.  II  (AN).  Unifour 
Anesthesia  Assocs..  415  N.  Center  St.. 
Ste.  103.  Hickory  28601 

Floyd  Michael  Cornell  (OPH).  2507  River 
Ridge  Drive.  Asheville  28803 

Mark  Edward  Mattingly  (IM).  415  N.  Cen- 
ter St..  Ste.  003.  Hickory  28601 

Susan  Janis  Pabst  (GS).  605  West  25th  St.. 
Newton  28658 

Todd  Allen  Rogers  (EM),  Frye  Regional 
Medical  Center,  Hickory  28601 

Robert  Anthony  Yapundich  (N ),  1 985  Tate 
Blvd.,  SE,  Ste.  600.  Hickory  28602 

Cleveland 

Bobby  Glenn  Clifton.  II  ( AN ).  907  N.  Wash- 
ington St..  Shelby  28150 

Lynda  M.  Lachance  (FP).  Jones  Family 
Practice.  1 1 3  E.  Grover  St..  Shelby  28150 

Frederick  Ambrose  Zeller  (PUD).  808 
Schenck  St..  Shelby  28150 

Craven-Pamlico- Jones 

Phillip  Joseph  Chenevert  (PD).   1405  S. 

Glenbumie  Road.  New  Bern  28562 
John  Charles  Dieck  (FP).  P.O.  Box  729, 

606  Main  St..  Bayboro  28515 

Cumberland 

Mazen  Askheta,  140-HWayah  Creek  Road, 
Fayetteville  28314 

Martin  Eldridge  Bacon  (C).  Cape  Fear  Car- 
diology Assocs..  PA.  3634  Cape  Center 
Drive.  Fayetteville  28304 

Bradley  James  Broussard  ( ORS ),  Cape  Fear 
Orthopaedic  Clinic,  1 300  Medical  Drive, 
Fayetteville  28304 

George  Leonard  Cooper  ( OPH ),  Valley  Eye 
Clinic,  1629  Owen  Drive,  Fayetteville 
28304 

Gautam  Dev  (PUD),  Fayetteville  Pul- 
monology,  1617  Owen  Drive.  Fay- 
etteville 28304 
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Hiep  Thanh  Pham  (FP),  P.O.  Box  2000, 

1638  Owen  Drive,  Fayetteville  28302 
Maurice  Raymond  Roulhac  (VS),  Village 

Surgical  Associates,  PA,   1841   Quiet 

Cove,  Fayetteville  28304 
Sidney  Earl  Thompson  (D),  2545  Ravenhill 

Drive,  Fayetteville  28303 

Davidson 

Abul  Foiz  M.  Hossain  Iman  (IM),  Pied- 
mont Primary  Care,  1213  Lexington 
Ave.,  Thomasville  27360 

Maria  Diane  Pincus  (PD),  Thomasville 
Pediatrics,  200  Arthur  Drive, 
Thomasville  27360 

Duplin 

Gary  Stephen  Crawford  (FP),  Highway  1 17 

S.,  Wallace  28466 
Basil  Lester  Pugh  (AN),  209  E.  Hill  St., 

Warsaw  28398 

Durham-Orange 

Wendy  Collins  (PD),  Regional  Pediatrics, 

4022  Freedom  Lake  Drive,  Durham 

27704 
Peter  Dyrwyn  Dwane  (AN),  Box  3094, 

DUMC,  Durham  27710 
Stephen  William  Friedman  (FP),  Durham 

Medical  Center,  1901  Hillandale  Road, 

Durham  27705 
Patricia  Harrigan  Hardenbergh  (RO),  120 

Kingston  Drive,  Chapel  Hill  27514 
Vernon  Brock  Hunt  (IM),  52 18  Twin  Pines 

Lane,  Durham  27705 
Maroon  Khoury  (R),  2011  Vintage  Hill 

Drive,  Durham  27712 
Lawrence  Bruce  Marks  (RO),  DUMC,  Box 

3085,  Durham  27710 
Mary  Ann  Williams  Morris  (PD),  920  Kings 

Mill  Road,  Chapel  Hill  27514 
Clifford  Robert  Peck  (STU),  5B  Town 

House  Apts.,  Chapel  Hill  27514 
Michael  Dickens  Peck  (GS),  NC  Jaycee 

BumCenter,  101  Manning  Drive, Chapel 

Hill  27599 
Eric  Attila  Postel  (OPH).  Duke  Eye  Center, 

Box  3802.  Durham  27710 
Robert  Lawrence  Reed,  II  (GS),  DUMC, 

Box  3501,  Durham  27710 
James  Elliot  Rider  (STU),  134  Mariowe 

Court,  Carrboro  275 10 
Hal  Dean  Safrit  (R),  1 1 1  Oakstone  Drive, 

Chapel  Hill  27514 
Timothy  John  Harvey  Webb  (AN),  922 

Kimball  Drive,  Durham  27705 


Edgecombe 

Henry  LePore  (PMR),  Heritage  Hospital, 
1 1 1  Hospital  Drive,  Tarboro  27886 

John  Walter  Mann,  111  (ORS).  901  N. 
Winstead  Ave.,  Rocky  Mount  27804 

Forsyth-Stokes-Davie 

Alison  Martin  Daggett  (IM),  4008  Briar 
Glen  Court,  Winston-Salem  27127 

Maria  Graziella  Dichoso-Wood  (FP),  Pied- 
mont Triad  Family  Medicine,  280-B  S. 
Broad  St.,  Kemersville  27284 

Donald  Dean  Graham,  Jr.  (PUD),  Salem 
Chest  Specialists,  PA,  3001  Lyndhurst 
Ave.,  Winston-Salem  27103 

Cathy  Mae  Judge  (FP),  Piedmont  Triad 
Family  Medicine,  280-B  S.  Broad  St.. 
Kernersville  27284 

LoriGocoKellam(GS),  1901  S.Hawthorne 
Road,  Ste.  220,  Winston-Salem  27103 

Marnie  Stone  Marietta  (FP).  3780 
Clemmons  Road,  Clemmons.  27012 

Gordon  Andrew  Watson  (RO),  Bowman 
Gray  School  of  Medicine,  Medical  Cen- 
ter Blvd.,  Winston-Salem  27157 

Gaston 

AmeeshaKansupada(IM),  1377-AE.  Gar- 
rison Blvd.,  Gastonia  28054 

Jerry  Franklin  Matkins,  Jr.  (OBG), 
Courtview  Ob-Gyn,  PA,  2550  Court 
Drive,  Ste.  204,  Gastonia  28054 

Yaw  Adjei  Owusu-Addo  (GP).  Piedmont 
Internal  Medicine,  227  Wilmot  Drive, 
Gastonia  28054 

Velma  V.  Taormina  (OBG),  Ashley 
Women's  Center,  1225  E.  Garrison 
Blvd..  Gastonia  28054 

David  T.  Thomas  (IM),  Gaston  Internal 
Medical  Clinic,  PA,  1896  Remount 
Road.  Gastonia  28054 

Greater  Greensboro  Society  of  Medicine 

Kristen  Renee  Hardcastle,  #6  Checkerberry 

Square,  Greensboro  27455 
Drew  Alexander  Jones  (D),  Greensboro 

Dermatology  Assocs.,  1 030 Professional 

Village,  Greensboro  27401 
Barry   Dean   Stringfield   (IM),   4702 

Lochmere  Court,  Greensboro  27406 

Harnett 

Ravinder  R.  Gayam  (IM),  518  E.  H-1  St., 
Dunn  28334 

Marcos  Rosado  (AN).  Good  Hope  Hospi- 
tal, 410  Denim  Drive,  Erwin  28339 


Haywood 

Christopher  Lane  (OBG),  26  Hospital  Drive, 

Clyde  28721 

High  Point 

James  R.  McGukin,  Jr.  (C),  Carolina  Cardi- 
ology Assocs,  PA,  624  Quaker  Lane, 
200-E,  High  Point  27262 

Jonathan  Samuel  Rubens  (EM),  4829 
Worchester  Place,  Jamestown  27282 

Peter  Matthew  Schoch  (IM),  High  Pint  In- 
ternal Medicine,  624  Quaker  Lane.  Ste. 
213,  High  Point  27262 

Brian  Lee  Werbel  (C),  Carolina  Cardiol- 
ogy, 624  Quaker  Lane.,  Ste.  E-200,  High 
Point  27262 

Johnston 

Richard  Leslie  Callihan,  Jr.  (C),  Cardiol- 
ogy Assoc,  507  N.  Bright  Leaf  Blvd., 
Smithfield  27577 

Lee 

Emile  Gerard  Vandermeer  (OM),  Sanford 
Medical  Group,  555  Carthage  St., 
Sanford  27330 

Lenoir-Greene 

Nimia  Judith  Alston  (FP),  Kinston  Medical 
Specialists.  PA,  102  Parkwood  Drive, 
Snow  Hill  28580 

Mecklenburg 

Marva  Ly  nette  Ayers  (FP),  1 404  E.  Franklin 
St.,  Monroe  281 10 

John  Richard  Bailey  (OPH),  205  W.  29th 
St..  Lumberton  28358 

John  Russell  Bailey  (C),  Mid-CarolinaCar- 
diology,  1718E.4thSt..Ste.#501,Char• 
lotte  27204 

David  Emerson  Cowan  ( U ),  Carolina  Urol- 
ogy Center,  10620  Park  Road,  Ste.  218, 
Charlotte  28210 

Terry  Hugh  Ezell  (U),  Carolina  Urology 
Center,  1 0620  Park  Road,  Ste.  2 1 8,  Char- 
lotte 28210 

Robert  Basil  Giedraitis  (PMR),  Miller  Or- 
thopaedic Clinic,  1001  Blythe  Blvd., 
Ste.  200,  Charlotte  28203 

Margaret  Susan  Kepich  (IM),  Presbyterian 
Healthcare  Assocs,  411  Billingsley 
Road.  #105,  Chariotte  28211 

Albert  Grady  Le  Roy,  Jr.  (U),  Carolina 
Urology  Center,  10620  Park  Road,  Ste 
218,  Charlotte  28210 

Wilbur  Dubose  Livingston,  Jr.  (U),  Caro- 
lina Urology  Center,  10620  Park  Road 
Ste.  218,  Charlotte  28210 
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Christian  Eugen  Magura  (U ),  Carolina  Urol- 
ogy Center.  10620ParkRoad.  Ste.  218. 

Charlotte  28210 
Curtis  Joseph  Matthews,  Jr.  (U),  Carolina 

Urology  Center,  10620  Park  Road,  Ste. 

218,  Charlotte  28210 
David  Weldon  Miller  (IM),  4501  Cameron 

Valley  Parkway,  Charlotte  2821 1 
John  Caleb  Pease  (IM),   Presbyterian 

Healthcare  Assocs,  411   Billingsley 

Road,  #105,  Charlotte  28211 
Patricia  Koury  Roddey  (D),  4501  Cameron 

Valley  Pkwy.,  Charlotte  2821 1 
Beth  Anne  Seiler(AI),  271 1  RandolphRoad, 

Bldg.  400,  Charlotte  28207 
Bethel  Steindel-Kopp  (PD).  Matthews 

Childrens  Clinic.  #301 .  1 340  Matthews 

Township  Pkwy.,  Matthews  28105 
Thor  Owen  Svendsen  (OBG),  Ranki 

Women's  Center,  1718  E.  4th  St.,  Ste. 

307.  Chariotte  28207 
Ellis  Tavin  (PS).  Tavin  Plastic  Surgery 

Assoc,  PA,  701  E.  Roosevelt  Blvd., 

#800.  Monroe  281 12 
Wilham  Henry  Thompson,  IV  ( ORS ),  1 9 1 5 

Randolph  Road,  Chariotte  28207 

Montgomery 

Elizabeth  Claudius  (IM).  453  Wood  St.. 

Troy  27371 
Pushp  Kumar  Claudius  (IM).  453  Wood 

St.,  Troy  27371 

Moore 

Joseph  Calloway  Boals,  I V  ( PD ),  Sandhills 
Pediatrics,  Inc..  195  W.  Illinois.  South- 
em  Pines  28387 

John  Walter  Byron  (OBG),  Women"  s  Health 
Center,  145  Applecross  Road,  Southern 
Pines  28374 

Robert  Clayton  Steiner  ( GS ),  Moore  Surgi- 
cal Center,  80  Aviemore  Court,  Pinehurst 
28374 

Nash 

Mark  Steven  Abel  (FP),  1041  Noell  Lane, 
Ste.  101,  Rocky  Mount  27804 

Jeffrey  David  Feldstein(FP),  1428  Treetop 
Lane,  Rocky  Mount  27801 

New  Hanover-Pender 

Michael  Gregory  Borja  (PD),  Black  River 
Family  Practice,  301  S.  Campbell  St., 
Burgaw  28425 

Craig  Charies  Johnson  (PHYS  ASST).  200 1 
S.  17th  St..  Wilmington  28401 

Michael  Clark  Kinnebrew  (MFS).   1122 


Medical  Center  Drive,  Wilmington 

28401 
Lois  Beard  Martin  (D),  41 14-B  Shipyard 

Blvd.,  Wilmington  28403 
Edward  Jo.seph  Ricciardelli  (PS),   1912 

Meeting  Court,  Wilmington  28401 
Deborah  Ehzabeth  Warner  (PHYS  ASST), 

1515  Doctor'sCircle,  Wilmington  28401 

Onslow 

James  Ellis  Gaixett  (EM).  105  Crooked 
Creek  Road,  Jacksonville  28540 

Elizabeth  Gorman  Murray  (OBG ),  29 1  Huff 
Drive,  Jacksonville  28546 

Lakshmi  Narasimhan  (C),  158  Memorial 
Court,  Jacksonville  28546 

Pasquotank-Camden-Currituck-Dare 

Kimberiy  Davis  Keith  (EM ).  P.O.  Box  2 1 68. 
Kitty  Hawk  27949 

Pitt 

Jorge  Maria  Abdallah  ( IM ),  ECU  School  of 

Medicine.  Greenville  27858 
Rebecca  Sue  Beltran-Coker  (PD),  ECU 

School  of  Medicine  Pediatrics,  3E- 139, 

Brody  Bldg.,  Greenville  27858 
Terrance  Comeau  (HEM),  ECU  School  of 

Medicine,  Brody  Bldg..  Rm  3E-I27 

Greenville  27S58 
Carios  Alberto  Estrada  (IM).  ECU  School 

of  Medicine.  PCMH.  Room  389-TA. 

Greenville  27858 
Jaines  Michael  Leonardo  (ON),  ECU  School 

of  Medicine,  Brody  Bldg.  Room  3E- 

127.  Greenville  27858 
Pamela  Ann  Lepera  (HEM).  ECU  School 

of  Medicine.  Brody  Bldg.  Room  3E- 

127,  Greenville  27858 
Paramjeet  Singh  (HEM).  ECU  School  of 

Medicine,  Brody  Bldg.,  Room  3E-127, 

Greenville  27858 
Kenneth   Keller   Steinweg   (FP),    108 

Jamestown  Road,  Greenville  27858 

Richmond 

Frederick  William  Norcott  ( EM ),  925  Long 
Drive,  P.O.  Box  1928.  Rockingham 
28379 

Robeson 

Indravadan  S.  Gatiwala  (N),  Neurology 
Center  of  Lumberton,  4850  E.  Fay- 
etteville  Road.  Lumberton  28358 

David  Christopher  Harvey  ( PD ),  Lumberton 
Childrens  Clinic,  103  W.  27th  St., 
Lumberton  28358 


Valentin  Milchev  (IM).  Hermitage  Medi- 
cal Clinic.  4308  Ludgate  St..  Lumberton 
28358 

Ricardo  Olaguivel  Pojol  (PD),  Lumberton 
Childrens  Clinic,  103  W.  27th  St.. 
Lumberton  28358 

Pinakin  P.  Vias  (IM),  Hermitage  Medical 
Clinic,  4308  Ludgate  St.,  Lumberton 
28358 

Rowan 

Mark  Steven  Chandler  (P).  Salisbury  Psy- 
chiatric Assocs.,  72 1  Grove  St.,  Salisbury 
28144 

James  Alfred  Murphy.  Jr.  (OBG),  Rowan 
Ob-Gyn  Associates,  315  Mocksville 
Ave.,  Salisbui7  28147 

Rutherford 

Beveriy  Ann  Pace  (FP).  266  Bent  Creek 
Drive,  Rutherfordton  28139 

Scotland 

Paul  Daniel  Fuchs(FP).  Laurel  Hill  Family 
Medicine,  9241  Morgan  St.,  Laurel  Hill 
28351 

Suny-Yadkin 

Julia  Anne  Bowlin  (FP).  Dobson  Medical 
Center,  1 1 1  N.  Cemer  St.,  Dobson  27030 

Rick  David  Bowlin  (IM),  Northern  Medi- 
cal Center,  933  Old  Rockford  St..  Mt. 
Airy  27030 

Wake 

Albert  Chung-Kuang  Chao  (FP),  Cardinal 
Health  Care.  2605  Blue  Ridge  Road, 
Ste.  150.  Raleigh  27607 

Ann  Sharpe  Collins  (OBG).  Rex  Obstetrics 
&  Gynecology.  2709  Blue  Ridge  Road. 
Ste.  300.  Raleigh  27607 

Heidi  C.  Meiners  Mangelsdorf  (D),  Capital 
Derm.  &  Laster  Ctr..  PA,  3803-A  Com- 
puter Drive,  Ste.  100.  Raleigh  27609 

Dolly  Frances  Nonis  (GP).  P.O.  Box  54 12, 
Gary  27512 

Barbara  Lori  Pohlman  (OM),  Dept.  of  Cor- 
rections. P.O.  Box  29540,  Raleigh  27626 

Wayne 

Alma  F.  Jenkins  (IM),  Mount  Olive  Family 
Medicine,  238  Smith  Chapel  Road, 
Mount  Olive  28365 

Wilkes 

Linda  Michele  Miles  (FP).  1 09  Boone  Trail 
#4,  N.  Wilkesboro  28659 
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Classified  Ads 


BLACK  MOUNTAIN-SWANNANOA  AREA:  Immediate 
occupancy;  approximately  2,300  square  feet  consisting  of 
seven  examining  rooms,  waiting  room,  business  office,  and 
two  private  offices.  Formerly  occupied  by  family  practice. 
Also  900  square  feet  formerly  occupied  by  an  audiologist, 
consisting  of  a  waiting  room,  business  office,  and  two 
examining  rooms.  Contact:  Dean  Dusthimer  at  704/669- 
5859  or  704/669-5783. 

FAMILY  PHYSICIANS:  The  Department  of  Family  Medi- 
cine at  the  University  of  North  Carolina  at  Chapel  Hill,  in 
association  with  UNC  Hospitals  and  Chatham  Hospital, 
seeks  experienced  family  physicians  for  a  Clinician  Teacher 
position  to  join  a  newly  established  rural  family  practice 
clinical  teaching  site.  The  practice  provides  emergency 
services  to  Chatham  Hospital  in  addition  to  its  ongoing 
comprehensive  care  to  people  in  the  community  (obstetrics 
included).  PrefeiTcd  candidates  should  be  board-certified  in 
Family  Practice  and  be  experienced  in  community  practice 
and  emergency  room  care.  Chatham  Hospital  is  located  in 
Siler  City,  which  is  the  lai^gest  city  in  Chatham  County  and 
about  33  miles  from  Chapel  Hill.  Interested  applicants 
should  send  cover  letter  and  current  CV  to:  P.  Richard  Olson, 
MD,  UNC  Department  of  Family  Medicine,  CB#  7595, 
Chapel  Hill,  NC  27599-7595.  UNC  is  an  EOE/AA/ADA 
employer.  Women  and  minorities  are  encouraged  to  volun- 
tarily identify  themselves. 

ELECTRONIC  CLAIMS  FILING:  Soon  to  be  mandatory. 
Full-service  medical  billing  center  offers  claims  transmittal 
and  patient  billing  for  your  practice,  software  for  in-house 
filing,  billing.  MedDirect  Medical  Billing,  phone/fax  919/ 
266-7887. 

EXPANDING  INTERNAL  MEDICINE/GERIATRIC  part- 
nership opportunity  in  Winston-Salem,  NC.  Inpatient  and 
consultative  position  with  excellent  income  potential.  Con- 
tact Susan  Chatman,  910/724-1900. 

HEALTH  CARE  BUSINESS  DEVELOPMENT:  Medical 
faculty,  PhD,  experienced  in  turnkey  medical  clinic  design, 
marketing,  and  project  finance.  Locating  in  Chapel  Hill  area. 
North  Carolina.  Seeks  to  team  with  physicians  for  business 
development  opportunity  in  project  financed-to-lease  pre- 
fabricated clinics.  Timely  response  to  provider  service  needs 


for  strategic,  low  front  end  cost  to  increased  patient  access. 
Contact  Deanna  S.  Kitay,  PhD,  tel:  409/744-4741  or  fax: 
409/744-5435  ore-mail:  dkitay@phoenix.net 

IDEAL  HOME  FOR  PROFESSIONAL:  Approximately 
4,000  square  feet  on  wooded,  secluded  3.2  acres  with  stream. 
Excellent  family  home  with  huge  upstairs  playroom.  Large 
entertainment  area,  35-45  minutes  from  Raleigh/Durham: 
$155,000.  Phone  919/494-5985. 

INTERVENTIONAL  CARDIOLOGIST  WANTED:  EC/ 

BE  Interventional  Cardiologist  needed.  Immediate  opening 
to  join  multispecialty  group  in  Triad  metro  area  of  North 
Carolina.  Excellent  financial  package  with  minimum  guar- 
antee and  performance  based  above  minimum.  Excellent 
place  to  raise  a  family.  HIB  visa  acceptable.  (No  Jl  open 
ings.)  Send  resume  to:  FUa  Barnes,  507  Lindsay  St.,  High 
Point,  NC  27262,  or  fax  910/883-0002. 

MEDICAL  MULTIPLE    DISCIPLINARY  OFFICE— 

Seeking  full  time  FP,  IM,  or  GP  in  Charlotte,  NC.  Salary 
ranges  from  $6,500-$  10,000  per  month  relative  to  experi- 
ence and  qualifications.  Fax  resume  in  confidence  to  704/ 
392-8156  or  call  Dr.  Keith  at  704/392-1338. 

MEN'S  SPECIALTY  CLINIC:  is  searching  for  a  physician 
in  the  following  North  Carolina  areas;  Raleigh/Durham,  and 
Charlotte.  IM,  FP,  or  general  medicine  background  with 
office  experience  preferred.  8-5,  M-F,  no  call,  no  evenings, 
no  weekends  required.  1 5-20  patients  per  day.  Need  to  be  an 
excellent  communicator  and  able  to  relate  to  patients  ex- 
tremely well.  Generous  compensation  and  benefits  package. 
No  J-1  locations  available.  Send  CV  to  Chuck  Branson, 
IMR,  1031 1  Maple  Drive,  Overland  Park,  KS  66207,  or  fax 
to  913/649-2552.  Call  800/772-8168,  ext.  543. 

NATIONALLY  RECOGNIZED,  PROGRESSIVE  STATE 
FACILITY:  for  persons  with  developmental  disabilities  in 
Morganton  seeks  primary  care  physician.  Opportunities  for 
inpatient,  outpatient  care,  as  well  as  teaching  and  research. 
Attractive  salary  and  benefits  package  with  the  State  of 
North  Carolina.  For  information  write;  Dr.  Steve  Mahomey, 
Western  Carolina  Center,  300  Enola  Road,  Morganton,  NC 
28655,  or  call  704/438-6538. 
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NEUROLOGIST  AND/OR  PAIN  MANAGEMENT  SPE-  tired,  semiretired  okay.  Competitive  compensation.  Mal- 

CIALIST:  full-time,  part-time,  and  no  night  call  options.  practice  covered.  Call  Leona  McKlveen  at  919/833-6865. 

Immediate  openings.  Send  resume  to  UPG,  P.O.  Box  7540, 

Greensboro,  NC  27417,  or  call  910/852-1904.  PHYSICIAN  WANTED:  Raleigh,  NC,  location.  Medical 

consultant  position  available.  Prefer  Internist  or  Family 

PIEDMONT,  NORTH  CAROLINA:  Family  practice  physi-  Physician.  Forty-hour  work  week.  Administrative  duties 

cian.  No  nights,  weekends,  or  hospital  calls.  Salary  nego-  only.  No  night  or  weekend  work.  Must  have  NC  license, 

liable— incentives.  September  1997  start  date.  Send  CV  to  Salary  plus  full  benefits.  Contact  9 19/779-0777  or  800/443- 

P.O.  Box  10383,  Greensboro,  NC  27404-0383.  9360  ext.  6183.  Or  write:  Medical  Administrator,  P.O.  Box 

243,  Raleigh,  NC  27602. 

PHYSICIANS  NEEDED  for  locum  tenens  and  permanent 

assignments  in  North  Carolina  family,  walk-in,  and  occupa-      PRIMARY  CARE  PHYSICIANS  WANTED:  BC/BE  Fam- 
tional  health  care  clinics.  Specialty  assignments  include  ER  ily  Practitioners  or  Urgent  Care  Physicians.  Immediate 

and  OB.  Mail  your  CV  to  Physician  Solutions,  P.O  Box  opening  to  join  multispecialty  group  in  the  Triad  metro  area 

98313,  Raleigh,  NC  27624.  of  North  Carolina.  Excellent  financial  package  with  mini- 

mum guarantee  and  performance  based  above  minimum. 

PHYSICIANS  NEEDED:  Positions  available  in  Raleigh.  Excellent  area  to  live  and  raise  a  family.  Fax  resume  to  9 10/ 

Durham,  and  Greensboro  for  uncomplicated  office  practice.  883-0002. 

Flexible  full-  or  part-time  hours  available.  Low  stress.  Re- 


Classified  rates  and  info:  $35  for  the  first  25  words,  35  cents  for  each  additional  w/ord;  $10  discount  for  NCMS  members. 
Do  not  send  advance  payment;  billing  sent  separately.  Fax  ad  copy  (include  address  and  phone  number)  to  91 9/286-921 9. 
You  may  also  e-mail  ad  copy  to:  yohnOOOl  @ mc.duke.edu.  Deadline  for  next  issue  (July/August)  is  June  4. 


Medical  Director 

Premier  financial  services  establishment  seeks  a  licensed,  board-certified  Internal 
Medicine  physician  or  similarly  qualified  adult  primary  care  specialist  to  fill  newly  created,  full- 
time  position.  This  requires  an  individual  of  high  integrity  with  good  general  medical  back- 
ground and  communications  skills.  Some  clinical  practice  experience  preferred. 

Primary  duties  include  consulting  with  life  underwriting  services,  managing  confidential 
medical  information,  and  providing  limited  employee  health  care.  The  ability  to  communicate 
well,  both  verbally  and  in  writing,  to  our  clients,  sales  force,  and  attending  physicians  is  essen- 
tial. Prior  experience  with  risk  assessment  not  required.  This  organization  is  expanding  and 
has  an  experienced  Medical  Director  who  will  assist  in  training.  Both  Medical  Directors  will 
share  duties  and  provide  coverage  to  our  underwriting  and  claims  staff. 

EQUITABLE  has  been  a  well-established,  financially  sound  company  for  more  than  125 
years.  This  unique  professional  position  offers  an  attractive  compensation  package  including 
full  benefits  for  the  individual  who  is  personable  and  works  well  with  others.  This  is  a  wonderful 
career  opportunity  for  a  well-qualified  physician  who  desires  regular  working  hours  without  call 
and  free  weekends.  For  further  inforrnation,  please  send  resume  to: 

Larry  G.  Lindow,  MD,  Medical  Director 
Equitable  Financial  Companies 
6301  Morrison  Boulevard 
,-^,-      ,x/^,  Charlotte,  NC  28211 

EOEm/f/d/v  (704)362-6214 
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Aphorisms 
of  the  Month 

Daniel  J.  Sexton,  MD,  Section  Editor 

"Money" 


Money,  it  turned  out,  was  exactly  like  sex:  You  thought 
of  nothing  else  if  you  didn't  have  it  and  thought  of  other 
things  if  you  did.  — James  Baldwin 

The  value  of  a  dollar  is  social,  as  it  is  created  by  society. 

— Emerson 

No  honest,  hardworking  official  likes  to  see  good  money 
disappearing  into  the  hands  of  the  Treasury  at  the  end  of 
the  financial  year.  — Joyce  Cary 

God  make,  and  apparel  shapes,  but  it"s  money  that 
finishes  the  man.  — Thomas  Fuller 

Like  grain  in  a  time  of  famine,  the  immense  resources 
which  the  nation  does  in  fact  possess  go  not  to  the  child 
in  the  greatest  need  but  to  the  children  of  the  highest 
bidder — the  child  of  parents  who.  more  frequently  than 
not,  have  also  enjoyed  the  same  abundance  when  they 
were  schoolchildren.  — Jonathan  Kozol 

In  our  culture  we  make  heroes  of  the  men  who  sit  on  top 
of  a  heap  of  money,  and  we  pay  attention  not  only  to  what 
they  say  in  their  field  of  competance.  but  to  their  wisdom 
on  every  other  question  in  the  world.  — MaxLerner 

Much  work  is  merely  a  way  to  make  money;  much  leisure 
is  merely  a  way  to  spend  it.  — C.  Wright  Mills 

When  reason  rules,  money  is  a  blessing. 

— Piihlicus  Syriis 

It  is  better  to  have  a  permanent  income  than  to  be 
fascinating.  — Oscar  Wilde 

Money,  big  money  (which  is  actually  a  relative  concept) 
is  always,  under  any  circumstances,  a  seduction,  a  test  of 
morals,  a  temptation  to  sin.  — Boris  Yeltsin 

Fax  aphorisms  to  Dr.  Sexton  at  919/684-8358, 
or  send  them  via  e-mail:  sexto002@mc.duke.edu 
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"Know  what  I 

need?  A  friend 

who  knows  more 

than  I  do  about 

avoiding  risks." 

The  facts  are  overwhelming, 

It  seems  every  new/scast, 

magazine,  nev^^spaper  and 

tabloid  carries  a  story  of  a 

malpractice  lawsuit.  There 

just  isn't  time  to  worry  about 

risks  -  especially  while  I'm 

taking  care  of  my  patients. 

What  ever  happened  to 

security  and  peace 

of  mind? 

Medical  Mutual  proved 
that  they  can  help  me 
manage  the  risk  prob- 
lems and  avoid  legal 
conflicts.  It's  not  just 
the  number  of 
patients  1  treat,  but 
how  I  manage  risks 
that  counts.  That's 
what  gives  me  the 
time  to  enjoy  life 
outside  the  office." 


Medical  Mutual  Insurance  Company 
of  North  Carolina 

4505  Falls  of  the  Neuse  Road 

PO  Box  98028 

Raleigh,  NC  27624-8028 

Tel:   (919)872-7117 

(800)662-7917 

Fax:  (919)  878-7550 


What  can  a  map  tell  you  about  a  computer  system's 


Plenty — if,  like  this  one,  it  shows 
how  many  medical  offices  in  the 
CaroUnas  use  a  particulai'  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably. 

For  example,  it  niight  show  how 
a  16-year  commitment  to  "Working 
for  Physicians"  has  resulted  in  over 
800  installafions  in  North  and  South 
Carolina. 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  North  Carolina  Medicare, 
Medicaid,  and  Blue  Cross /Blue  Shield 
(with  no  per-claini  charges)  are 
improving  physicians'  revenue. 


It  could  clarify  how  critical "  one- 
caU"  support  can  be  in  helping  offices 
stay  productive — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry. 

It  might  demonstrate  how  on- 
going research  and  development 
brought  innovations  like  the  first 
integrated,  direct  electronic  claims 
transmission  in  a  practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems 
only  in  the  Southeast,  a  computer 
company  caii  keep  customers  up-to- 


date  on  the  latest  insurance  filing 
requirements. 

It  could  emphasize  the  flexibility 
of  multi-user,  multi-tasking  software 
that  runs  on  the  most  popular 
operating  system  in  the  world. 

And  it  could  illustrate  the  value 
having  a  computer  vendor  with  a 
vision  for  the  future  and  the  expertisel 
to  make  that  vision  work  for  you. 


iSystem) 


inc. 

Carolina  Research  Park  •  One  Science  Court 

Columbia,  SC  29203-9356 

800-800-6472  •  803-735-7700 
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For  Doctors  and  Their  Patients 


{At  Century  American,  Flexibility] 
Is  Our  Competitive  Edge.      J 


flr  When  it  comes  to  grolt  professional 
liability  coverage,  not  all  programs  are  alike. 
Century  American  has  been  writing  group 
coverage  long  before  it  became  popular. 
Our  policies  are  designed  to  meet  your  needs 
based  on  the  way  you  practice  medicine  in 
todays  changing  medical  profession. 

Our  Full-Time  Equivalency  option 
makes  liability  coverage  comprehensive  and 


flexible  for  managed  care  organizations. 
Group  premiums  are  based  on  the  number 
of  actual  patients  seen  or  physician  hours 
provided  by  your  practice.  The  premium  is 
not  affected  by  how  many  physicians  provide 
that  care.  You  pay  for  only  the  coverage  you 
use  or  need,  instead  of  paying  a  flat  annual  fee. 
C^^   Unless  you  compare  programs,  you 
may  never  see  the  difference  when  it  comes 


to  choosing  liabilit}'  coverage.  The  Century 
American  difference  is  flexibility.  To  get 
the  competitive  edge,  call  Susan  Baker  at 
1-800-^76-2002  ext.4563.  ^^ 

CenliT 
Insurance 

Century  American  Insurance  Company 
Century  American  Casualty  Company 


*^m^. 


't-' 

t 


\ 


Since  1938,  Crumpton  Company  has  served  the 
professional  insurance  needs  of  North  Carolina 
Physicians  with  conspicuous  excellence.  Recently. 
Crumpton  merged  with  J.  Southgate  and  Son 
(est.  1872)  and  Home  Insurance  Agency  (est.  1914) 
to  create  CSC.  Our  new  Company  stands  poised  to 
offer  you  a  vastly  expanded  portfolio  of  insurance 
brokerage  and  asset  management  services. 

But  one  thing  hasn't  changed  ...  the  quality  service, 
unrivaled  integrity  and  personal  attention  you've 
come  to  expect  from  your  insurance  company. 

In  the  coming  months  you'll  hear  more  about  how 
our  new  synergy  can  add  value  to  your  practice. 
We're  counting  on  exceeding  your  expectations. 

CSC  Corporation.  Your  newest  oldest  insurance 
company. 


a  Crumpton,  Sourhgate.  Couplami  Company 


2605  Meridian  Parhvay 

Durham,  North  Carolina 

800/672.1674 


Medicine  Has 
Come  a  Long 
Way  In  The  Last 
Half  Century. 
Luckily,  Your 
Insurance  Is 
Keeping  Pace. 


C    0    R    P    0    R    A    I    I 


NORTH  CAROLINA 

MEDICAL  JOURNAL 

For  Doctors  and  their  Patients 


EDITOR 

BUSINESS  MANAGER 

Francis  A.  Neelon,  MD 

Dcmald  R.  Wall 

Durham 

SECTION  EDITORS 

DEPUTY  EDITOR 

Eugene  W.  Linfors,  MD 

Edward  C.  Halpenn.  MD 

Daniel  J.  Sexton,  MD 

Durham 

CONSULTING  EDITOR 

EDITORIAL  BOARD 

Eugene  A.  Stead.  Jr..  MD 

William  B,  BIythe,  MD 

Chapel  Hill,  Chair 

ASSOCIATE  EDITORS 

Johnson  H.  Kellv.  MD 

Eben  Alexander,  Jr.,  MD 

Shelby 

Winston-Salem 

Patrick  D.  Kenan,  MD 

William  B.  BIythe,  MD 

Durham 

Chapel  Hill 

Assad  Meymandi,  MD 

F.  Maxton  Mauney,  Jr.,  MD 

Raleigh 

Asheville 

William  G.  Porter,  MD 

James  P.  Weaver,  MD 

Charlotte 

Durham 

Mary  J.  Raab,  MD 

Greenville 

MANAGING  EDITOR 

C.  Stewart  Rogers,  MD 

Jeanne  C  Yohn 

Greensboro 

Durham 

J.  Dale  Simmons,  MD 

919/286-6410 

Raleigh 

fax:  919/286-9219 

Thomas  0.  Stovall,  MD 

e-mail:  yohn0001@mc.duke.edu 

Winston-Salem 

July/August  1997,  Volume  58,  Number  4 

Published  Bimonthly  as  the  Official  Organ  of  the 
North  Carolina  Medical  Society  (ISSN  0029-2559) 


The  Society  is  not  to  be  considered  as  endorsing  the  views  and  opinions  advanced  by  authors  of 
papers  delivered  at  the  Annual  Meeting  or  published  in  the  official  publication  of  the  Society. — 
Constitution  and  Bylaws  of  the  North  Carolina  Medical  Society:  Chap.  IV,  Section  3.  pg.  4. 

NORTH  CAROLINA  MEDICAL  JOURNAL 

Box  3910,  Duke  University  Medical  Center.  Durham,  NC  27710. 

(phone:  919/286-6410,  fax:  919/286-9219,  e-mail:  yohn0001@mc.duke.edu, 

Internet  address:  http://www.medicine.mc.duke.edu/ncmedj),  is  owned  and  pubUshed  by  The 

North  Carolina  Medical  Society  under  the  direction  of  its  Editorial  Board.  Copyright©  1997  TTie 

North  Carolina  Medical  Society.  Address  manuscripts  and  communications  regarding  editorial 

matters,  subscription  rates,  etc.,  to  the  Managing  Editor  at  the  Durham  address  listed  above.  (Use 

the  following  address  for  overnight  and  express  mail  only:  2200  W.  Main  St.,  Suite  B-210,  Room 

12.  Durham,  NC  27705.)  Listed  in  Index  Medicus.  All  advertisements  are  accepted  subject  to  the 

approval  of  the  Editorial  Board  of  the  North  Carolina  Medical  Journal.  The  appearance  of  an 

advertisement  in  this  publication  does  not  constitute  any  endorsement  of  the  subject  or  claims  of 

the  advertisement. 

Advertising  representative: 

Don  French,  318  Tweed  Circle,  Box  2093,  Cary,  NC  2751 1,  919/467-8515,  fax:  919/467-8071 
Printing:  The  Ovid  Bell  Press,  Inc.,  1201-05  Bluff  St.,  Fulton,  MO  65251,  800/835-8919 

Annual  subscription  (6  issues):  $20  (plus  6%  NC  tax  =  $21.20).  Single  copies:  $3.50  regular 
issues,  $5  special  issues;  Roster  $55  (plus  tax).  Periodicals  postage  paid  at  Raleigh  NC  27601, 
and  at  additional  mailing  offices. 

POSTMASTER:  SEND  ADDRESS  CHANGES  TO  THE  NORTH  CAROLINA 
MEDICAL  SOCIETY,  222  N.  PERSON  ST.,  P.O.  Box  27167,  RALEIGH,  NC  27611-7167. 


What's  the  Value  of  Your  Practice? 
Get  a  Trained  Professional  Opinion 

•Estimate  of  Fair  Market  Value 
•Certified/Expert  Valuation 
•Reduce  Litigation  Potential 
/  •Third  Party  Objectivity 

RayClinebelle 

V        Certified  Public  Accountant  &  Certified  Valuation  Analyst 

Clinebelle,  MiUer  &  Co.,  P.  A. 
^^^^^^1        (919)  231-8800      Raleigh,  N.C. 


230 


NCMJ  July/August  1997.  Volume  58  Number  4 


North  Carolina  Medical  Journal 

FOR  DOCTORS  AND  THEIR  PATIENTS 

July/August  1997,  Volume  58,   Number  4 

Cover:  Illustration  by  V.  Cullum  Rogers,  Durham.  Other  works  by  Mr.  Rogers  appear  on  pages  270-1. 

SPECIAL  ISSUE:  EMERGENCY  MEDICINE— NORTH  CAROUNA'S  RESPONSE 


235 

238 
245 

248 
254 

260 
270 


FROM  THE  GUEST  EDITOR 

Emerging  Success:  Finding  a  Void  and  Filling  It 


Jeffi-ey  W.  Runge.  MD.  FACEP 


EMERGENCY  CARE  DELIVERY 

The  Status  of  Emergency  Medical  Services  in  North  Carolina  Bob  Bailey  and  Cary  McDonald,  MD 

The  North  Carolina  Trauma  System 

John  W.  Baker.  MD.  FACEP.  Sharon  Baker  Rhyne,  MHA,  MBA.  CHE.  and  Christopher  C  Baker.  MD.  FACS 
Disaster  Response  in  North  Carolina 

Roy  L.  Alson.  PhD,  MD.  FACEP,  Ralph  B.  "Monty"  Leonard  PhD.  MD.  FACEP.  and Lewellyn  W.  Stringer,  MD.  FACCP 
Air  Medical  Transport  Services  in  North  Carolina  Michael  A.  Gibbs.  MD.  FACEP.  and  Cathie  McDonald 

LEGAL  ISSUES 

Managed  Care  Authorization  for  Emergency  Department  Services: 

A  Medical  Risk  to  Patients,  A  Legal  Risk  for  Doctors  and  Hospitals    Robert  A.  Bittennan.  MD,  JD,  FACEP 


FIRST-PERSON  PHYSICIAN 

The  Eye  of  the  Storm:  A  Bedside  View 


Lia  S.  Logio,  MD 


272 
279 

284 


288 


293 
296 


HEALTH  PROMOTION  AND  DISEASE  PREVENTION 

Poison  Control  in  North  Carolina  5.  Rutherfoord  Rose,  PhannD,  ABAT,  FAACT 

Injury  Prevention  and  Control:  An  Evolving  Role  for  Emergency  Physicians  and  Other  Specialists 

Herbert  G.  Garrison.  MD,  MPH,  Carol  W.  Runyan,  PhD.  and  Kathleen  A.  Dunn.  MD.  MSPH 
Injuries  Associated  With  Personal  Watercraft:  An  Emerging  Epidemic  in  Need  of  Legislative  Action 

Brian  C.  Tyler.  MD.  and  Herbert  G.  Garrison.  MD.  MPH 


PRACTICE  PERSPECTIVES 

The  History  and  Future  of  Emergency  Medicine 

ACUTE  CARE  ADVANCEMENTS 

Emergency  Medical  Services  for  North  Carolina's  Children 
Research  in  Emergency  Medicine 


John  A.  Marx.  MD 


Robert  W.  Schafenneyer.  MD.  and  Karen  Frush.  MD 
James  E.  Manning.  MD 


HEALTH  WATCH 

265         A  Patient's  Guide  to  Pulling  the  Plug  on  Media  Violence:  Children — Media  Violence — Solutions 
Kathleen  M.  Clarke-Pearson.  MD.  FAAP 


BULLETIN  BOARD 

232        Letters  to  the  Editor 
258       Instructions  for  Authors 
278       CME  Calendar 
292       Subscription  Form 


299  Aphorisms  of  the  Month 

300  The  Aphorism-Collector's  Mind      Daniel  J.  Se.xton.  MD 

301  Classified  Ads 
303  New  Members 


NCMJ  July/August  1997.  Volume  58  Number  4 


231 


Letters  to  the  Editor 


^ 


Psychiatrists  Commend  MarcFi/Apri!  Issue 

To  the  Editor: 

Obviously  behind  in  my  reading,  I  just  completed  the 
outstanding  March/April  North  Carolina  Medical  Journal.  I 
was  impressed  and  pleased  by  all  aspects  of  the  special  issue  on 
gay,  lesbian,  and  bisexual  patients,  physicians,  and  trainees, 
from  the  striking  cover  to  the  excellent  quality  of  the  articles. 
I  look  forward  to  using  several  of  the  articles  in  my 
teaching  of  medical  students  and  residents,  as  well  as  in  presen- 
tations to  colleagues  and  community  groups.  Thank  you  for  a 
timely  and  thoughtful  issue. 

Doreen  L.  Hughes,  MD,  Assistant  Professor 

Department  of  Psychiatry  and  Behavioral  Medicine 

Bowman  Gray  School  of  Medicine, 

Winston-Salem,  NC  27157 

Dr_Doreen_Hughes@medcenter.wpmail.wfu.edu 

via  Internet 

To  the  Editor: 

Thank  you  very  much  for  the  March/April  issue  on  gay  and 
lesbian  issues.  I  had  said  that  1  would  contribute  an  article.  The 
original  due  date  passed,  and  since  I  never  heard  anything  more, 
1  (wrongly)  assumed  that  the  issue  wasn't  going  to  happen.  I 
regret  that  1  didn't  call  to  find  out  whether  I  could  still  send  my 
article.  But  much  of  what  I  would  have  written,  about  working 
with  lesbian,  gay,  and  bisexual  health  care  providers,  was 
covered  in  the  other  articles.  Again,  thanks  for  doing  it. 

I  really  enjoy  the  NCMJ  and  usually  read  it  from  cover  to 
cover,  while  other  journals  pile  up  unread.  Thanks  for  continu- 
ing to  publish  such  a  readable,  pleasant,  informative,  and 
helpful  journal! 

Margie  Sved,  MD,  Past  President 

Association  of  Gay  and  Lesbian  Psychiatrists 

Division  Director,  Adult  Psychiatry 

Dorothea  Dix  Hospital 

820  S.  Boylan  Ave. 

Raleigh,  NC  27603 

msved@dhr. state. nc. us  via  Internet 

Editor's  note:  We  understand  and  appreciate  the  demands  and 
time  constraints  of  all  our  contributors.  We  have  invited  Dr. 
Sved  to  submit  a  piece  on  psychiatric  issues  in  gay  and  lesbian 
health  for  future  consideration. 


Topics  No  Longer  Taboo 

To  the  Editor: 

I  congratulate  Dr.  Halperin  on  a  wonderful  special  issue  of 
the  NCMJ.  The  topic  of  gay  and  lesbian  health  is  a  crucial  one 
that  has  indeed  been  long  overlooked  by  most  of  the  medical 
community.  The  special  issue  brings  attention  to  a  set  of  clinical 
subjects  that  are  of  critical  importance  both  to  physicians  (and 
other  clinicians)  and  to  patients. 

I  also  thank  Dr.  Halperin  for  his  perspicacious  introductory 
comments  to  the  issue.  He  served  to  break  the  ice  on  what  might 
otherwise  be  a  taboo  topic  for  some  readers.  The  medical 
community  owes  him  a  lot  for  this  work. 

Mark  S.  Litwin,  MD,  MPH,  FACS 

Assistant  Professor 

Urology  and  Public  Health 

UCLA  School  of  Medicine 

66-124  Center  for  the  Health  Sciences 

Los  Angeles,  CA  90095-1738 

Medical  Students  Find 
Special  Issue  Informative 
To  the  Editor: 

I  was  delighted  with  the  recent  special  North  Carolina 
Medical  Journal  on  lesbian,  gay,  and  bisexual  health.  I  am  a 
final-year  medical  student  at  Sheffield  University  Medical 
School  in  England  and  also  a  member  of  the  Gay  and  Lesbian 
Medical  Association  based  in  San  Francisco.  I  read  about  the 
special  issue  in  the  GLMA  Reporter. 

Congratulations  on  an  obviously  successful  publication. 

Charlotte  E.  Hall 

9  Churchill  Road,  Crookes,  Sheffield 

SIO  IFG  England 

C.E.Hall@sheffield.ac.uk  via  Internet 

To  the  Editor: 

As  a  third-year  medical  student,  I  found  the  March/April 
issue  of  the  North  Carolina  Medical  Journal  a  very  appropriate 
and  encouraging  response  to  the  needs  oi  all  patients. 

Thank  you  for  helping  to  educate  readers  about  the  health 
needs  of  lesbian  women  and  gay  men. 

Jane  E.  McMillan,  MSIII 

805  Earnest  St.,  #6 

Johnson  City,  TN  37604 

Continued  on  page  234 
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Members  May  Memorialize  Loved  Ones 

To  the  Editor: 

As  trustee  and  chair  of  the  Gifts  and  Grants  Commit- 
tee of  the  NCMS  Foundation,  I  want  to  remind  Society 
members  that  the  Foundation  accepts  gifts  in  honor  of  or 
in  memory  of  a  special  person  in  your  community,  a 
family  member,  or  colleague.  This  opportunity  allows 
Society  members  to  pay  tribute  to  a  special  person  in  their 
lives  and  also  support  Foundation  programs. 

The  Foundation  sends  a  card  to  the  person(s)  (or 
family  oftheperson)youhavehonored.Honorees'  names 
are  listed  in  the  NCMS  Foundation  Annual  Report. 

For  information,  contact  the  NCMS  Foundation  of- 
fice at  919/833-3836  or  800/722-1350  or  send  your  gifts 
totheFoundationatP.O.Box27167,Raleigh,NC  27611. 

T.  Reginald  Harris,  MD 
808  Schenck  St.,  Shelby,  NC  28150 
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"Be  part  of  a  world-class  operation. 
And  lose  the  residency  blues. " 


WW\\e\ 


hen  I  completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  o  year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

CALL  TODAY! 
(803)566-6500 

jUR  FOKa  RESBO/E 


Deputy  Editor  Responds  to  Letters 

To  the  Editor: 

My  academic  medical  career  has  had  its  ups  and  downs,  so 
too,  I'll  admit,  has  my  fantasy  life.  I've  dreamed  of  winning  the 
Nobel  Prize  for  my  work  on  radiation  and  xenotransplantation 
("Thank  you  your  majesty.  Tell  me,  does  being  the  King  of 
Sweden  mean  that  you  can  have  all  the  Swedish  pancakes  with 
sour  cream  you  want?"),  being  named  president  of  Yale  Univer- 
sity ("Serve  as  a  member  of  the  Board  of  Directors  of  General 
Motors?  No,  terribly  sorry,  I  can't — I  have  a  meeting  of  the 
faculty  senate  next  Tuesday."),  or,  perhaps,  author  of  a  bestsell- 
ing  textbook  ("Why  yes,  I  am  the  author  of  Halperin  's  Standard 
Textbook  of  All  of  Internal  Medicine  and  Surgery,  now  in  its 
102nd  edition.").  I  never  fantasized  that  I'd  be  famous  as  a 
defender  of  gender  preference  rights. 

My  favorite  communication  about  the  March/ April  issue 
came  from  a  local  newspaper  reporter 
who  said  that  she  was,  "surprised  that 
the  North  Carolina  Medical  Journal 
tackled  such  a  controversial  issue."  I 
told  her  not  to  be  surprised  that  the 
North  Carolina  Medical  Journal  was 
at  the  forefront  of  medical  journalism; 
once  again  scooping  the  competition — 
including  her  paper. 

We've  received  many  laudatory 
remarks  and  letters  about  our  special 
issue  on  gay  and  lesbian  medicine. 
We're  grateful  for  them.  Excuse  me, 
it's  time  for  me  to  get  back  to  my  day- 
dreaming. 

Edward  C.  Halperin,  MD 

Professor  and  Chair 

Dept.  of  Radiation  Oncology 

Box  3085,  Duke  Medical  Center 

Durham,  NC  27710 
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A  GREAT  WAY  TO  SERVE 


25-;01-0005 


Moved  by  the  Music 

To  the  Editor: 

I  enjoyed  the  article  in  the  May/ 
June  issue,  "A  Fine  Day  in  the  Dentist' s 
Chair:  Pulling  With  Mozart"  (NC  Med 
J  1997;58;200).  During  the  months 
that  I  commuted  between  Hillsborough 
and  Charlotte,  I  played  the  same  pieces 
of  music  on  my  car  stereo.  They  helped 
me  keep  it  all  together. 

Harry  GaUis,  MD 

Vice  President,  Regional  Education 

Interim  Director,  Charlotte  AHEC 

Carolinas  HealthCare  System 

hgallis@carolinas.org  via  Internet 
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FROM      THE      GUEST      EDITOR 


Emerging  Success 

Finding  a  Void  and  Filling  It 


Jeffrey  W.  Runge,  MD,  FACEP 


All  my  life  I  have  wanted  to  be  a  doctor.  1  am  not  sure  when  I 
first  had  the  idea,  but,  like  most  members  of  my  generation,  it 
probably  came  from  television.  I  remember,  as  a  four-year-old 
in  1959,  telling  mother's  friend,  Sarah  Pope,  that  I  was  going  to 
be  "an  obstetrician."  I  am  sure  I  had  asked  my  mother  about 
some  man  on  the  television,  and  she  replied,  "He  is  an  obstetri- 
cian." My  notoriety  in  being  able  to  utter  the  word  obstetrician 
set  me  on  my  path  to  medicine.  Throughout  my  youth  and 
adolescence,  I  nurtured  the  image  of  the  doctor  I  wanted  to  be — 
my  family  doctor  in  Charleston.  T.  Fleetwood  Hassell.  I  chose 
to  attend  The  University  of  the  South,  for  many  reasons,  one  of 
which  was  the  high  percentage  of  it  graduates  accepted  to 
medical  school. 

As  I  left  Charleston  for  Sewanee,  the  first  modular  ambu- 
lance trucks  were  appearing  on  the  streets  of  Charleston, 
replacing  those  marvelous  grand  Cadillac  ambulances  and 
police  station  wagons  with  the  stretchers  crammed  into  the 
back.  The  end  of  the  war  in  Vietnam  brought  in  hordes  of 
military  corpsmen  and  medics,  expert  in  trauma  care,  but  up  on 
the  Mountain  at  Sewanee,  there  were  no  ambulances,  emer- 
gency medical  technicians  (EMTs),  or  streetwise  medics.  My 
classmates  and  I  saw  the  chance  to  fill  that  void.  The  American 
Academy  of  Orthopaedic  Surgeons  produced  an  EMT  manual, 
£md  for  $25  (and  8 1  hours  of  time)  we  eager  1 8-year-olds  could 
save  lives,  snatch  people  from  the  jaws  of  death.  The  Sewanee 
poUce  chief  gave  our  graduating  class  of  12  EMTs  his  old 
Chevrolet  Bel  Air  station  wagon — with  a  stretcher  crammed 
into  the  back  and  a  new  logo  painted  on  the  side.  We  were  in 
business. 

Days  later,  on  a  Tennessee  roadside  tending  five  people 
ejected  from  their  vehicle  in  a  head-on  collision,  I  suddenly 
realized  the  terror  of  not  knowing  what  to  do  as  a  patient 
deteriorated  in  front  of  my  eyes.  It  was  a  feeling  I  did  not  like 
and  never  wanted  again.  That  experience  and  others  gave  me  the 
energy  to  keep  on  studying  when  I  had  studied  enough,  pro- 


Guest  Editor  Dr.  Runge  is  Assistant  Chair,  Department  of 
Emergencv  IVIedicine,  Carolinas  IVIedical  Center,  P.O.  Box 
32861,  Charlotte  28232. 


pelled  me  to  learn  more  than  I  thought  I  needed  to  know  so  I 
would  never  again  feel  that  terror  of  not  knowing  what  to  do  for 
the  patient  lying  in  front  of  me. 


Establishing  Training  Curricula 

I  didn't  know  at  the  time  that  things  were  happening  in  North 
Carolina  that  would  forever  change  my  life.  In  the  late  1960s. 
Dr.  Eben  Alexander.  Jr.,  was  Chief  of  Professional  Services  at 
North  Carolina  Baptist  Hospital.  At  that  time,  each  full-time 
staff  member  took  a  turn  serving  in  the  emergency  room — until 
a  distinguished  pediatrician  told  Dr.  Alexander  that  he  didn't 
feel  competent  to  care  for  adult  patients.  He  suggested  a 
curriculum  to  train  physicians  to  serve  full-time  in  the  emer- 
gency room.  Dr.  Alexander  did  not  foresee  the  three-  and  four- 
year  residency  programs  that  would  result,  but  he  did  create  the 
first  training  curriculum  for  emergency  physicians.  Years  later 
he  was  honored  by  the  Society  for  Academic  Emergency 
Medicine  for  his  wisdom  and  foresight. 

Support  for  training  other  specialists  to  run  an  emergency 
department  was  widespread,  but  medical  schools — even  Bow- 
man Gray — strongly  resisted  the  idea  of  residency  training  in 
Emergency  Medicine.  The  first  emergency  medicine  residency 
was  started  at  the  University  of  Cincinnati  in  the  early  1970s, 
and  others  followed  at  Los  Angeles  County  and  at  Emory 
University  in  Adanta.  Shortly  thereafter,  residency  training 
began  at  Bowman  Gray  under  the  guidance  of  Dr.  J.T.  McRae 
and  later  Dr.  Fred  Glass. 

On  the  other  side  of  Winston-Salem,  at  Forsyth  Memorial 
Hospital,  Dr.  David  Nelson  started  North  Carolina's  first  full- 
time  emergency  medicine  group.  It  served  as  the  model  for 
generations  of  private-contract  and  fee-for-service  emergency 
physicians  in  North  Carolina,  among  them  several  icons  in  the 
history  of  emergency  medicine.  Dr.  George  Podgomy  joined 
Dr.  Nelson  after  completing  a  fellowship  in  cardiothoracic 
surgery,  and  the  two  became  charter  members  of  the  American 
College  of  Emergency  Physicians,  a  group  constimted  to  pro- 
vide continuing  education  to  practitioners  of  emergency  medi- 
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cine.  Drs.  Podgomy  and  Nelson  also  started  a  chapter  of  the 
American  College  of  Emergency  Physicians  to  help  foster  the 
growth  of  the  soon-to-be  recognized  new  specialty.  During  the 
1970s,  Dr.  Podgorny  oversaw  development  of  a  section  on 
emergency  medicine  of  the  American  Medical  Association  and 
helped  establish  the  American  Board  of  Emergency  Medicine. 
despite  some  vigorous  protestation. 


Efforts  Elsewhere  in  the  State 

In  Charlotte,  a  visionary  young  member  of  the  Department  of 
Internal  Medicine  at  Charlotte  Memorial  Hospital,  Dr.  John  W. 
Baker,  took  responsibility  for  the  state's  busiest  emergency 
room.  Dr.  Baker  understood  that  the  future  of  emergency 
medicine  lay  in  residency  training.  The  Duke  Endowment 
provided  $1.2  million  to  begin  an  emergency  medicine  resi- 
dency program  at  Charlotte  Memorial  Hospital.  Shortly  there- 
after, the  hospital  medical  staff  created  the  first  academic 
department  of  emergency  medicine  independent  of  the  auspices 
of  surgery  or  internal  medicine  in  North  Carolina. 

A  few  years  later,  Dr.  E.  Jackson  "Jack""  Allison  was 
recruited  to  run  the  emergency  room  at  the  new  East  Carolina 
School  of  Medicine.  Dr.  Allison  came  with  the  understanding 
that  the  medical  school  would  create  an  independent  academic 
Department  of  Emergency  Medicine  and  would  begin  resi- 
dency training  in  emergency  medicine.  ECU  thus  became  one 
of  the  first  medical  schools  in  the  country  with  an  independent 
Department  of  Emergency  Medicine.  And  after  another  decade 
and  a  long,  hard  academic  battle,  the  University  of  North 
Carolina  formed  a  Department  of  Emergency  Medicine. 

While  all  this  was  going  on,  I  moved  back  to  Charleston  for 
medical  school.  In  my  ab,sence,  the  city's  prehospital  emer- 
gency medical  services  had  made  great  gains,  but  the  new 
specialty  of  emergency  medicine  had  escaped  attention  at  the 
Medical  University  of  South  Carolina.  Patients  in  the  county 
emergency  room  were  left  to  the  best  efforts  of  unsupervised 
interns,  residents,  and  medical  students.  In  school,  I  never  heard 
emergency  medicine  mentioned  as  a  career  choice,  and  only 
discovered  the  specialty  fortuitously  when  I  came  across  the 
Journal  of  American  College  of  Emergency  Physicians  in  the 
library  stacks.  Later,  I  met  the  local  private  hospital's  two 
residency-trained  emergency  physicians  (the  first  in  the  city). 
They  had  come  from  Bowman  Gray  and  Charlotte,  and  those 
guys  could  handle  anything.  I  trailed  them  on  night  shifts  in  my 
"spare  time,"  trying  to  figure  out  how  they  could  be  so  comfort- 
able with  such  sick  people.  I  saw  no  terror  in  their  faces  when 
caring  for  a  deteriorating  patient.  They  entertained  me  with  late 
night  stories  of  "The  Pod"  (Dr.  Podgomy)  and  Dr.  Glass,  and 
Dr.  Baker  and  "Memorial." 

My  image  of  my  "grown-up"  self  changed.  I  began  to  see 
myself  as  Dr.  Doug  McAdams  or  Dr.  Jack  Warren.  I  told  my 
faculty  advisor  that  I  wanted  a  career  in  emergency  medicine, 
and  he  couldn't  have  had  more  pain  on  his  face  if  had  I  told  him 
I  was  going  to  become  a  plaintiff  malpractice  lawyer.  I  will 


never  forget  his  sage  advice:  "If  you  want  to  waste  your  life  that 
way,  then  so  be  it."  Fortunately,  I  found  myself  surrounded  with 
enthusiasm  for  emergency  medicine.  I  met  emergency  medi- 
cine physicians  who  held  academic  titles  and  were  not  ashamed 
to  admit  that  they  "worked  in  the  emergency  room."  I  joined  the 
North  Carolina  Medical  Society,  and  presented  my  research  at 
the  Emergency  Medicine  Section  meeting.  I  received  excep- 
tional clinical  training  in  a  busy  emergency  department,  got  to 
work  with  and  train  EMTs  and  paramedics,  and  found  a  whole 
universe  of  acute  medical  conditions  that  were  under-researched 
or  being  treated  with  unproven  therapy.  I  knew  that  I  had 
discovered  a  way  to  fulfill  my  lifetime  dream  of  being  a  doctor. 

Maintaining  the  Nation's  "Safety  Net" 

Emergency  medicine  has  become  successful  because  of  people 
like  Podgomy,  Baker,  and  Allison  who  found  a  void  and  filled 
it.  But  there  is  still  a  void  today.  In  many  North  Carolina 
hospitals  emergency  medicine  is  practiced  today  as  it  was  in  the 
1 970s — with  moonlighting  residents  and  unwilling  community 
participants  on  a  rotating  call  schedule.  But  the  standard  of  care 
has  evolved  to  the  point  that  emergency  departments  are  ex- 
pected to  employ  full-time,  residency-trained  emergency  phy- 
sicians. The  void  can  only  be  filled  if  residency  training  in 
emergency  medicine  continues  to  expand.  This  year  there  were 
1065  positions  in  emergency  medicine  and  1498  applicants; 
98%  of  residency  positions  were  filled,  which  is  higher  than  the 
national  average  for  all  specialties  (88% ).  For  us  academics,  our 
job  is  to  train  physicians  to  care  for  extremely  ill  patients,  and 
to  care  for  those  who  have  no  other  doctor  to  turn  to,  the 
uninsured  and  underserved. 

Emergency  Medicine  is  the  health  care  safety  net  for  the 
nation.  Emergency  departments  are  open  24  hours  a  day,  seven 
days  a  week,  52  weeks  a  year.  Everyone  who  comes  to  the  ED 
receives  a  medical  screening  exam  by  a  physician,  regardless  of 
his  ability  to  pay.  Economic  reality  has  made  maintaining  the 
safety  net  more  difficult,  but  the  specialty  will  be  vigilant  about 
preserving  it.  Policy  makers  must  understand  the  place  and 
public  health  function  of  emergency  medical  services. 

I  am  thrilled  to  present  to  the  readers  of  the  North  Carolina 
Medical  Journal  an  update  on  who  emergency  physicians  are 
and  what  we  have  been  up  to  lately.  I  am  proud  to  live  in  a  state 
that  is  far  ahead  of  most  others  in  the  evolution  of  emergency 
medicine.  North  Carolina  has  four  residency  training  programs, 
and  hundreds  of  residency-trained,  board-certified  emergency 
physicians  serving  in  cities  and  hospitals  of  all  sizes.  I  am 
honored  to  present  this  special  issue  of  the  Journal  as  a  look  at 
the  state  of  emergency  medical  services  in  North  Carolina.     G 
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EMERGENCY      CARE      DELIVERY 


The  Status  of  Emergency 
Medical  Services  in  North  Carolina 

Bob  Bailey  and  Gary  McDonald,  MD 


In  1971,  the  North  Carolina  General  Assembly  directed  the 
Legislative  Research  Commission  to  study  the  problem  of 
emergency  medical  care  in  the  state.  The  problems  the  Com- 
mission identified  were  sufficiently  pressing  that  it  requested  a 
plan  for  a  comprehensive  system  of  emergency  medical  ser- 
vices. In  1973,  NC's  General  Assembly  passed  the  Emergency 
Medical  Services  Act,  which  charged  the  Secretary  of  the 
Department  of  Human  Resources  with  developing  and  creating 
a  comprehensive  emergency  medical  services  program.  Subse- 
quently, the  Office  of  Emergency  Medical  Services  (OEMS) 
was  established  to  lead  the  planning,  development,  coordina- 
tion, and  regulation  of  such  a  program. 


The  Office  of  EMS 

The  state  has  two  goals  for  its  improved  emergency  medical 
services:  1)  fostering  emergency  medical  services  that  are 
designed  and  operated  in  accordance  with  local  initiatives,  and 
statewide  standards,  guidelines,  and  regulations;  2)  ensuring 
(via  supportive  statewide  programs)  that  every  emergency 
medical  provider  is  well  trained,  every  emergency  vehicle  well 
equipped  and  properly  operated,  all  emergency  services  com- 
ponents connected  by  effective  communications,  and  that  high- 
quality  emergency  medical  services  are  available  to  every 
citizen.  The  OEMS  ensures  the  availability  of  appropriately 
located  emergency  treatment  centers,  inspects  ambulances  an- 
nually, issues  permits  for  the  operation  of  ambulance  vehicles, 
certifies  EMS  personnel,  assists  in  the  development  of  state- 
wide EMS  communications  systems,  approves  training  pro- 
grams, investigates  complaints,  and  provides  the  technical 
assistance  to  develop  and  maintain  systems.  Medical  input  to 
the  program  comes  from  a  physician  who  serves  as  part-time 
medical  advisor. 

Mr.  Bailey  Is  Chief,  and  Dr.  McDonald  is  Medical  Advisor,  NC 
Office  of  EMS,  P.O.  Box  29530,  Raleigh  27626-0530. 


The  OEMS,  a  section  of  the  Division  of  Facility  Services 
of  the  Department  of  Human  Resources,  is  based  in  Raleigh.  A 
core  staff  of  specialists  in  transportation  and  public  education, 
facilities,  education  and  training,  and  communications  assist 
OEMS  field  staff  and  other  agencies  and  organizations  in- 
volved in  EMS  throughout  the  state.  The  field  staff  of  the 
OEMS  consists  of  1 3  regional  coordinators  and  three  regional 
supervisors  who  link  OEMS  personnel  in  Raleigh  with  local 
EMS  organizations.  Regional  coordinators  advise  local  EMS 
providers,  give  technical  assistance  to  regional  councils,  ad- 
minister regional  agency  programs,  inspect  ambulances,  ad- 
minister certifying  examinations,  maintain  liaison  with  local 
government,  and  generally  coordinate  regional  emergency 
medical  services.  Regional  supervisors  oversee  the  regional 
coordinators  and  such  matters  as  administration  of  grants  to  the 
region  and  advanced  life  support  programs. 

The  eastern  and  western  regional  OEMS  offices  are  lo- 
cated in  Greenville  and  Black  Mountain,  respectively;  the 
central  regional  office  is  housed  with  the  state  EMS  office  in 
Raleigh.  All  activities  of  the  OEMS  and  its  regional  offices  are 
coordinated  through  the  chief  of  the  agency.  Policy  issues  are 


Commonly  used  abbreviations: 

OEMS 

Office  of  Emergency  Medical  Services 

EMI 

emergency  medical  tecfinlcian 

GHSP 

Governor's  HIghiway  Safety  Program 

MCC 

Medical  Care  Commission 

NCMB 

North  Carolina  Medical  Board 

ALS 

advanced  life  support 

BLS 

basic  life  support 

EMD 

emergency  medical  dispatchi 

AED 

automatic  external  defibrillator 

EDR 

early  defibrillator  responder 

MICN 

mobile  intensive  care  nurse 

MDA 

medical  direction  assistant 
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reviewed,  and  recommendations  made  to  OEMS  and  the  Sec- 
retary of  the  Department  of  Human  Resources,  by  a  panel  of 
health  care  experts,  legislators,  and  consumers  who  are  mem- 
bers of  the  State  EMS  Advisory  Council. 


The  Impact  of  Federal  Legislation 

The  National  Highway  Safety  Act  of  1966  requires  states  to 
have  a  highway  safety  program  in  order  to  receive  federal  funds 
for  highway  construction  and  emergency  medical  services  that 
are  considered  essential  to  highway  safety.  The  US  Department 
of  Transportation  has  developed  nationally  accepted  guidelines 
for  emergency  vehicle  design,  equipment  standards,  and  emer- 
gency medical  technician  (EMT)  training.  North  Carolina  uses 
most  of  these  guidelines,  sometimes  with  slight  modification. 
During  the  1970s,  the  Governor's  Highway  Safety  Program 
(GHSP)  provided  matching  grants  to  many  communities  for  the 
purchase  of  ambulance  vehicles,  and  also  for  training,  commu- 
nications, and  other  aspects  of  EMS.  In  the  mid-1980s,  GHSP 
funds  allowed  establishment  of  the  State  Trauma  Registry  and 
the  Emergency  Vehicle  Operator's  Course. 

The  federal  Emergency  Medical  Services  Systems  Act  of 
1973  affected  EMS  in  North  Carolina  (until  June  30,  1982). 
This  program,  by  providing  funds  for  planning,  implementing, 
and  expanding  regional  EMS  programs,  stimulated  the  devel- 
opment of  EMS  in  North  Carolina.  During  the  existence  of  the 
federal  EMS  program,  the  state  received  several  million  dollars, 
most  of  which  were  allocated  to  the  regional  programs. 

In  1981,  the  Omnibus  Budget  Reconciliation  Act  replaced 
the  EMS  Systems  Act.  It  allocated  federal  funds  for  EMS 
through  Preventive  Health  Services  Block  Grants  administered 
by  the  Department  of  Health  and  Human  Services.  States  are 
awarded  money  for  a  series  of  programs  and  then  allocate  funds 
among  these  programs.  Preventive  Health  Services  Block  Grants 
have  funded  programs  for  home  health  care,  rodent  control, 
water  fluoridation,  health  education  and  risk  reduction,  health 
incentives,  EMS,  rape  crisis,  and  hypertension  control.  OEMS 
also  receives  federal  funds  from  the  Social  Services  Block 
Grant  (since  1992,  only  from  the  Social  Services  Block  Grant). 


Regulations  Governing  EMS 

Two  state  agencies  regulate  EMS.  The  North  Carolina  Medical 
Care  Commission  (MCC)  establishes  the  rules  and  regulations 
governing  ambulance  services  (licensure  of  providers,  stan- 
dards for  ambulance  design  and  equipment,  certification  of 
ambulance  attendants  and  EMTs,  and  trauma  system  rules). 
The  North  Carolina  Medical  Board  (NCMB)  sets  standards  for 
mobile  intensive  care  (advanced  life  support)  programs,  includ- 
ing determining  the  training  necessary  for  emergency  medical 
personnel  and  defining  the  procedures  such  personnel  may 
perform.  The  OEMS  enforces,  and  investigates  possible  viola- 
tions of,  the  standards  set  by  the  MCC  and  the  NCMB. 


Funding  EMS 

The  Office  of  EMS  receives  both  state  and  federal  funds.  The 
NC  General  Assembly  appropriates  operating  funds,  which  in 
fiscal  year  1996  amounted  to  approximately  $3.2  million. 
Federal  funds,  while  important,  have  been  declining.  In  fiscal 
year  1982,  federal  funds  amounted  to  more  than  $1.4  million; 
by  fiscal  year  1995  the  figure  had  decreased  to  $442,336;  and, 
in  1996,  to  $193,000.  The  NC  Governor's  Highway  Safety 
Program  has  been  a  source  of  intermittent  federal  funding  (for 
example,  $450,000  to  begin  the  state  EMS  trauma  registry  in 
1987- 1 989).  Finally,  federal  funds  have  come  from  the  federal 
EMS  for  Children  program;  OEMS  currently  is  in  the  second 
year  of  a  $250,000  grant  from  this  program. 


Status  of  North  Carolina's  EMS 

Our  present  EMS  system  fosters  local  services  and  provides 
statewide  assistance  in  areas  of  prevention,  communications, 
education,  transportation,  EMS  for  Children,  poison  center 
designation,  trauma  care,  and  facilities.  The  goal  is  to  put  high- 
quality  EMS  within  the  reach  of  every  citizen.  North  Carolina 
has  673  emergency  service  providers  and  more  than  1,706 
ambulances  (inspected  annually  to  ensure  compliance  with  the 
standards  set  by  the  Medical  Care  Commission). 

Ambulance  services  now  provide  at  least  basic  EMT 
coverage  to  every  county  in  North  Carolina.  Advanced  life 
support  (ALS)  programs  are  in  place  in  97  counties;  71  at  the 
EMT-paramedic  level,  three  at  the  EMT-advanced  intermedi- 
ate level,  12  at  the  EMT-intermediate  level,  and  1 1  at  the  EMT- 
defibrillation  level.  There  are  34  Emergency  Medical  Dispatch 
programs  in  the  state.  The  OEMS  maintains  an  ambulance  call 
report  system  for  use  by  any  ambulance  service  in  the  state. 

OEMS  supplies  ambulance  medical  records  to  providers. 
In  addition,  1 85  providers  currently  use  or  are  installing  ambu- 
lance trip  and/or  billing  software  supplied  free  of  charge  by 
OEMS.  Since  January  1996,  this  voluntary  system  allows  all 
data  to  be  entered  electronically. 

All  ambulances  in  NC  are  equipped  for  two-way  radio 
communication  between  ambulance  and  hospital  personnel 
(95%  use  the  state  standard  VHF  frequency  of  155.340  MHz). 
Thirty-four  counties  have  UHF  medical  communications  sys- 
tems, which  enable  ALS-trained  field  personnel  to  communi- 
cate directly  with  hospitals  for  medical  control  purposes. 

Telephone  access  to  the  EMS  system  (911  service)  is 
available  in  97  counties;  three  still  use  a  seven-digit  telephone 
number  to  report  emergencies.  In  57  counties,  enhanced  911 
technology  allows  EMS  dispatchers  to  pinpoint  the  location  of 
callers  for  the  rapid  dispatch  of  appropriate  EMS  resources.  Of 
the  43  remaining  counties,  35  have  county- wide  911,  and  five 
have  partial  91 1  emergency  telephone  service. 

As  part  of  its  critical  care  responsibilities,  OEMS  has 
developed  a  statewide  poison  control  system.  In  1995,  the 
OEMS  designated  Carolinas  Poison  Center  located  at  Carolinas 


NCMJ  My/August  1997.  Volume  58  Number  4 


239 


Medical  Center  in  Charlotte  as  the  state  poison  center.  It  was 
awarded  a  five-year  contract  in  1995  to  serve  as  the  statewide 
poison  center. 

OEMS's  trauma  program  designates  trauma  centers  and 
maintains  a  statewide  trauma  registry.  Five  facilities  (Duke 
University  Medical  Center,  UNC  Hospitals,  University  Medi- 
cal Center  of  Eastern  Carolina-Pitt  County,  NC  Baptist  Hospi- 
tals, and  Carolinas  Medical  Center)  have  been  designated  as 
Level  I  (statewide)  trauma  centers  based  on  their  compliance 
with  criteria  set  by  the  state  along  guidelines  from  the  American 
College  of  Surgeons.  Moses  Cone  Hospital,  Memorial  Mission 
Medical  Center,  Wake  Medical  Center,  and  New  Hanover 
Regional  Medical  Center  are  Level  II  (regional)  trauma  centers, 
and  Cleveland  Regional  Medical  Center  is  the  state's  only 
Level  III  trauma  center.  Other  facilities  are  expected  to  apply 
for  designation  as  Level  11  and  III  trauma  centers. 


Certification  Levels  for 
Out-of-Hospital  Personnel 

Personnel  trained  in  basic  life  support  (BLS)  include  first 
responders  (generally  from  volunteer  fire  departments)  and 
emergency  medical  technicians  (usually  from  volunteer  rescue 
squads).  The  16,585  certified  EMTs  in  North  Carolina  provide 
cardiopulmonary  resuscitation,  administer  oxygen,  and  carry 


out  spinal  immobilization,  splinting,  and  vehicular  and  other 
on-scene  extrication  maneuvers.  Basic  EMT  training  and  an 
EMT  refresher  course  are  provided  at  community  colleges  in 
accordance  with  the  standards  set  by  the  MCC  and  OEMS.  BLS 
personnel  are  not  required  to  have  direct  medical  oversight. 

In  addition  to  having  basic  EMT  skills,  ALS-trained  pro- 
fessionals are  certified  at  the  following  levels:  EMT-defibrilla- 
tion  (EMT-D),  EMT-intermediate  (EMT-I),  EMT-advanced 
intermediate  (EMT-AI),  and  EMT-paramedic  (EMT-P).  Each 
level  of  certification  documents  advanced  skills  and  permits 
advanced  interventions  and  medication  use  in  the  out-of-hospi- 
tal  setting.  There  are  more  than  3,550  certified  EMT-defibrilla- 
tor  technicians,  1,830  certified  EMT-intermediates,  165  certi- 
fied EMT-advanced  intermediates,  and  2,490  certified  EMT- 
paramedics  in  the  state.  This  year  the  OEMS  expects  to  certify 
or  recertify  more  than  10,000  EMS  personnel.  Figure  1 ,  below, 
depicts  levels  of  EMS  providers  in  North  Carolina  counties. 

EMT-D  certification  allows  use  of  an  automatic  or  semiau- 
tomatic defibrillator,  pulmonary  ventilation  by  means  of  blind 
insertion  of  an  airway  device,  and  subcutaneous  administration 
of  1 :  1000  epinephrine  for  treatment  of  systemic  allergic  reac- 
tions. EMT-I  certification  permits  administration  of  intrave- 
nous fluids  and  the  following  medications:  aspirin,  dextrose, 
diphenhydramine,  epinephrine  1:10,000,  glucagon,  naloxone, 
nebulized  albuterol,  and  thiamine.  EMT-AI  certification  per- 
mits cardiac  monitoring,  external  cardiac  pacing,  intraosseous 


D 
D 
D 
D 


BLS      (2  COUNTIES) 

EMT-DEFIBRILLATION      (10  COUNTIES) 
EMT-INTERMEDIATE      (11  COUNTIES) 
EMT-ADVANCED  INTERMEDIATE      (1  COUNTY) 
EMT-PARAMEDIC      (76  COUNTIES) 


Fig  1 :  Levels  of  EMS  providers  in  North  Carolina,  by  county.  Note:  Cherokee  Tribal  EMS  is  EMT-paramedic  certified.  Source:  NC 
Office  of  Emergency  Medical  Services,  May  1997. 
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infusion  lines  in  children,  and  administration  of  atropine, 
ketorolac,  lidocaine,  nitroglycerine,  and  sodium  bicarbonate. 

EMT-P  certification,  the  highest  level  of  training,  permits 
performance  of  cricothyrotomy,  needle  decompression  of  ten- 
sion pneumothorax,  gastric  suction,  and  urinary  catheteriza- 
tion. Medications  these  paramedics  may  administer  include: 
adenosine,  aminophylline.  bretylium.  calcium  chloride  and 
gluconate,  diazepam,  dobutamine,  dopamine,  flumazenil,  furo- 
semide,  isoproterenol,  lorazepam,  magnesium  sulfate,  manni- 
tol.  meperidine,  midazolam,  morphine,  nalbuphine,  nifedipine, 
nitrous  oxide,  phenytoin,  procainamide,  promethazine,  and 
verapamil. 

Advanced  training  for  EMTs  is  usually  conducted  by  the 
sponsor  hospital,  often  in  conjunction  with  the  local  community 
college  or  technical  institute.  Increasingly,  EMT-Ps  receive 
initial  training  at  one  of  eight  community  colleges  offering  a 
two-year  degree  program  in  Emergency  Medical  Science.  In 
addition,  each  year  OEMS  sponsors  several  educational  work- 
shops and  conferences  for  EMS  personnel.  One  conference, 
"Emergency  Medicine  Today,"  has  been  held  annually  since 
1974  and  attended  by  more  than  1,100  participants. 

Emergency  medical  dis- 
patch (EMD)  certification  is  ^^^^ 
awarded  to  public  safety 
telecommunicators  who  have 
specific  training  for  medical 
emergencies,  including  use  of  a 
medically  approved  EMD  Pri- 


would  occur  at  the  local  level.  Medical  oversight  would  come 
from  the  ALS  medical  director  or  his  or  her  designee. 


Medical  Oversight 

In  each  county,  out-of-hospital  ALS  care  is  governed  by  a 
physician  who  serves  as  system  medical  director  and  who  is 
responsible  for  all  out-of-hospital  patient  care  performed  by 
ALS  professionals.  ALS  medical  directors  are  selected  by  the 
county's  sponsor  hospital;  they  chair  regular  meetings  of  Audit 
and  Review  Committees  to  establish  response  protocols,  moni- 
tor continuing  education,  system  management,  patient  care, 
and  technician  performance.  Ideally,  each  medical  director 
would  be  board-certified  in  emergency  medicine  and  have 
expertise  in  EMS,  but  several  current  ALS  medical  directors 
have  backgrounds  in  family  practice,  cardiology,  or  surgery. 
Each  county  system  decides  which  (if  any)  of  the  medica- 
tions and  equipment  approved  by  the  NCMB  will  be  used. 
Certain  medications  and  interventions  for  life-threatening  con- 
ditions may  be  used  under  standing  medical  orders.  Other 

conditions  require  approval 


ority  Reference  System — a  writ- 
ten or  computer-generated  de- 
vice that  provides  medical  di- 
rection. This  allows  telecom- 
municators to  assess  individual 

emergency  situations  and  provide  pre-arrival  first-aid  instruc- 
tions while  dispatching  appropriate  levels  of  emergency  re- 
sponse. EMD  is  considered  part  of  an  ALS  program  and  was 
adopted  by  the  NCMB  in  July  1996. 


Early  Defibrillation 

Early  defibrillation  saves  lives.  The  public  needs  rapid,  effi- 
cient, safe,  and  organized  access  to  defibrillation.  How  does  the 
automatic  external  defibrillator  ( AED)  fit  into  EMS  systems?  Is 
the  use  of  the  AED  a  "medical  act"?  There  is  a  national  trend  to 
de-emphasize  the  medical  act  aspect  of  AED.  The  NCMB  is 
currently  reviewing  its  position  in  this  regard,  in  hopes  of 
making  AEDs  more  widely  available  to  basic  EMS  responders 
while  ensuring  some  form  of  medical  oversight.  One  proposed 
solution  is  to  establish  an  early  defibrillator  responder  (EDR) 
certification  valid  for  a  period  of  four  years.  Members  of  an 
emergency  response  team  (a  sheriffs  department  or  volunteer 
fire  department  that  is  a  recognized  component  of  a  county's 
EMS  system)  would  be  eligible  for  EDR  certification.  Initial 
education,  continuing  education,  and  certification  requirements 


ideally,  each  medical  director  would 
be  board-certified  in  emergency 

medicine  and  have  expertise  in  EMS, 
but  several  current  ALS  medical 

directors  have  backgrounds  in  family 
practice,  cardiology,  or  surgery." 


by  the  on-duty  emergency 
department  physician  at  the 
sponsor  hospital  via  medical 
radio.  Updated  local  proto- 
cols must  be  submitted  to 
and  approved  by  the  OEMS 
medical  advisor  prior  to 
implementation. 

Oversight  by  the  ALS 
medical  director  includes 
direct  and  indirect  medical 
control.  Direct  or  "on-line"  control  occurs  when  orders  for 
patient  care  are  given  by  radio  or  telephone  from  the  emergency 
department  base  .station.  On-line  communications  about  ALS 
care  may  be  handled  by  an  emergency  department  physician,  an 
approved  mobile  intensive  care  nurse  (MICN),  or  an  approved 
medical  direction  assistant  (MDA).  MICNs  are  registered  nurses 
and  MDAs  are  physician  assistants  and  family  nurse  practitio- 
ners who  have  been  approved  by  the  NCMB  to  issue  instruc- 
tions to  ALS  professionals  in  accordance  with  established 
protocols.  MICNs  and  MDAs  complete  specific  training,  must 
strictly  follow  written  protocols  and  know  the  standing  orders 
for  their  prehospital  system.  Physicians  must  be  available  to  the 
MICN  or  MDA  for  consultation  and  to  authorize  variance 
(when  appropriate)  from  standard  treatment,  triage  or  destina- 
tion protocols.  Base  station  physicians  also  coordinate  out-of- 
hospital  treatment  when  a  physician  who  is  not  a  designated 
medical  oversight  physician  is  on-scene,  offering  assistance. 

Indirect  or  "off-line"  medical  control  has  prospective  and 
retrospective  components.  Prospective  control  ( system  design) 
includes  the  development  of  standing  medical  orders,  policies 
and  procedures;  the  hiring,  training,  continuing  education  and 
field  supervision  of  personnel;  and  intra-county  and  inter- 
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county  relationships  with  other  emergency  response  agencies. 
Retrospective  control  refers  to  issues  of  continuous  quality 
improvement,  reeducation,  refresher  training,  due  process  and 
disciplinary  procedures  of  ALS  personnel.  The  medical  direc- 
tor may  temporarily  suspend  ALS  professionals  if  patient  care 
issues  are  compromised,  but  only  the  NCMB  can  revoke 
certification. 


Medical  Director  Remuneration 

Physicians  who  provide  EMS  medical  oversight  are  unevenly 
compensated  in  North  Carolina.  Emergency  physicians  have 
pointed  out  that  many  ALS  medical  directors  are  not  remuner- 
ated appropriately  for  their  responsibilities.  The  North  Carolina 
College  of  Emergency  Physicians  supports  compensating  all 
EMS  medical  directors  for  their  efforts  in  ensuring  excellence 
in  out-of-hospital  care  (technician  proficiency,  education,  re- 
education, continuous  quality  improvement,  telecommunica- 
tions, and  protocol  development  based  on  standards  of  care  in 
emergency  medicine).  In  a  recent  OEMS  survey,  medical 
directors  from  57  of  the  97  counties  in  North  Carolina  with  ALS 
programs  indicated  that  the  average  ALS  medical  director 
worked  more  than  200  hours  annually.  Assistant  or  associate 


ALS  medical  directors  contributed  an  average  of  250  hours 
each  year,  none  of  which  were  compensated.  Thirty  of  49 
responding  ALS  medical  directors  receive  compensation  aver- 
aging $8260  annually,  but  10  physicians  (principally  serving 
more  populous  counties)  receive  over  $  1 0,000  annually  and  1 5 
(largely  in  rural  counties)  get  about  $3000.  In  1995,  with 
support  from  the  NC  Medical  Society,  the  NC  General  Assem- 
bly extended  the  Good  Samaritan  Law  to  protect  from  civil 
Uability  physicians  serving  without  compensation  as  EMS 
medical  directors.  It  is  not  yet  known  whether  this  law  will 
remove  the  disincentive  of  liability  that  prevents  volunteer 
service. 


The  21st  Century 

North  Carolina  has  a  basic  EMS  system  solidly  in  place,  but 
there  are  new  challenges  as  EMS  move  into  the  next  millen- 
nium. New  providers,  managed  care,  reduced  funding  re- 
sources, consolidation  of  hospitals  and  EMS  into  regional  and 
national  systems,  expanded  scope  of  service  and  of  practice  will 
all  impact  EMS  in  the  future.  North  Carolina's  OEMS  will 
continue  to  be  a  proactive  leader  in  maintaining  high-quality, 
out-of-hospital  care  to  its  most  precious  resource,  its  citizens.     □ 


top  Leaving  IVIoney 
^  theTable! 


Scott  Shackleton,  CPA,  PA 
HEALTHCARE  Consulting  Group 


FACT: 


The  Average  Medical  Practice  loses 
up  to  14%  of  its  commercial 

revenue  due  to  inadequate  fee 
schedules  and  reimbursement  analysis. 


SOLUTION:  Our  guaranteed  service  will  help 
you  adjust  fees  and  maximize  your 
reimbursement,  providing  extra  cash 
flow  for  growth  and  profitability. 

Take  the  hassle  out  of  practice 
managment.  Call  Us  Today! 

CONTACT:    The  HEALTHCARE  Management 

Professionals  at  800-849-5253 
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"Know  what  I 

need?  A  friend 

who  knows  more 

than  I  do  about 

avoiding  risks." 

The  facts  are  overwhelming. 

It  seems  every  newscast, 

magazine,  newspaper  and 

tabloid  carries  a  story  of  a 

malpractice  lawsuit.  There 

just  isn't  time  to  worry  about 

risks  -  especially  while  I'm 

taking  care  of  my  patients. 

What  ever  happened  to 

security  and  peace 

of  mind? 


Medical  Mutual  proved 
that  they  can  help  me 
manage  the  risk  prob- 
lems and  avoid  legal 
conflicts.  It's  not  just 
the  number  of 
patients  1  treat,  but 
how  I  manage  risks 
that  counts.  That's 
what  gives  me  the 
time  to  enjoy  life 
outside  the  office." 


Medical  Mutual  bisurance  Company 
of  North  Carolina 

4505  Falls  of  the  Neuse  Road 
PO  Box  98028 
Raleigh,  NC  27624-8028 
Tel:   (919)872-7117  ^ 

(800)662-7917 
Fax:  (919)878-7550 


NCIMS  JVlember  Benefits 


ENDORSED 


:VS 


n 


PROGRAM 


NCMS  Membership 

Benefits  Programs  are 

designed  to  save  you 

TIME 

because  you're 

busier  tlian  ever 

MONEY 

because  savings 

really  count  while 

still  offering 

QUALITY 

because  we've 

carefully  selected 

these  programs 

on  the  basis  of 

CUSTOMER 

SERVICE 

CONVENIENCE 

as  well  as 

COMMITMENT 

to  meeting  your 

^  ^needs  and  giving 

I  ;s  you  the  best 

service  possible 

because  your 

MEMBERiSHIP 

to  NCMS  makes 


YOU  Important. 


MEMPERPENEFIT 

VENDOR  OF  CHOICE 

PHONE  NUMBER 

Auto  Leasing  &  Purchase  Plan 

Physicians  Leasing  Company 

(800)  888-8961 

Auto  Leasing  &  Rental 

Alamo  Rent-A-Car  Rate  Code  "B"  213-386 
Hertz  Rale  Code  CDP  #006546 

(800) 732-3232 
(800)654-2210 

Collection  Service 

I.e.  System 

(800)  328-9595 

Financial  Management  &  Investments 

The  Mercer  Group,  Inc. 

(800) 335-8808 

Gold  Mastercard  Program 

BB&T 

(800)  476^228 

Group  Purchasing  Program 
(medysurgical  supplies,  lab.  equip.) 

Shared  Services  Healthcare,  Inc. 

(800)  827-0340 

Healthcare  Supplies 

Dillard  Paper            Charlotte 
Greensboro 
Raleigh 
Wilmington 
Winston-Salem 

(704)  392-6131 
(910)299-1211 
(919) 467-8141 
(910)  791^t606 
(910)  768-4900 

Hotel/Dining  Savings 

Quest  International 

(800)  782-9450 

Insurance 

MMIC  Insurance  &  Financial  Services 

(919) 872-1266 

Long  Distance 

MCI 

(800) 556-2782 

Magazine  Program 

NCMS  Magazine  Program 

(800)  289-6247 

Office  Equipment  Systems 

Gray  &  Creech,  Inc. 

(800)  733-7760 
(919)  781-4250 

Personnel 

Interim  HealthCare  &  Personnel      HealthCare 

Clerical 

(919) 872-7100 
(919) 872-3800 

Physician  Placement  Service 

Interim  Physicians,  Inc. 

(800)  494-7497 
(919) 493-2880 

Practice  Management 

NCMS  Publications  &  Seminars 

(800) 722-1350 
(919)  833-3836 

Publications 

Conomikes 
Mf.dsmart 
United  Communication  Group 

(800)421-6512 

(800)  50-SMART 

(800)  929-4824 

Revenue  Enhancement  Prog.  Analysis 

Eilers,  Jones,  Brown  and  McLeod,  CPAs,  PA 

(919)  782-1040 

Tax  Audit  Defense 

TaxResource 

(800)  922-8348 

Third  Party  Relations 
TVavel  Tours/Packages 

NCMS 

Vantage  TVavel  Service 

(800)  722-1350 
(919)  833-3836 
(800)  634-2180 

Vaccine 

(Engerix-B,  Hepatitis  B)  Bond  Wholesale 

(800)  989-1199 

J  [»•  NCMS  Members  and  staff  are  eniiiled  lo  rec 
Lll^!  participating  in  these  discount  programs,  NC 
selected  on  the  basis  of  quality,  pncing  and  service. 
Benefits  Program  offerings.  The  non-dues  incoiTK 
activities  that  directly  benefit  NCMS  Members. 

eive  special  discounts  and  offerings  through  the  NCMS  Membership  Benefits  Prograia  By 
MS  Members  can  often  recoup  the  cost  of  dues.  These  unique  products  and  services  were 
f  you  are  "shopping"  for  such  services  and  products,  please  consider  the  NCMS  Membership 
jenerated  by  these  programs  assists  in  stabilizing  membership  dues  and  funds  other  NCMS 

Contact  tlie  Nortli  Carolina  Medical  Society  for  further  Information: 
1-800-722-1350 


EMERGENCY      CARE      DELIVERY 


The  North  Carolina  Trauma  System 


John  W.  Baker,  MD,  FACEP,  Sharon  Baker  Rhyne,  MHA,  MBA,  CHE,  and  Christopher  C.  Baker,  MD,  FACS 


Trauma  is  a  major  public  health  problem.  It  is  the  leading  cause 
of  death  in  Americans  younger  than  age  40.  More  than  100,000 
Americans  are  killed  every  year  and  another  18  million  are 
temporarily  or  permanently  disabled.  The  cost  is  staggering, 
estimated  at  more  than  $400  billion  in  1994  alone.'  Death  due 
to  violence  alone  results  in  more  years  of  lost  life  than  all 
cancers.  This  scourge  has  affected  virtually  every  family  in  the 
nation. 

That's  the  bad  news.  The  good  news  is  that  trauma  deaths 
have  decreased  during  the  past  20  years.  Specifically,  there  has 
been  a  significant  decrease  in  the  numbers  of  motor  vehicle- 
related  fatalities.'  When  the  data  are  analyzed,  it  becomes 
apparent  that  primary  prevention — reducing  auto  wrecks — is 
not  a  significant  component  of  this  trend.  Air  bags  and  car 
design — and  trauma  care — have  led  to  these  modest  gains.  In 
fact,  compelling  data  suggest  that  these  gains  result  from  the 
availability  of  trauma  care  systems. 

The  core  component  of  such  systems  is  the  trauma  center. 
In  1 976,  the  Committee  on  Trauma  of  the  American  College  of 
Surgeons  published  Optimal  Hospital  Resources  for  the  Care 
of  the  Injured  Patient,  listing  the  requirements  for  a  facility 
designed  to  care  for  the  complex/cntical  trauma  patient.  Crite- 
ria were  specified  for  both  the  physical  plant  as  well  as  the 
desired  professional  staff  to  care  for  the  injured  patient.  The 
proper  use  of  "centers  of  excellence"  requires  both  efficient 
triage  of  patients  to  identify  those  who  needed  special  care,  and 
a  well-organized  system  to  transport  the  injured  expediently 
without  compromising  evaluation  and  treatment.  The  Commit- 
tee on  Trauma  has  devised,  and  modified  over  the  years,  a 
template  for  field  triage  based  on  1)  abnormal  physiologic 
signs,  2)  obvious  anatomic  injury,  3)  mechanisms  of  injury,  and 
4)  concurrent  disease  to  assess  severity.  Protocols  for  field 
evaluation  and  immediate  treatment  of  life-threatening  prob- 
lems have  been  defined.  Transport  guidelines  takelnto  account 
the  availability  of  hospital  resources,  time-distance  relation- 
ships, and  mode  of  transport.  Finally,  because  transport  to  an 
intermediate  care  facility  may  be  advisable,  there  are  triage 


protocols  to  assess  whether  an  injured  patient  needs  referral  to 
a  designated  trauma  center.- 

As  one  might  expect,  the  first  trauma  care  systems  were 
begun  in  well-defined  geographic-pohtical  areas.  In  the  late 
1970s,  cities  like  San  Francisco  designed  systems  centered 
around  single  trauma  centers.  As  a  result  of  comparisons 
between  communities  with  and  without  trauma  systems,  other 
counties  and  cities  opted  to  create  systems  for  the  care  of  the 
injured  patient.  Over  time,  these  systems  have  expanded  to 
serve  larger  geographic  units  and  there  have  even  been  attempts 
to  make  statewide  and  inclusive  systems.  Maryland  and  Oregon 
have  been  trailblazers  in  the  movement  to  create  single,  state- 
wide trauma  systems. 


NC  Trauma  Centers  and  Trauma  Registry 

In  North  Carolina,  the  first  tentative  steps  toward  the  creation 
of  a  trauma  system  took  place  in  the  mid-1970s.  After  imple- 
mentation of  the  NC  Emergency  Medical  Services  Act  of  1973, 
the  newly  formed  NC  Office  of  Emergency  Medical  Services 
(OEMS)  asked  hospitals  to  categorize  themselves  with  regard 
to  their  ability  to  care  for  patients  suffering  trauma,  bums,  and 
spinal  injuries.  In  1980,  OEMS  developed  criteria  for  Level  I 
and  Level  II  trauma  centers  and  implemented  a  statewide 
voluntary  system  of  designation.  The  impetus  and  the  millions 
of  dollars  needed  for  this  project  came  from  grants  funded  by 
the  Federal  EMS  Act  of  1973.  By  1982.  Duke  University 
Medical  Center.  UNC  Hospitals,  and  North  Carolina  Baptist 
Medical  Center  had  received  the  first  Level  I  trauma  center 
designations  in  North  Carolina.  Pitt  County  Memorial  Hospital 
was  designated  the  first  Level  II  trauma  center  in  1983.  fol- 
lowed by  Moses  H.  Cone  Memorial  Hospital  in  1 984;  Carolinas 
Medical  Center  in  1986:  Wake  Medical  Center  in  1987;  New 
Hanover  Regional  Medical  Center  in  1989;  and  Memorial 
Mission  Hospital  in  1995.  Pitt  County  Memorial  upgraded  to  a 
Level  I  in  1985  and  CaroUnas  Medical  Center  in  1990.  As  a 
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result,  there  are  five  Level  I  and  four  Level  II  centers  in  North 
Carolina  today.  Level  III  criteria  were  developed  in  1990.  and 
the  first  Level  III  center,  Cleveland  Regional  Medical  Center, 
was  designated  in  1997  (Fig.  1,  below). 

One  of  the  most  successful  aspects  of  our  trauma  system 
has  been  the  development  of  the  NC  Trauma  Registry.  Initiated 
in  1987  by  OEMS,  programmed  by  the  Department  of  Surgery 
at  UNC-CH,  and  supported  by  grants  from  the  Governor's 
Highway  Safety  Program,  the  Trauma  Registry  database  pro- 
vides information  for  analysis  and  evaluation  of  the  quality  of 
care  rendered  to  patients  in  North  Carolina.  The  17  hospitals 
that  participate  (Fig.  2,  below)  in  the  Registry  collect  more  than 
100  data  items  on  each  patient  who  is  admitted  to  the  hospital, 
transferred  out  of  the  hospital  or  dies  in  the  Emergency  Depart- 
ment with  a  trauma-related  diagnosis.  The  Registry  is  guided  by 
the  Trauma  Registry  Task  Force,  a  user  group  of  trauma 
registrars,  nurse  coordinators,  and  trauma  service  directors 
from  across  the  state.  The  collegial  relationship  developed  by 
this  group  has  helped  competing  medical  centers  cooperate  for 
the  benefit  of  the  citi- 
zens of  North  Caro- 
lina. The  Trauma 
Registry  now  uses 
computer  software 
developed  by  the  Na- 
tional Trauma  Regis- 
try of  the  American 
College  of  Surgeons 
as  its  research  tool  to 
improve  the  care  of 
injured  patients  and 
promote  the  creation 
of  a  comprehensive 
statewide  trauma  sys- 
tem. 


review  of  the  trauma  system  in  North  Carolina,  which  included 
the  recommendations  that  the  OEMS:  1)  form  a  task  force  to 
address  recommendations  relating  to  emergency/acute  care;  2) 
review  legislation  to  assure  it  had  the  authority  to  designate 
trauma  centers  and  assist  in  developing  a  state  trauma  system; 
3)  develop  a  state  trauma  system  based  on  the  existing  injury 
data  resources  and  epidemiology  for  NC;  4)  coordinate  all 
available  resources  to  ensure  that  the  state's  most  severely 
injured  patients  are  taken  to  trauma  centers;  and  5)  develop 
prehospital  triage,  interhospital  transfer,  and  air  medical  trauma 
guidelines.' 

Dr.  George  Johnson,  chair  of  the  State  EMS  Advisory 
Council,  convened  a  trauma  system  task  force,  and  charged  it 
with  developing  a  statewide  trauma  system.  In  November  1 992, 
the  Trauma  System  Task  Force  submitted  its  final  report, 
calling  for:  1)  a  standardized  nomenclature  for  the  trauma 
system  and  the  major  trauma  patient;  2)  new  legislation  to 
enable  development  of  a  statewide  trauma  system;  and  3)  the 
trauma  system  to  remain  voluntary  and  inclusive.  As  a  result  of 


NO  TRAUMA  CENTERS 
0      Level  I 
■      Level  II 
Level  III 


EMS  in  NC: 
A  Timeline 

In  1990,  OEMS,  us- 
ing funds  solicited 
from  the  NC 
Governor's  Highway 
Safety  Program,  com- 
missioned the  Na- 
tional Highway  Traf- 
fic Safety  Adminis- 
tration to  conduct  a 
comprehensive  as- 
sessment of  emer- 
gency medical  ser- 
vices in  North  Caro- 
Hna.  In  July  1990,  the 
OEMS  received  the 


Fig  1:  Locations  of  the  designated  trauma  centers  in  North  Carolina 


Fig  2:  Locations  of  hospitals  participating  in  the  NC  Trauma  Registry 
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these  recommendations,  the  Trauma  System  Act  of  1993  was 
passed  by  the  NC  Legislature. 

The  Trauma  Systems  Task  Force  was  then  reconvened  and 
charged  with  further  duties:  to  update  trauma  center  criteria  and 
trauma  designation  processes  and  enforcement  procedures,  and 
to  design  the  state  trauma  system.  After  two  years,  the  Task 
Force  drafted  a  set  of  rules,  which  were  revised  after  input  from 
each  acute  care  hospital  in  North  Carolina,  from  out-of-hospital 
services,  and  from  other  interested  parties,  including  profes- 
sional health  care  organizations,  and  three  public  meetings 
(held  in  March  1996).  The  proposed  rules  specified  three  levels 
of  trauma  centers  (based  on  recommendations  from  the  Ameri- 
can College  of  Surgeons),  the  processes  to  be  followed  for 
initial  and  renewal  designation,  related  enforcement  proce- 
dures, and  the  basic  design  for  an  inclusive  state  and  regional 
trauma  system. 

The  basic  building  blocks  of  the  proposed  new  trauma 
system  was  to  be  the  Regional  Advisory  Committees  (RACs), 
groups  representing  trauma  care  providers  and  communities 
that  would  be  affiliated  with  a  Level  I  or  II  trauma  center.  RACs 
would  plan,  establish,  and  maintain  a  coordinated  regional 
trauma  system.  Each  hospital  would  choose  its  RAC  affiliation, 
and  the  RAC  would  then  implement  prehospital  triage  and  air 
medical  protocols,  and  transfer  agreements  and  regional  plans 
for  education,  training,  prevention,  and  quality  assessment.  In 
addition,  as  initially  envisioned,  a  "minimum  data  set"  from 
each  facility  would  flow  to  the  designated  trauma  center,  be 
processed  and  then  transmitted  to  the  state  trauma  registry.  The 
data  set  would  permit  the  registry  to  collect  truly  statewide  data 
on  injury,  and  participating  hospitals  could  use  the  aggregate 
data  as  a  benchmark  for  quality  assurance  activities  and  out- 
come measures. 

In  June  1996,  in  accordance  with  the  state's  guidelines, 
cost  projections  were  developed  to  cover  operation  of  the 
trauma  system  for  its  first  five  years.  This  included  costs  to  be 
incurred  by  the  state  and  the  state's  providers  of  trauma  care, 
and  costs  for  the  expanded  trauma  registry.  Since  no  state  funds 
could  be  identified,  enactment  of  the  rules  could  not  take  place 
during  the  1997  legislative  session.  Subsequently,  the  rules 
have  been  revised  to  exclude  the  need  for  additional  state 
funding.  This  should  facilitate  its  approval  in  the  1998  legisla- 
tive session,  but  the  "minimum  data  set"  requirements  were 
sacrificed,  and  this  will  have  considerable  negative  impact  on 
the  ability  of  the  trauma  registry  to  acquire  truly  statewide 
benchmark  data. 

The  revised  rules  were  submitted  to  the  NC  Medical  Care 
Commission,  which  has  statutory  authority  of  review  and 
whose  approval  begins  the  formal  rule-making"  process.  On 
March  14.  1997,  the  Commission  agreed  to  proceed  with  the 
formal  rule-making  process,  allowing  the  proposed  rules  to  be 
submitted  to  the  Department  of  Human  Resources,  Legal  Af- 
fairs Office.  Currently,  the  State  Office  of  Budget  and  Manage- 
ment is  reviewing  the  financial  impact  of  the  revised  rules.  Once 
approved,  the  package  will  be  published  in  the  North  Carolina 
Register,  a  public  hearing  will  be  held  (probably  in  September 


1997),  revisions  made,  and  final  approval  sought  from  the 
Medical  Care  Commission.  The  next  step  would  be  submission 
to  the  Rules  Review  Commission  in  fall  1997;  then,  if  the  rules 
pass  all  checkpoints,  they  go  to  the  Legislative  Oversight 
Committee  in  May  1998,  and  become  effective,  at  the  earliest, 
in  August  1998. 

What  will  the  product  be  in  summer  1998  after  nearly  two 
decades  of  development?  We  anticipate  that  North  Carolina 
will  have  a  statewide  framework  on  which  to  build  an  exem- 
plary system  of  care  for  the  state's  injured  patients;  that  it  will 
be  inclusive  and  yet  adaptable  to  the  changing  alliances,  affili- 
ations, and  mergers  that  will  shape  the  future  of  health  care;  that 
it  will  have  a  set  of  common  triage,  transport,  and  treatment 
protocols  formulated  by  regional  consensus;  and  most  impor- 
tantly, that  the  system  will  improve  primary,  secondary,  and 
tertiary  injury  prevention.  The  plague  of  injury  cannot  be 
eradicated,  but  its  impact  on  the  citizens  of  North  Carolina  can 
be  minimized  by  optimizing  care  for  the  trauma  patient.     □ 
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EMERGENCY      CARE      DELIVERY 


Disaster  Response  in  North  Carolina 


Roy  L.  Alson,  PhD,  MD,  FACEP,  Ralph  B.  "Monty"  Leonard,  PhD,  MD,  FACEP,  and  Lewellyn  W.  Stringer,  MD,  FACCP 


Major  disasters  are  rare  events  in  the  United  States. '  As  a  result, 
most  of  us  give  little  thought  to  disaster  preparedness  and 
planning.  Dr.  Auf  de  Heide'-  says  that  the  public  is  apathetic 
about  disasters  because  they  believe  that  "it  will  not  happen 
here."  Recent  events  in  our  state  show  that  disasters  can  and  do 
happen,  and  that  the  medical  profession  needs  to  actively 
participate  in  the  planning  for  and  response  to  disasters.  In  this 
article  we  review  basic  principles  of  disaster  management, 
organization  and  structure  of  disaster  response  in  North  Caro- 
lina, and  discuss  how  physicians  can  become  more  involved  in 
disaster  activities. 


Disaster  Basics 

Disasters  can  be  either  human-made  or  natural;  they  can  be 
limited  in  scope  or  large  scale;  they  can  injure  large  numbers  of 
persons  (multiple  casualty  incidents)  or  affect  property  only. 
Most  recent  disasters  in  North  Carolina  have  not  produced 
numerous  injuries  or  deaths.  In  fact,  very  few  events  in  the  US 
produce  more  than  1000  casualties.  In  other  areas  of  the  world, 
however,  large  numbers  of  injuries  and  deaths  are  common. 

Disasters  can  be  divided  into  phases.  1)  The  pre-disaster 
phase  refers  to  the  time  when  planning,  training,  and  prepara- 
tion for  response  take  place  (we  are  now  in  a  pre-disaster  phase). 
This  is  the  most  important  phase,  because  the  decisions  made 
have  tremendous  effect  on  later  phases  of  disaster  management. 
2)  The  pre-impact  phase  occurs  between  the  warning  of  the 
impending  event  and  its  actual  impact.  In  this  phase,  activities 
such  as  evacuation,  mobilization  of  responders.  and  notifica- 
tion of  threatened  populations  take  place.  Whether  this  phase 
can  be  defined  depends  on  the  type  of  disaster.  3)  The  impact 
phase  refers  to  the  disaster  itself.  4)  The  response  or  emergency 
phase  follows  impact.  In  this  phase,  resources  and  personnel  are 
brought  to  the  impact  area  to  mitigate  the  effects  of  the  disaster. 
Response  may  last  from  hours  to  weeks,  depending  on  the  type 
and  scope  of  the  disaster.  5)  The  final,  or  recovery  phase,  refers 
to  restoring  the  community  to  the  pre-disaster  state. 


Disasters  are  best  described  in  terms  of  resources.  We  may 
say  that  a  disaster  occurs  when  the  demand  for  resources 
exceeds  those  available.  In  a  disaster,  the  operative  premise  for 
patient  care  is:  do  the  greatest  good,  for  the  greatest  number, 
with  the  least  depletion  of  resources.  This  stands  in  stark 
contrast  to  our  usual  practice  of  doing  everything  that  we  can  for 
every  patient. 

One  model  of  disaster  response  envisions  mobilizing  large 
numbers  of  medical  personnel  in  an  all-or-nothing  approach. 
This  may  work  for  some  mass  casualty  incidents,  but  it  is  not  the 
most  effective  model.  Disasters  can  no  more  be  treated  as  "large 
emergencies"  than  children  can  be  treated  as  small  adults. 
Disasters  are  different.  Medical  care  resources  that  are  nor- 
mally available  may  be  out  of  action  (for  example,  how  can  a 
community  provide  medical  care  after  a  tornado  has  destroyed 
the  hospital?).  Furthermore,  normal  communication  resources 
may  be  disrupted.  Personnel  may  need  to  perform  tasks  outside 
their  usual  scope.  Agencies  that  do  not  normally  interact  may 
have  to  work  together  on  a  common  task.  Disasters  respect 
neither  jurisdictional  nor  geographic  boundaries.  Many  disas- 
ters are  long-term  events,  with  operations  running  for  days  or 
even  weeks.  These  and  many  other  factors  combine  to  create  an 
operational  environment  distinctly  different  from  routine  emer- 
gency response. 

Members  of  the  medical  community  often  behave  as  if 
provision  of  medical  care  is  the  most  important  aspect  of 
disaster  response.  The  "CNN  Syndrome" — graphic  pictures  of 
injured  victims  broadcast  into  our  living  rooms — only  rein- 
forces this  perception.  In  reality,  direct  medical  care  is  only  one 
aspect  of  the  response;  provision  of  safe,  reliable  drinking 
water,  shelter,  and  food  may  be  more  important,  if  less  glamor- 
ous, than  sending  mobile  hospitals  and  affiliated  personnel. 

Adequate  response  to  a  disaster  depends  on  the  integrated 
effort  of  public  agencies,  emergency  medical  services  person- 
nel, physicians,  hospitals,  and  the  public.  Equipment,  training, 
and  planning  incur  costs  that  should  be  underwritten  equitably 
by  those  the  response  plan  seeks  to  serve. 

Proper  response  requires  time  and  cooperation.  Because 
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disasters  are  rare  events,  the  public  and  government  are  often 
apathetic.  Too  often  we  hear:  "It  won't  happen  here!"  "There  is 
no  money  for  this."  "I  can't  take  part  in  the  drill  today:  I  have 
patients  to  see."  We  also  run  into  the  "Paper  Plan  Syndrome"- — 
a  plan  is  compiled  and  written,  but  training  is  ignored.  This 
gives  a  false  sense  of  security,  because  there  is  a  "plan" 
although  it  has  never  even  been  tried  before  the  disaster  strikes. 
Lack  of  familiarity  and  practice  then  complicate  an  already 
stressful  situation.  Or  we  may  fmd  that  separate  agencies  have 
separate  and  uncoordinated  plans.  No  single  agency  has  the 
resources  or  expertise  to  manage  disasters  by  itself.  Poor 
communication  in  both  the  planning  and  response  phases 
increases  confusion.  Only  an  integrated  plan,  accompanied  by 
training  and  practice,  can  provide  proper  response  for  local, 
statewide,  or  national  disasters. 


Hospital  Disaster  Plans 

Most  medical  personnel  are  familiar  with  the  hospital  disaster 
plan.  The  Joint  Commission  on  Accreditation  of  Healthcare 
Organizations  requires  that  all  hospitals  have  such  a  plan  and 
that  it  be  tested  twice  a  year.  The  testing  is  often  carried  out 
without  involving  other  agencies  that  would  be  involved  in  an 
actual  event. ^  Since  hospital  plans  outline  responses  to  antici- 
pated events,  they  should  involve  agencies  with  which  the 
hospital  will  interact  during  a  disaster. 


Hospital  disaster  plans  usually  have  two  components:  I )  an 
external  plan  that  addresses  management  of  victims  of  an  event 
in  the  community:  2)  an  internal  plan  that  concerns  events 
within  the  facility  (such  as  fire,  storms,  etc.).  Hospital  disaster 
plans  should  include  provisions  for  evacuation  and  for  opera- 
tion when  the  physical  plant  is  damaged.'*^  The  hospital  plan 
should:  1 )  define  how  it  will  be  activated:  2)  establish  a 
command  center  and  a  chain  of  command;  and  3)  establish 
triage  and  treatment  areas,  a  personnel  pool,  internal  and 
external  communications,  supply,  and  logistics. 

The  command  structure  of  the  hospital  plan  should  be 
based  on  the  Incident  Command  System  (ICS;  Figure  1,  be- 
low)*' used  by  emergency  response  agencies.  First  developed 
in  1972  to  coordinate  multiple  agencies  fighting  wildfires,  the 
ICS  is  extremely  flexible  and  proven.  It  is  based  on  the  idea  of 
management  by  objective  and  is  task-oriented,  not  personnel- 
oriented.  Plans  do  not  designate  particular  persons  to  carry  out 
particular  tasks  because  those  individuals  may  not  be  available 
during  a  disaster.  For  example,  under  ICS,  specific  tasks  are  not 
assigned  to  the  emergency  department  medical  director,  but  to 
any  on-duty  physician  or  experienced  nurse.  A  specific  varia- 
tion of  ICS  designed  for  hospitals  (Hospital  Emergency  Inci- 
dent Command  System  or  HEICS)  is  available  from  the  Orange 
County  (CA)  Health  Care  Agency.* 

A  full  discussion  of  the  principles  of  triage  is  beyond  the 
scope  of  this  article,  but  it  is  important  that  physicians  under- 
stand basic  triage  because  it  applies  to  all  levels  of  patient  care 
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Fig  1:  Hospital  Incident  Command  System  (ICS).  Adapted  from  HEICS:  Orange  County  (CA)  Health  Care  Agency* 
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during  a  disaster.  Standard  triage  protocols  exist,  and  thieir  use 
simplitles  the  process.  As  a  general  principal,  physicians  need 
to  be  actively  involved  in  their  hospital's  disaster  planning 
activities.  Physician  knowledge  of  and  familiarity  with  the 
disaster  plan  and  participation  in  drills  are  essential  to  its 
smooth  and  effective  operation. 


Community  Disaster  Plans 

Hospital  disaster  plans  must  be  integrated  with  local  or  commu- 
nity disaster  plans.  Each  county  has  an  emergency  management 
director  or  coordinator  to  develop  and  coordinate  the  "local" 
disaster  plan — a  comprehensive,  all  hazard  plan  that  should 
address  realistic  dangers  to  the  community  and  list  available 
resources.  The  plan  delineates  lines  of  communication,  notifi- 
cation and  activation,  and  procedures  for  establishing  a  com- 
mand center  (Emergency  Operations  Center,  or  EOC).  Senior 
local  government  officials  should  be  involved  both  in  making 
community  disaster  plans  and  at  the  EOC  (when  activated) 
because  they  may  need  to  order  evacuation  or  the  expenditure 
of  funds.  The  plan  should  outline  how  to  request  assistance 
from  adjacent  jurisdictions  (through  individual  mutual-aid  agree- 
ments) and  from  the  state  (through  the  state  Division  of  Emer- 
gency Management). 

Responses  to  disasters  involving  hazardous  materials 
(HAZMAT)  is  usually  handled  at  the  community  level.  The 
Community  Right  to  Know  Act  establishes  Local  Emergency 
Planning  Committees  to  help  with  the  planning  for  HAZMAT 
responses.  These  committees  comprise  response  personnel, 
government  officials,  HAZMAT  producers,  and  representa- 
tives from  the  public  and  medical  communities. 


Disaster  Response  at  the  State  Level 

North  Carolina's  Emergency  Operations  Plan  can  mobilize  the 
state's  considerable  assets  in  a  coordinated  response  to  disas- 
ters, and  continue  that  support  through  the  recovery  phases.  The 
Department  of  Crime  Control  and  Public  Safety  directs  and 
coordinates  the  state  response  through  its  Division  of  Emer- 
gency Management.  The  Division  activates  a  State  Emergency 
Response  Team  (SERT)  in  response  to  a  local  request  or  in 
anticipationof  an  event  such  as  a  hurricane.  The  director  of  the 
Division  of  Emergency  Management  serves  as  SERT  leader 
and  oversees  all  state  response  activities.  Personnel  from  other 
state  agencies  make  up  the  remainder  of  the  SERT  staff,  giving 
the  SERT  the  ability  to  access  and  allocate  state  resources.  Area 
coordinators  from  the  Division  of  Emergency  Management 
provide  information  about  the  nature  of  the  event  and  the 
response  needed  to  the  State  EOC  in  Raleigh,  which  assesses 
the  situation  and  mobilizes  the  necessary  resources  from  state 
agencies  or  from  local  agencies  outside  the  impact  area.  The 
EOC  also  informs  the  Governor  and  other  senior  officials  of  the 
situation. 


During  disasters,  designated  state  agencies  shift  from  their 
normally  assigned  tasks  to  response  activities  predefined  under 
the  state  Emergency  Operations  Plan.  For  example,  the  State 
Office  of  Emergency  Medical  Services  (OEMS),  which  nor- 
mally oversees  EMS  agencies,  personnel  and  training,  assumes 
responsibility  for  coordinating  transport  ambulances.  Requests 
from  the  disaster  area  are  sent  to  the  EOC  where  the  OEMS 
representative  mobilizes  units  from  outside  the  impact  area  and 
directs  them  to  the  staging  area  for  deployment.  The  Depart- 
ment of  Highways,  usually  designing  and  building  roads,  might 
be  asked  to  assess  structural  damage  or  remove  debris.  This 
dual  role  approach  allows  for  a  timely  and  cost-effective 
response  by  the  state. 

In  addition  to  governmental  and  local  resources,  the  state 
also  uses  nongovernmental  organizations  as  part  of  the  re- 
sponse. The  American  Red  Cross  establishes  and  staffs  shelters 
for  evacuees,  the  Special  Operations  Response  Team  (SORT) 
provides  field  disaster  medical  response,  and  the  NC  Baptist 
Convention  operates  field  kitchens.  These  agencies  and  many 
others  mobilize  their  resources  in  response  to  a  request  from 
SERT. 

Besides  coordinating  response  activities  after  a  disaster, 
the  Division  of  Emergency  Management  oversees  disaster 
preparedness  and  planning.  It  coordinates  disaster  recovery 
(including  cleanup,  restoration  of  essential  services,  and  direct 
support  of  businesses  and  affected  individuals)  so  that  the 
impacted  area  can  return  to  "normal.'" 

Federal  Response  to  Disasters 

Should  damage  from  a  disaster  exceed  the  capacity  of  the  state 
to  respond,  or  if  damage  extends  across  multiple  states,  federal 
resources  can  be  summoned.  Under  the  Stafford  Disaster  Relief 
and  Emergency  Assistance  Act,  the  President  can  order  federal 
agencies  to  assist  local  and  state  relief  efforts  to  "save  lives  and 
to  protect  property  and  public  health  and  safety."''"  In  order  for 
the  President  to  designate  a  "Federal  Disaster  Area,"  a  request 
must  be  received  from  the  governor  of  the  state.  Provisions  of 
the  law  do  allow  other  state  officials  to  request  help  and,  in 
medically  related  matters,  the  state  Public  Health  Director  may 
request  assistance  from  the  US  Public  Health  Service. 

The  lead  federal  agency  for  disaster  management  is  the 
Federal  Emergency  Management  Agency  (FEMA),  successor 
to  the  Civil  Defense  Agency.  FEMA's  original  role  was  the 
coordination  of  planning  and  regulation,  with  some  mitigation 
activities.  After  Hurricane  Hugo  ( 1 989)  and  several  other  major 
incidents,  FEMA's  response  role  was  expanded,  and  it  became 
more  proactive,  rather  than  reactive.  The  size  of  the  federal 
government  gives  it  immense  resources  with  which  to  respond, 
but  also  creates  an  inertia  that  slows  the  rate  of  response.  That 
inertia,  coupled  with  the  time  required  to  gather  information  so 
that  the  governor  can  ask  the  President  for  assistance,  has  led  to 
the  perception  of  a  slow  and  ineffective  federal  response.  To 
address  this  (and  other  problems  identified  after  Hugo  and  the 
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Loma  Prieta  earthquake),  the  Federal 
Response  Plan  of  1992  was  created. 
This  plan  organizes  all  Federal  Response 
activities  into  12  Emergency  Support 
Functions  (ESF)  (Table  1),  each  under 
the  direction  of  a  primary  agency .  ESFs 
important  to  medical  care  include  ESF- 
8  (health  and  medical).  ESF-6  (mass 
care/sheltering)  andESF-9  (urban  search 
and  rescue).  FEMA  coordinates  the 
overall  plan  and  leads  the  disaster  re- 
sponse. The  Department  of  Defense 
provides  logistic  and  transport  support 
for  all  agencies.  The  US  Forest  Service, 
because  of  its  experience  with  wildfire 
suppression  and  communications  capabilities,  provides  techni- 
cal and  communication  support. 

Following  activation  of  the  disaster  plan,  a  Catastrophic 
Disaster  Response  Group  is  created  to  set  policy  and  coordinate 
response.  The  Emergency  Support  Team  at  FEMA  implements 
these  policies.  An  EOC  is  established  at  each  agency  charged 
with  directing  an  ESF.  FEMA  also  establishes  a  Regional 
Operations  Center  staffed  by  an  Emergency  Response  Team 
(ERT).  An  Advance  Emergency  Response  Team  (ERT-A)  is 
sent  to  the  disaster  area.  The  ERT-A  establishes  a  Disaster  Field 
Office  (DFO)  to  serve  as  the  forward  coordinating  area  for  all 
federal  activities.  The  DFO  is  run  by  a  Federal  Coordinating 
Officer  who  is  appointed  by  the  President  and  the  FEMA 
director  to  oversee  the  disaster  response.  The  DFO  handles 
requests  from  the  state  for  federal  assistance  and  directs  re- 
sponse activities  of  federal  assets  deployed  to  the  disaster.  The 
federal  presence,  although  large,  exists  only  to  assist  the  state, 
which  remains  responsible  for  the  management  of  the  event. 
Federal  responders  are  assigned  tasks  based  on  requests  re- 
ceived by  the  DFO  from  state  officials.  Mobilizing  these 
resources  and  moving  them  into  the  disaster  area  requires  time 
and  accurate  information  about  the  event  and  its  impact.  This 
information  may  take  several  days  to  acquire,  particularly  if 
communications  are  disrupted,  and  this  can  delay  the  deploy- 
ment of  response  assets. 

When  disasters  can  be  anticipated  (floods  or  hurricanes,  for 
example),  components  of  the  disaster  response  plan  can  be 
activated  and  certain  key  assets  pre-staged  outside  the  antici- 
pated impact  area.  An  ERT-A  is  deployed  into  the  predicted 
strike  area,  to  provide  early  assessment  of  damage  and  needs 
after  the  event.  State  agencies  use  a  similar  approach.  The  net 
result  is  a  reduction  in  the  time  for  help  to  arrive. 

For  events  that  cannot  be  anticipated,  such  as  Earthquakes, 
FEMA  maintains  25  Urban  Search  and  Rescue  Task  Forces 
around  the  country.  These  self-contained  teams  began  as  local 
resources  for  the  fire  service;  they  are  equipped  and  trained  for 
extremely  specialized  and  hazardous  response  activity.  They 
can  be  mobihzed  and  moved  into  the  impact  area  within 
hours — a  rapid  and  effective  response  that  was  demonstrated 
during  the  Oklahoma  City  bombing.  North  Carolina  does  not 


Table  1.  Federal  response  plan:  emergency  support  functions 

Function 

Lead  agency 

1.  Transportation 

Department  of  Transportation 

2.  Communications 

National  Communication  Agency 

3.  Public  works/engineering 

US  Army  Corps  of  Engineers 

4.  Firefighting 

Department  of  Agriculture 

5.  Planning/Information 

FEMA 

6.  Mass  care 

American  Red  Cross 

7.  Resource  support 

General  Services 

8.  Health  and  medical  services 

Department  of  Health  and  Human  Services 

9.  Urban  search  and  rescue 

FEMA 

10.  Hazardous  material 

Environmental  Protection  Agency 

11.  Food 

Department  of  Agriculture 

12.  Energy 

Department  of  Energy 

currently  have  such  a  task  force,  but  two  are  based  in  Virginia 
should  the  need  arise  here. 

ESF-8  (health  and  medical)  is  responsible  for  more  than 
just  care  of  the  injured  after  a  disaster.  It  does  provide  care  and 
mobilize  personnel  and  supplies,  but  it  is  also  responsible  for 
victim  evacuation,  mental  health  assessment,  water  quality, 
waste  management,  mortuary  services,  vector  control,  and 
chemical  and  biological  monitoring.  The  Health  and  Human 
Services  agency  assigned  this  duty  is  the  National  Disaster 
Medical  System  (NDMS).  NDMS  began  in  the  early  1980s  as 
a  partnership  between  civilian  hospitals,  the  Department  of 
Defense,  the  Public  Health  Service,  and  the  Department  of 
Veterans  Affairs  to  supplement  hospital  beds  available  in  the 
military  hospital  system.  The  role  of  NDMS  was  expanded  in 
1984  to  allow  use  of  those  beds  for  a  major  civilian  disaster. 

Also  developed  in  1984  were  Disaster  Medical  Assistance 
Teams  (DMATs).  Each  team  consists  of  civilian  volunteers 
(under  a  local  sponsor)  who  are  trained  to  provide  basic  medical 
care  under  austere  conditions.  Following  a  disaster,  DMATs 
process  casualties  evacuated  from  the  disaster  area  and  send 
them  to  participating  hospitals.  DMATs  are  deployed  into  the 
impact  area  to  augment  or  replace  existing  medical  services 
damaged  by  the  disaster.  When  deployed,  the  team  personnel 
become  temporary  employees  of  the  Public  Health  Service, 
which  solves  the  problems  of  licensure  and  liability. 

DMATs  are  35-person,  self-sufficient  medical  units  ca- 
pable of  caring  for  up  to  250  patients  per  24  hours.  They  must 
be  ready  to  deploy  within  1 2  hours  of  notification  and  carry 
supplies  for  up  to  72  hours  of  operation.  Resupply  of  the  teams 
is  carried  out  by  the  Department  of  Veterans  Affairs.  Teams  are 
typically  in  the  field  for  seven  to  14  days  before  relief  Self- 
sufficiency  is  key  since  there  may  be  no  support  for  team 
operations  in  the  impact  area.  First  used  after  Hurricane  Hugo, 
DMATs  cared  for  victims  of  Hurricanes  Andrew,  Iniki,  Marilyn, 
and  the  Northridge  earthquake.  Contrary  to  popular  belief,  the 
teams  are  not  usually  inundated  with  trauma  victims.  Most  of 
the  patients  treated  have  routine  medical  problems  seen  in 
everyday  practice,"  but  the  DMAT  teams  prevent  overloading 
of  existing  medical  facilities  on  the  periphery  of  the  impact  area 
and  enable  those  facilities  to  care  for  the  more  severe  patients. 
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There  are  currently  61  DMATs  (including  one  mortuary 
team)  in  the  US.  Twenty-one  are  designated  as  Level  1  teams 
because  they  meet  all  the  outlined  criteria.  DMAT  NC-1,  the 
Special  Operations  Response  Team  based  in  Winston-Salem 
and  Charlotte,  was  begun  in  1 982  to  meet  North  Carolina  needs 
for  disaster  medical  care  and  to  cover  mass  gatherings  and 
hazardous  material  events.  The  SORT  became  a  DMAT  in 
1 989.  It  has  more  than  1 60  volunteers  from  the  medical  commu- 
nity, EMS,  fire  service,  and  law  enforcement.  Because  of  the 
team's  HAZMAT  capability,  it  serves  as  primary  response  unit 
for  nuclear,  biological,  and  chemical  incidents. 

SORT'S  assets  include  an  80-bed,  tractor  trailer-mounted 
field  hospital;  a  mobile  emergency  department;  a  mobile  com- 
munications center;  a  HAZMAT  unit;  and  a  15-person,  rapid 
response  advance  medical  team  (ADE  unit).  SORT'S  disaster 
response  capability  can  be  activated  within  six  hours  of  a 
federal  request  and  within  two  hours  of  a  state  request.  The 
HAZMAT  unit  responds  immediately  upon  activation.  SORT 
serves  not  only  as  a  federal  resource,  but  also  a  local,  regional, 
and  state  response  agency. 

SORT  has  recently  developed  a  Special  Needs  Shelter 
program  that  provides  for  special  needs  patients  (those  residing 
in  nursing  facilities  or  group  homes,  those  on  home  oxygen  or 
ventilators,  and  those  receiving  home  IV  therapy)  within  the 
disaster  area.  The  usual  shelters  established  by  the  American 
Red  Cross  provide  for  basic  needs  of  displaced  people  who  are 
capable  of  self  care.  The  Red  Cross  routinely  does  not  provide 
care  for  special  needs  patients.  Without  Special  Needs  Shelters, 
special  needs  patients  are  sent  to  hospitals,  overloading  already 
stressed  facilities.  Integrating  home  care  suppliers,  nursing 
facilities,  emergency  response  agencies  and  medical  facilities, 
the  Special  Needs  Shelter  Program  allows  care  of  this  popula- 
tion without  overtaxing  conventional  shelters  or  medical  facili- 
ties. A  key  aspect  of  the  program  is  "sheltering  in  place,"  which 
seeks  to  avoid  the  evacuation  of  existing  special  needs  facilities 
by  providing  nonmedical  services  such  as  power,  water,  heat, 
etc.,  to  affected  facilities,  allowing  residents  to  remain  there.  If 
evacuation  is  needed,  a  special  needs  shelter  is  established  and 
staffed  by  volunteers  and  DMAT  personnel.  SORT  is  working 
with  state  officials  to  extend  the  concept  statewide. 


Involvement  in  Disaster 
Planning  and  Response 

Disaster  response  begins  at  home.  Physician  input  and  partici- 
pation in  hospital  disaster  planning  and  training  is  a  key 
component  of  effective  plans.  At  the  community  level,  physi- 
cians can  participate  in  the  training  of  emergency  response 
personnel  or  consider  serving  on  the  Local  Emergency  Plan- 
ning Committee.  Their  expertise  and  knowledge  of  medical 
needs  within  the  community  are  of  benefit  in  establishing 
programs  such  as  special  needs  shelters.  Voluntary  agencies, 
such  as  the  Red  Cross  or  religious  and  community-based 
organizations,  need  volunteers  to  help  with  response  and  prepa- 
ration activities.  Of  course,  these  agencies  depend  on  donations 
to  support  their  work  and  physicians  can  provide  support  at  this 
level.  Participation,  either  personally  or  financially,  is  ex- 
tremely rewarding. 

After  a  major  disaster,  many  medical  personnel  come  to  the 
disaster  site,  to  volunteer  their  services.  After  Hurricane  An- 
drew, several  medical  societies  from  counties  surrounding 
Dade  County,  Florida,  undertook  the  task  of  coordinating  these 
volunteers. '-  By  credentialing  and  categorizing  personnel,  these 
societies  created  an  efficient  personnel  pool  and  freed  up 
personnel  at  both  operational  sites  and  the  EOC.  Component 
societies  of  the  NC  Medical  Society  could  undertake  this  task 
should  a  disaster  strike  their  portion  of  the  state. 

Physicians  who  want  a  more  active  role  in  disaster  re- 
sponse should  contact  organizations  such  as  SORT,  which 
always  need  volunteers.  In  addition,  the  NC  Medical  Society 
maintains  a  list  of  physicians  willing  to  volunteer  during  a 
disaster.  This  information  is  provided  to  the  NC  OEMS,  which 
can  call  on  these  physicians,  should  they  be  needed.  For  more 
infonnation,  contact  the  NC  Medical  Society  (800/722- 1 350  or 
919/833-3836).     □ 
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EMERGENCY      CARE      DELIVERY 


Air  Medical  Transport  Services 
in  North  Carolina 

Michael  A.  Gibbs,  MD,  FACEP,  and  Cathie  McDonald 


Medical  transport  by  air  is  a  vital  component  of  contemporary 
emergency  medical  care.  Many  critically  ill  and  injured  patients 
need  rapid  transport  from  community  hospitals  to  regional 
tertiary  care  centers.  These  patients  benefit  from  the  speed  of 
transport  as  well  as  the  advanced  care  provided  by  highly 
trained  air  medical  personnel. 

The  first  civilian  helicopter  program  was  established  at  St. 
Anthony  Hospital  in  Denver,  Colorado  in  1972.  Since  then  air 
medical  transport  systems  have  proliferated  rapidly.  Today  the 
nation  has  more  than  200  hospital-based  helicopter  programs, 
six  of  which  currently  operate  in  North  Carolina  (Table  1, 
below,  Figure  1,  next  page). 

The  air  medical  transport  industry  has  developed  to  the 
point  that  it  can  transport  patients  requiring  complex  life 
support,  support  advanced  lifesaving  procedures,  provide  sub- 
specialty transport  teams,  and  transport  patients  across  interna- 
tional borders.  Coincident  with  its  rapid  maturation,  the  indus- 
try has  come  under  the  watchful  eye  of  managed  care.  In  the  age 
of  capitated  health  care  delivery,  the  cost  of  patient  transport  is 
often  a  significant  issue.  There  are  growing  pressures  on  phy- 
sicians to  justify  the  need  for  air  transport  of  patients  if  less 
costly  alternatives  are  available. 

Physicians  contemplating  air  transport  may  raise  questions 
about  system  access,  logistics,  and  clinical  care.  An  under- 
standing of  these  issues  will  ensure  that  the  transportation  of 
patients  by  air  is  appropriate,  timely,  and  safe.  In  this  article  we 
address  the  following  questions:  Which  patients  benefit  from 
air  transport?  How  should  air  transport  be  initiated?  How 
should  patients  be  prepared  for  air  transport? 


Which  Patients  Benefit  From  Air  Transport? 

In  order  to  make  rational  decisions  about  the  use  of  air  medical 
transport,  one  must  understand  its  advantages  compared  to 


Dr.  Gibbs  is  with  the  Department  of  Emergency  Medicine, 
Carolinas  Medical  Center,  Charlotte,  and  Medical  Director, 
MedCenter  Air.  Ms.  McDonald  is  Director,  MedCenter  Air. 


ground  transport.  In  general,  air  medical  transport  should  be 
used  when  the  time  required  to  transport  a  patient  to  definitive 
care  by  ground  ambulance  is  excessive  (that  is,  the  time  delay 
may  result  in  adverse  consequences),  or  when  hospitals  lack  the 
resources  to  provide  immediate  care  for  certain  patients  with 
time-sensitive  conditions.  Patients  whose  critical  care  needs 
during  transport  exceed  the  capabilities  of  local  emergency 
medical  services  are  candidates  for  air  transport  between  hos- 
pitals. Highly  trained  flight  clinicians  can  provide  neonatal  and 
pediatric  care,  obstetrical  care,  advanced  cardiac  and  trauma 
life  support,  bum  care,  advanced  airway  management,  ventila- 
tor management,  and  invasive  monitoring.  Other  factors  that 
may  influence  the  decision  to  use  air  rather  than  ground  trans- 
port include:  1)  the  distance  to  be  covered;  2)  geography, 


Table  1.  NC's  air  medical  transport  programs 

Asheville 

Mission  Air  Medical  Ambulance 

(800)  962-4354 

(Mission  Memorial  Hospital) 

Chapel  Hill 

Carolina  Air  Care 
(800)  247-6264 
(UNC  Hospitals) 

Charlotte 

MedCenter  Air 
(800)421-9195 
(Carolinas  Medical  Center) 

Durham 

Duke  Life  Flight 
(800)  362-5433 
(Duke  University  Hospital) 

Greenville 

EastCare 
(800)  672-7878 
(University  Medical  Center  of 
Eastern  Carolina-Pitt  Co.) 

Winston-Salem 

AirCare 

(800)  336-6224 

(North  Carolina  Baptist  Hospital) 

254 


NCMJ  My/August  1997.  Volume  58  Number  4 


Fig  1:  Air  medical  programs  in  North  Carolina 

weather,  and  traffic  conditions;  3)  availability  and  capa- 
bility of  local  EMS  services:  4)  cost:  and  5)  the  nature  of 
the  patient's  condition. 

Some  integrated  medical  transport  programs  offer 
different  modes  of  transport  (helicopter,  fixed-wing  air- 
craft, or  critical-care  ground  ambulances )  staffed  by  the 
same  skilled  critical  care  teams.  "Mobile  ICU"  ambu- 
lances can  provide  less  costly  ground  transport  for  pa- 
tients who  require  critical  care  services  but  whose  condi- 
tion does  not  mandate  the  time-savings  provided  by  air 
transport.  We  discuss  here  specific  recommendations  for 
air  transport  of  trauma,  cardiac,  medical/surgical,  bum, 
and  pediatric  patients. 


Table  2.  Guidelines  for  air-transport  of  trauma  patients 
from  the  scene  to  a  trauma  center* 


Physiology: 


•Glasgow  Coma  Scale 
•Revised  Trauma  Score 
•Systolic  blood  pressure 
•Heart  rate 
•Respiratory  rate 
•Age 


<10 

<12 

<90  mmHg 

<60  or>120  bpm 

<10  or>35  bpm 

<12  or>55  years 


Anatomy: 


Air  transport  of  trauma  patients .  About  10%  of  injured 
patients  can  benefit  from  the  specialized  services  pro- 
vided at  regional  trauma  centers.'  Air  transport  from 
crash  scene  to  trauma  center  allows  stabilization  and 
definitive  treatment  within  the  "golden  hour"  after  in- 
jury, and  decreases  morbidity  and  mortality.--  No  well- 
established  body  of  literature  delineates  the  criteria  for 
dispatching  a  helicopter  to  an  emergency  scene,  but 
consensus-based  guidelines  have  been  published  (Table 
2,  at  right).''  These  guidelines  assure  that  the  most  seri- 
ously injured  patients  will  be  rapidly  transported  to  a 
trauma  center:  they  err  on  the  side  of  sending  too  many 
patients  rather  than  too  few. 

Air  transport  is  often  used  for  the  interhospital  transport  of 
severely  injured  patients.  The  American  College  of  Surgeons 
has  published  guidelines  for  interhospital  air  transport  of  trauma 
patients  to  regional  trauma  centers  (Table  3,  next  page).^ 

Air  transport  of  cardiac  patients .  Early  reperfusion  of  ischemic 
heart  muscle  saves  both  lives  and  quality-of-life  in  patients  with 
acute  myocardial  infarction.  In  many  cases,  urgent  transfer  to  a 


Mechanism: 


*Adapted  from ' 


•Penetrating  injuries  to  the  head,  neck,  torso 

•Crush  injury  to  the  torso 

•Two  or  more  proximal  long-bone  fractures 

•Major  pelvic  fractures 

•Proximal  amputations 

•Spinal  cord  injury 

•Major  burns 

•Near  drowning 

•Ejection  from  automobile 

•Vehicle  roll-over  with  unbelted  passenger 

•Vehicle  striking  pedestrian  at  >10  miles/hour 

•Extrication  time  >20  minutes 

•Fall  more  than  15  feet 

•Motorcycle  victim  ejected  at  >20  miles/hour 

•Multiple  victims 


hospital  capable  of  performing  transcoronary  angioplasty  or 
coronary  artery  bypass  surgery  is  essential.  A  growing  body  of 
literature  demonstrates  that  cardiac  patients  can  be  transported 
safely  by  air  while  receiving  thrombolytic  therapy,  antiarrhyth- 
mic agents,  vasopressors,  transcutaneous  or  transvenous  car- 
diac pacing,  and  intra-aortic  balloon-pumping.'^""  Whenever 
possible,  thrombolytic  therapy  should  be  started  before  patient 
transport  to  avoid  any  delay  to  reperfusion. 
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Air  transport  of  medical/surgical  pa- 
tients. Patients  with  respiratory  failure, 
status  epilepticus,  severe  hypothermia, 
acute  derangements  of  metabolism,  toxic 
ingestion,  or  septic  shock,  and  a  long  list 
of  other  medical  conditions  may  benefit 
from  rapid  air  transport  (Table  4,  at 
right).'-"'''  Potentially  life-threatening, 
time-dependent  surgical  emergencies  in- 
clude leaking  abdominal  aortic  aneu- 
rysms, brisk  gastrointestinal  hemorrhage, 
aortic  dissection,  and  intracranial  mass 
lesions.  The  decision  to  use  air  transport 
must  be  made  in  the  context  of  each 
patient's  condition  and  the  likelihood  of 
improvement  if  moved  quickly  to  a  hos- 
pital with  more  services. 

Air  transport  of  obstetric  patients.  Air 

medical  transport  of  pregnant  women  is 
generally  safe  for  both  mother  and  fetus. 
Indications  for  air  transport  to  a  tertiary 
care  center  include  abnormal  fetal  lie, 
uncontrolled  maternal  diabetes,  eclamp- 
sia or  severe  preeclampsia,  placenta  pre- 
via with  active  bleeding,  abruptio  pla- 
centa, premature  rupture  of  membranes, 
and  other  severe  maternal  illnesses.  Be- 
cause of  the  hazard  of  emergency  in- 
flight delivery,  it  is  not  advisable  to  trans- 
port patients  in  advanced  labor  (cervical 
dilatation  >4  cm).'' 

Air  transport  of  burned  patients. Gmnnd 

transport  is  appropriate  for  most  burned 
patients,  but  air  transport  is  indicated 
when  there  is  severe  inhalation  injury 
with  respiratory  failure,  electrical  inju- 
ries with  myocardial  or  respiratory  de- 
pression, or  other  major  injuries."'  Burn 
patients  transported  by  air  require  special 
attention  to  fluid  balance  and  tempera- 
ture control  because  of  low  ambient  hu- 
midity and  temperature  in  the  aircraft." 


Table  3.  Guidelines  for 

nterhospital  air  transport  to  a  trauma  center* 

Spinal  cord  injury 

Head  injury 

•Penetrating  injury  of  depressed  skull  fracture 

•Glasgow  Coma  Scale  <13,  or  deteriorating 

•Lateralizing  signs 

•Open  injury  with  or  without  cerebrospinal  fluid  leak 

Chest 

•Wide  mediastinum  by  radiography 

•Major  chest  wall  injury 

•Cardiac  injury 

•Patients  who  may  require  protracted  ventilation 

Pelvis 

•Unstable  pelvic  ring  disruption 

•Pelvic  ring  disruption  with  evidence  of  shock 

•Open  pelvic  fractures 

Multisystem  injury 

•Severe  facial  injury  with  head  injury 

•Chest  injury  with  head  injury 

•Abdominal  or  pelvic  injury  with  head  injury 

•Burns  with  associated  injury 

•Multiple  fractures 

Secondary  deterioration  •Mechanical  ventilation  required 

(late  sequelae) 

•Sepsis 

•Single  or  multiple  system  failure 

•Major  tissue  necrosis 

Comorbid  factors 

•Age  <5  or  >55  years 

•Known  cardiorespiratory  or  metabolic  diseases 

*Adapted  from' 

Table  4.  Guidelines  for  air  transport  of  the  medical/surgical  patient* 

Medical  •Respiratory  failure  requiring  pulmonary  intensive  care 

•Upper  airway  obstruction 
•Need  for  acute  hemodialysis 
•Septic  shock  with  hemodynamic  compromise 
•Life-threatening  infectious  process 
•Poisoning  requiring  intensive  consultative  care 
•Need  for  hyperbaric  therapy 
•Severe  hypothermia  or  hyperthermia 
•Severe  metabolic  derangements 
•Status-post  cardiopulmonary  arrest 


Air  transport  of  neonatal  and  pediatric 
patients.  Air  transport  is  appropriate  for 
transport  of  patients  to  regional  neonatal  *Adapted  from" 

and  pediatric  intensive  care  units.  Respi-     

ratory  failure,  major  trauma,  neurologic 

disorders,  sepsis,  congenital  heart  disease,  and  acute  metabolic 

conditions  are  the  usual  indications.'^  Guidelines  published  by 

the  American  Academy  of  Pediatrics  closely  resemble  those 

developed  for  adult  medical/surgical/trauma  patient  (Table  4, 

above)." 


Surgical  •Gastrointestinal  bleeding  with  hemodynamic  compromise 

•Neurosurgical  emergency 
•Suspected  dissecting  thoracic  aorta 
•Leaking  abdominal  aortic  aneurysm 


Contraindications  to  air  medical  transport.  In  general,  air 
transport  should  only  be  used  to  provide  rapid  access  to  a  higher 
level  of  care;  air  transport  for  convenience  is  strongly  discour- 
aged. Patients  whose  cardiopulmonary  arrest  persists  despite 
appropriate  resuscitative  efforts  should  not  be  transported.-"'" 
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Air  transport  of  combative  or  violent  patients  is  contraindicated 
because  their  behavior  poses  a  risk  to  the  safety  of  the  crew. 


How  Should  Air  Transport  Be  Initiated? 

The  physician  caring  for  a  severely  ill  or  injured  patient  does  not 
usually  have  the  time  to  make  multiple  phone  calls  or  provide 
a  lengthy  patient  report.  Flight  dispatchers  are  trained  to  per- 
form a  concise  interview  and  collect  pertinent  clinical  informa- 
tion. If  no  physician  has  been  contacted  at  the  accepting  facility, 
physicians  providing  on-line  medical  control  should  be  able  to 
arrange  acceptance  and  facilitate  contact  with  the  appropriate 
subspecialist.  Physician-to-physician  contact  is  encouraged  to 
ensure  that  essential  clinical  concerns  can  be  passed  on  to  flight 
personnel  and  the  accepting  medical  team. 

Unique  to  North  Carolina  is  the  way  in  which  the  six 
hospitals  with  medical  helicopter  service  work  together  to 
assure  that  every  patient  in  need  has  access  to  this  service.  Since 
1986,  these  hospitals  have  met  four  times  a  year  to  discuss  and 
address  common  goals  and  needs  of  patients.  This  relationship 
has  led  to  uniform  safety  standards  and  a  formal  reciprocity 
agreement  that  allows  one  program  to  "back  up"  another's 
service.  In  most  states,  helicopter  programs  are  fierce  competi- 
tors; we  are  fortunate  that  in  North  Carolina  our  six  programs 
work  together. 


How  Should  Patients  Be 
Prepared  For  Air  Transport? 

Preparation  for  air  transport  includes:  1 )  appropriate  clinical 
stabilization,  2)  communication  with  the  accepting  clinical  care 
team,  and  3)  transfer  of  appropriate  medical  documents. 

Patient  stabilization.  Air  medical  clinicians  are  skilled  in  the 
principles  of  patient  assessment  and  stabilization.  Nonetheless, 
the  back  of  a  helicopter  is  a  relatively  inhospitable  place  for 
treating  unstable  patients.  Patients  should  be  prepared  properly 
before  transport  to  avoid  deterioration  of  the  patient's  condition 


during  transport.  These  steps  include:  1 )  provision  of  a  secure 
airway;  2)  provision  of  appropriate  intravenous  access;  3) 
volume  resuscitation  and  hemodynamic  stabilization;  4)  dys- 
rhythmia management;  5)  immobilization  of  the  spine  and 
extremities  if  suspicious  for  fracture;  and  6)  protection  from 
hypothermia.  If  these  interventions  exceed  the  capabilities  of 
the  referring  hospital,  flight  team  clinicians  can  initiate  these 
measures  on  arrival  or  during  transport. 

Communication .  When  transfer  of  a  critically  ill  patient  is 
imminent,  nothing  is  better  than  physician-to-physician  com- 
munication of  the  essential  elements  of  the  case.  A  brief 
dialogue  with  the  physician  providing  on-line  medical  control 
will  ensure  the  most  appropriate  mode  of  transport  is  used,  that 
any  specialized  equipment  necessary  is  made  available,  and 
that  informed  medical  oversight  is  provided.  The  following 
information  can  should  be  made  available:  1)  patient's  name, 
age,  and  reason  for  transfer;  2)  name  of  the  accepting  physician; 
3)  most  recent  vital  signs;  4)  pertinent  physical  findings  and 
diagnostic  studies;  5)  recent  procedures;  and  6)  special  require- 
ments for  transport. 

Transfer  of  information.  Copies  of  medical  records  (notes, 
orders,  medications  given,  laboratory  studies,  ECG,  radio- 
graphs, CT  scans,  cardiac  catheterization  films,  etc.),  consent 
forms,  living  wills,  COBRA  forms,  and  any  other  medicolegal 
documents  important  to  the  delivery  of  good  medical  care 
should  always  accompany  the  patient  or  be  transmitted  by 
facsimile  prior  to  the  patient's  arrival  at  the  tertiary  center. 


Summary 

Air  medical  transport  is  an  important  component  of  contempo- 
rary prehospital  care  for  patients  with  time-sensitive  conditions 
and  those  whose  clinical  needs  exceed  the  expertise  of  local 
providers.  Early  contact  with  trained  flight  dispatchers  facili- 
tates air  transport.  Appropriate  stabilization,  effective  commu- 
nication, and  transfer  of  medical  documents  ensure  that  trans- 
ports are  appropriate,  timely,  and  safe.     □ 
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SUBJECTIVE 

This  pabanl  prsients  today  complaining  o(  pain  and  swaMing  ovsr  the  lateral  len  ankle,  which  haa  been  piesenl  far  the  past  few  days 

EB  Gymptoms  arose  after  a  tall  on  an  inverted  left  ankle.  The  pa&eni  noted  immedialfi  pain  and  sweMing  following  this  injury 
Ambulation  markedly  aggravates  the  poin  and  swelling    OveHh^-counler  analgesics  have  been  only  minimally  helpful  in  alleviating 
these  symptoms. 

OBJECTIVE: 

Vital  Signs.   Systolic  -1 20  :  Diastolic  -60  Pulse  -70  ;  Rosps  -1 5  :  Temp  -96  5  :  Weight  -1  35:  Height  65" 

Oest  The  cheat  wall  Is  not  tender  f1  moves  symmetiically  with  respiration.  There  aie  no  chest  wall  masses  or  cutaneous  lesions.  The 

lungs  are  dear  to  auBcullobon  and  percussion.   There  are  no  rales,  wheeies.  or  rhonchi  delected    The  heart  sounds  are  regular    There 

are  no  gallops,  murmurs,  clicks,  or  rubs    The  first  and  second  heart  sounds  are  norma]    The  PMI  is  not  displaced  or  abnormally 

usiained.  and  there  are  no  thrills 
Abdomen  A  lour  quadrant  examination  of  the  abdomen  reveals  no  tendemees.  mosseG.  organomegaly,  or  cutaneous  lesions    The  bcrwel 

lundG  are  normal    There  is  no  guarding,  and  no  caatovertebral  angle  tendemaae    Thers  is  no  distension  or  tendemesfl  in  the 
prapubtc  region    There  are  no  bruits  noted 
Musculoskeletal:  Marked  tenderness  and  soflbssue  swelling  is  present  over  the  lateral  left  ankle    The  tenderness  is  significantly 

icreosed  with  Inversion  stress  of  the  lateral  ankle  joint,  but  no  signilicanl  laxity  ol  this  (oint  is  noted  on  this  examination.  The  remainder  o 

IB  musculo  ska  tetol  exam  ib  normal.   Point  bony  tenderness  over  the  ankle  bones  is  not  present. 

ASSESSMENT 

Grade  2  lalonfaular  ankle  spre 


-left{ICD9-B<5  09) 


PLAN:  (CPT^-992H} 

Ice  to  be  applied  intermittently  over  the  next  4B  hours 
3  Non-weight  bearing  wrth  use  of  crutches  for  the  next  w«ek.  then  begin  range  of  motion  and  strengthening  exercisea 

Ultram  50mg   1-2  labs  po  qid  pm  pain    #40  1  refill    The  potential  for  Gl  side  effects  was  discussed  with  the  patient 

Return  to  dinic  2-3  weeks  for  reevaluation 
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Find  Any  Chart  Instantly 
Evolve  Audit  Proof  Accuracy 
Cut  Documentation  Costs 
Focus  On  Patients,  Not  Paper 
Improve  Reimbursement 
Access  Anytime  -  Anywhere 
Satisfy  New  Requirements 
Carry  All  Your  Cfiarts  in  1  Hand 
Use  Your  Own  Words 
Be  Complete  &  Legible  Legally 
Communicate  with  Colleagues 


Every  minute  Physicians  and  key  practice  per- 
sonnel spend  on  paperwork  (or  just  searching  for 
misplaced  files)  reduces  profitability  and  adds  to 
:  stress.  Still,  the  importance  of  prompt,  in-depth 
clinical  charts  is  clear.  They're  an  unavoidable 
jand  crucial  part  of  contemporary  healthcare. 

Now/,  one  easy-to-use  PC  program  W\\\  simplify 
and  unify  your  total  medical  information  flow. 
Transcribe,  Inc.'s  proven  E-Chart™  software  is 
engineered  to  dramatically  improve  efficiency. 

Rather  than  increasing  the  physician's  burden, 
E-Chart™  enables  the  entire  practice  to  be  more 
productive.  It's  an  inexpensive  solution  everyone 
can  use.  The  process  is  simple:  when  you  get 
85%  of  the  documentation  done  for  you,  you  can 
easily  afford  15  seconds  for  the  finishing  touctr. 

E-Chart™  makes  technology  work  for  the  practice 
by  making  it  transparent  to  the  provider.  Unlike 
alternatives,  we  learned...  doctors  don't  want  to 
do  documentation  -  tliey  want  it  done.  The  choice 
is  uncomplicated:  If  you  prefer  patients  to  paper- 
work, put  the  practice  on  Transcribe:  E-Chart™. 
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How  can  we  be  so  confident  E-Chart™  is  the 
answer  to  the  medical  records  mess?  Testimoni- 
als from  delighted  doctors  across  America  who 
use  Transcribe:  E-Chart™  every  day  to  give  them 
back  time  for  the  really  important  things  in  life. 

/  was  always  behind;  worse,  the  staff  couldn  't  read  most  of 
what  I  did  hand  them.  Now  all  the  progress  notes,  op  re- 
ports and  letters  to  colleagues  are  done  each  day.  Plus,  I  'm 
seeing  more  patients!  I'd  never  go  back  to  documenting  any 
other  way.   TranScribe:  E-Chart  is  a  real  stress  reducer. 
Bob  Kukia,  DPM  -  Podiatry 

/  began  using  the  software  for  my  psychiatric  practice  notes 
almost  immediately.  I  use  it  constantly. 
David  Goode,  MD  -  Psychiatry 

No  time  to  prepare.  We  still  passed  Humana  and  Blue  Cross 
inspections  with  ease.  They  said  "these  notes  are  beautiful". 
Ed  Madrid,  MD  -  Pediatrician 

Would  you  like  to  sound  this  satisfied  too?  Call  today... 
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LEGAL      ISSUES 


Managed  Care  Authorization  for 
Emergency  Department  Services 

A  Medical  Risk  to  Patients, 

A  Legal  Risk  for  Doctors  and  Hospitals 

Robert  A.  Bitterman,  MD,  JD,  FACEP 


Managed  care  has  landed  in  North  Carolina.  At  present  16%  of 
our  citizens  are  enrolled  in  managed  care  plans  (MCP).  and 
within  three  years  this  could  reach  30%-40%.'  One  of  the 
methods  MCPs  use  to  successfully  cut  health  care  costs  is  "prior 
authorization."  This  means  the  patient's  primary  care  physician 
(PCP)  or  "gatekeeper"  must  give  prior  authorization  for  visits 
to  specialists,  the  ordering  of  expensive  diagnostic  studies,  or 
admissions  to  the  hospital;  otherwise  the  MCP  will  not  pay  for 
those  services. 

Now  MCPs  have  taken  aim  at  the  high  charges  for  care  in 
hospital  emergency  departments  (EDs),  using  the  same  prior 
authorization  tactics  to  deny  coverage  for  emergency  care.  In 
this  article  I  address  the  adverse  consequences  of  prior  autho- 
rization for  emergency  services:  the  medical  risks  to  MCP 
enrollees,  and  the  legal  risks  to  participating  hospitals  and 
physicians. 


Federal  Law  Governing  Hospital 
Emergency  Departments 

A  federal  law,  COBRA  (Consolidated  Omnibus  Budget  Recon- 
ciliation Act),  governs  the  delivery  of  all  hospital-based  emer- 
gency care  in  the  US .-  Congress  passed  COB  RA,  also  called  the 
Emergency  Medical  Treatment  and  Active  Labor  Act 
(EMTALA),  to  prevent  hospitals  and  physicians  from  inappro- 
priately transferring  ("dumping")  indigent  patients  from  pri- 
vate hospitals  to  municipal  hospitals,  or  just  denying  emer- 
gency care  to  patients  without  insurance.'  COBRA  is  essen- 
tially an  antidiscrimination  statute.  Two  sections  regulate  the 
gatekeeper/MCP  prior  authorization  interaction  with  emer- 
gency departments: 


Dr.  Bitterman  is  Director,  Risl<  iVlanagement  and  Managed  Care, 
Department  of  Emergency  IVIedicine,  Carolinas  Medical  Center, 
Charlotte  28232. 


1 .  "If  any  individual  comes  to  the  emergency  department,  the 
hospital  must  provide  an  appropriate  medical  screening 
exam  (MSE)  to  determine  whether  or  not  an  emergency 
medical  condition  exists."^ 

2.  "A  hospital  may  not  delay  provision  of  an  appropriate 
medical  screening  examination  or  necessary  stabilizing  treat- 
ment... in  order  to  inquire  about  the  individuals  method  of 
payment  or  insurance  status."*^ 

These  sections  were  originally  intended  to  prevent  hospitals 
from  denying  or  delaying  access  to  examination  and  treatment 
of  medical  emergencies  because  a  patient  lacked  insurance  or 
had  inadequate  insurance  such  as  Medicaid.  Today  it  is  patients 
who  are  insured — but  under  managed  care — who  have  trouble 
obtaining  emergency  care  because  the  MCPs  deny  authoriza- 
tion for  the  emergency  department  visit.  The  following  sce- 
nario— and  the  questions  it  raises — occurs  every  day  in  EDs 
across  the  country: 

A  managed  care  enrollee  comes  to  the  ED  for  examination 
and  treatment.  The  patient  is  evaluated  ("triaged")  by  a  nurse  to 
determine  the  nature  and  acuity  of  the  complaint.  If  the  nurse 
finds  an  emergency  condition,  the  individual  is  immediately 
evaluated  by  an  emergency  physician;  if  there  is  no  obvious 
emergency  condition,  then  the  patient's  MCP  is  contacted  for 
"authorization"  before  the  patient  is  evaluated  by  a  physician. 
The  authorization  process  may  take  minutes  or  hours,  or  not 
occur  at  all,  depending  on  the  availability  and  responsiveness  of 
the  "gatekeeper"  (a  physician,  a  nurse,  or  even  a  clerk). 

If  authorization  is  obtained,  the  patient  is  evaluated  and 
treated  like  all  other  patients.  If  the  ED  visit  is  not  authorized, 
the  hospital  ED  usually  releases  the  patient  without  physician 
evaluation,  and  instructs  the  patient  to  seek  care  at  the  MCP's 
urgent  care  clinic  or  with  the  patient's  PCP  the  next  day.  The 
hospital  may  or  may  not  inform  the  patient  of  its  legally 
specified  obligations  under  COBRA  to  provide  "an  appropriate 
medical  screening  exam."  Sometimes  the  patient  is  asked  to 
sign  a  form  indicating  that  the  patient  refuses  the  mandated 
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screening  examination.  The  patient  usually  leaves  unhappy  and 
angry  at  the  hospital,  blaming  it,  not  the  MCP,  for  denying 
treatment. 

Must  managed  care  patients  be  provided  a  medical  screening 
exam?  Yes.  The  courts  interpret  "any  individuar  literally. 
Everyone  who  presents  to  an  ED  must  be  screened,  whether 
they  are  indigent,  a  member  of  a  MCP.  or  covered  by  Medicare 
or  Medicaid.*  Illegal  aliens  are  also  entitled  to  a  MSE,  much  to 
the  chagrin  of  border  hospitals.' 

Is  nurse  triage  a  medical  screening  exam?  No,  it  is  not.  The 
purpose  of  triage  is  to  ascertain  the  nature  and  severity  of  a 
patient's  complaint,  and  to  determine  the  order  in  which  pa- 
tients are  seen  by  a  physician.  The  purpose  of  the  MSE  is  to 
determine  whether  the  patient  has  an  emergency  medical  con- 
dition. The  Health  Care  Financing  Administration  (HCFA)  and 
the  federal  courts  have  uniformly  held  that  triage  does  not 
constitute  a  COBRA-mandated  MSE.  HCFA  has  cited  many 
hospitals  for  violations  because  triage  nurses  referred  patients 
to  an  MCP  clinic  or  physician's  office  without  a  physician 
examination  in  the  ED.** 

However,  the  law  does  not  specify  who  must  perform  the 
MSE.  HCFA  requires  only  that  it  be  carried  out  by  "qualified 
medical  personnel."  The  hospital  must  designate  whether  a 
physician,  nurse,  or  other  health  care  provider  is  qualified  to 
perform  the  MSE.**  Specially  trained  and  supervised  nurses  may 
perform  MSEs.  but  the  examinations  must  be  much  more 
extensive  than  triage  exams,  and  be  directed  at  determining 
whether  the  patient  is  suffering  from  an  emergency  medical 
condition. '"  Furthermore,  screening  examiners  must  be  blinded 
to  the  patient's  insurance  status,  and  the  MSE  conducted 
exactly  the  same  for  everyone.  It  may  not  be  applied  differently 
for  MCP  or  Medicaid  patients. 

HCFA  reserves  the  right  to  not  accept  the  hospital's  desig- 
nation of  who  is  qualified  to  carry  out  an  MSE.  HCFA  may 
determine  retrospectively  that  the  designated  person  or  nurse 
did  not  have  sufficient  medical  training  or  expertise  to  conduct 
an  MSE."  HCFA  has  cited  some  hospitals  for  violating  CO- 
BRA by  having  designated  nurses,  not  physicians  conduct  the 
MSE.'= 

The  American  College  of  Emergency  Physicians  recom- 
mends that  MSEs  be  performed  by  a  physician." 

What  constitutes  an  appropriate  MSE?  "Triage"  does  not 
constitute  an  MSE.  but  how  extensive  must  an  ■"appropriate" 
MSE  examination  be?  Federal  courts  specify  that  two  compo- 
nents must  be  present: 

1)  The  examination  must  be  ""reasonably  calculated  to 
identify  critical  medical  conditions."'^  The  requisite  examina- 
tion may  range  from  a  brief  glance  to  categorize  a  patient  with 
a  rash,  to  CT  scan  and  lumbar  puncture  to  rule  out  subarachnoid 
hemorrhage  in  a  patient  with  the  "worst  headache  of  my  life." 
If  it  takes  an  on-call  surgeon  to  decide  whether  a  patient  has  an 
acute  abdomen,  then  the  surgeon' s  evaluation  is  an  integral  part 


of  the  MSE.  COBRA  specifically  requires  hospitals  to  provide 
on-call  consultants  to  help  determine  the  presence  of  an  emer- 
gency condition,  and  to  help  stabilize  those  conditions.'^  If  an 
on-call  physician  declines  to  examine  a  patient  simply  because 
the  physician  does  not  participate  in  the  patient's  MCP  (that  is. 
the  patient  is  ""out  of  plan"),  then  both  the  hospital  and  the  on- 
call  physician  have  violated  the  law. 

2)  Not  only  must  the  MSE  be  calculated  to  identify  emer- 
gency medical  conditions,  but  exactly  the  same  level  of  screen- 
ing must  be  uniformly  provided  to  all  patients  who  present  with 
similar  complaints.  The  courts  base  this  opinion  on  the  stated 
goal  of  COBRA  to  prevent  disparate  treatment  of  patients.  In 
two  seminal  cases  ( Cleland  v.  Bronson  Health  Care  Group^  and 
Gatewood  v.  Washington  Health  Care  Corporation^''),  the 
courts  held  that  "appropriate"  means  that  which  "would  have 
been  provided  to  any  other  patient  or  at  least  not  known  by  the 
providers  to  be  in  any  way  insufficient  or  below  their  own 
standards."  The  fourth  circuit  court,  which  encompasses  North 
Carolina,  states  "the  hospital  satisfies  the  requirements  of 
COBRA  if  its  standard  screening  procedures  apply  uniformly 
to  all  patients  with  similar  circumstances."''' 

Despite  these  clear  legal  mandates,  managed  care  plans 
often  expect  hospitals  to  provide  a  different  screening  for  their 
enrollees.  MCPs  may  request  that  the  hospital  merely  "eyeball 
the  patient"  to  determine  whether  the  patient  can  be  safely  sent 
to  a  managed  care  facility.  Neither  HCFA  nor  the  courts 
condone  this  practice,  emphasizing  the  antidiscriminatory  na- 
ture of  COBRA. 

Let  me  illustrate  with  an  example.  A  four-month-old  has 
fever,  cough,  and  wheezing.  The  child  appears  sufficiently 
stable  to  go  to  a  managed  care  facility  two  blocks  down  the 
street  where  a  physician  is  willing  and  able  to  see  the  patient. 
However,  if  ordinarily  the  emergency  physician  would  deter- 
mine capillary  oxygen  saturation  (pulse  oximetry)  and  get  a 
chest  x-ray  to  evaluate  such  a  patient,  and  if  the  hospital  failed 
to  provide  those  tests  before  sending  the  child  to  the  managed 
care  facility,  it  deviated  from  its  standard  screening  protocol 
and  thereby  violated  COBRA.  This  is  precisely  the  differential 
treatment  that  COBRA  forbids,  regardless  of  the  hospital's 
rationale  for  such  behavior. 

Hospitals  cannot  set  up  separate  and  different  screening 
procedures  for  Carolina  Access  or  Medicaid  managed  care 
patients.  Waivers  received  from  the  Clinton  administration  to 
adapt  managed  care  techniques  to  Medicaid  patients  do  not 
allow  sidestepping  the  requirements  of  COBRA.  For  example, 
some  North  Carolina  hospitals  prevent  Carolina  Access  pa- 
tients from  being  seen  by  an  emergency  physician  until  they 
obtain  authorization  from  the  patient's  MCP:  if  authorization  is 
denied,  the  hospital  sends  the  patient  to  the  MCP  clinic  or  the 
PCP's  office.  But  no  other  ED  patients  are  denied  access  to  the 
physician  or  directed  away  for  insurance  reasons.  Hospitals  and 
emergency  physicians  who  practice  such  differential  screening 
do  so  at  their  own  peril  because  it  is  clearly  illegal.  In  the  past 
year.  HCFA  cited  hospitals  in  West  Virginia,  Georgia,  and 
Colorado  for  this  practice. 
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Does  denial  of  authorization  change  the  hospital's  obliga- 
tions? No.  Managed  care  can  refuse  to  authorize  payment,  but 
it  cannot  specify  treatment.  HCFA"s  regulations  are  clear: 

"Managed  Health  Care  Plans  cannot  deny . . .  permission  to 
examine  or  treat  their  enrollees,  they  may  only  state  what  they 
will  and  will  not  pay  for.. .  .[R]egardless  of  whether  a  hospital 
is  to  be  reimbursed  for  the  treatment,  it  is  obligated  to  provide 
the  services  specified  in  COBRA.  '* 

Whether  an  MCP  has  authorized  payment  for  an  emergency 
visit  is  irrelevant.  The  hospital  must  provide  the  mandated  MSB 
regardless  of  whether  it  will  be  paid  by  the  MCP  or  whether  the 
patient  could  be  seen  immediately  at  the  MCP's  own  clinic. 
Hospitals  are  legally  obliged  to  provide  an  MSB,  and  they  are 
held  to  that  standard  regardless  of  financial  pressures  placed  on 
them  by  MCPs. 

Can  the  MSB  be  performed  outside  the  ED?  Yes  and  no.  After 
triage,  many  hospitals  send  women  with  pregnancy-related 
complaints  to  a  special  labor  and  delivery  area  for  medical 
screening  evaluation  and  treatment.  Such  protocols  comply 
with  COBRA,  as  long  as  all  patients  with  similar  complaints  are 
treated  similarly.  It  would  be  a  violation  of  COBRA  if  only 
private  patients,  or  only  Medicaid  patients,  or  only  managed 
care  patients  were  sent  to  a  designated  labor  and  delivery  area. 
The  same  considerations  hold  for  an  urgent  care  or  "fast  track" 
unit  near  or  in  the  ED;  the  distribution  of  patients  must  be  based 
only  on  medically  indicated  triage  criteria.  Patients  must  not  be 
sent  to  other  institutions  to  receive  an  MSB.  Many  hospitals 
have  been  cited  because,  at  the  request  of  the  patient's  physi- 
cian, they  triaged  patients  to  a  private  office  or  a  managed  care 
clinic  for  MSB,  even  when  just  across  the  street.'' 

Rural  hospitals  that  do  not  have  emergency  physicians  on 
24-hour  duty  may  have  triage  nurses  contact  the  on-call  physi- 
cian. If  the  doctor  and  nurse  feel  it  is  safe,  the  patient  is  sent  to 
the  physician's  office  for  examination  and  treatment.  HCFA 
condemns  this,  holding  that  the  on-call  physician  must  always 
come  to  the  BD  and  perform  the  MSB  in  the  hospital 's  emer- 
gency department} 

Can  the  MSE  wait  until  authorization  is  obtained?  No.  Wait- 
ing for  an  MCP  gatekeeper  to  authorize  payment  violates 
cobra's  provision  that  there  be  "no  delay."'  In  passing 
COBRA,  Congress  emphasized  that  "care  delayed  is  care 
denied."  Delaying  MSBs  or  treatment  until  payment  is  guaran- 
teed, defeats  the  purpose  of  COBRA.  Hospitals  would  treat 
paying  patients  first  and  force  those  without  insurance  to  wait. 
HCFA's  regulations  mirror  Congress"  intent  that  requests  for 
authorization  not  delay  or  impede  the  MSB  or  necessary  treat- 
ment, and  that  registration  procedures  be  applied  equally  to 
everyone."  Hospitals  violate  the  law  when  they  delay  access  to 
the  MSE  while  awaiting  authorization  from  gatekeepers. 

Does  the  no-delay  provision  mean  hospitals  cannot  tell  pa- 
tients that  the  MCP  denied  authorization?  No  one  knows. 
Many  hospitals  correctly  triage  patients  without  asking  about 


insurance  status.  Emergent  patients  are  taken  directly  into  the 
ED,  examined,  and  treated.  Nonemergent  patients  are  sent  to 
the  waiting  room  and  examined  in  the  order  in  which  they 
arrived.  This  is  all  perfectly  appropriate  because  the  process  is 
nondiscriminatory. 

While  the  patients  are  waiting  to  be  seen,  hospital  registrars 
call  the  MCP  for  authorization  of  the  services  requested.  If  the 
MCP  denies  authorization  after  the  patient  was  treated,  so  be  it. 
The  hospital  could  not  legally  delay  access  while  awaiting 
authorization.  But  if  denial  occurs  before  the  patient  is  exam- 
ined, and  hospital  personnel  then  ask  the  patient  to  decide 
whether  to  stay  or  leave,  there  are  significant  legal  pitfalls.  If  the 
patient  leaves  the  ED  (and  thus  refuses  the  MSE)  after  being 
told  that  payment  has  not  been  authorized,  the  hospital  must 
handle  the  interaction  very  carefully  to  avoid  liability  under 
COBRA.  Patients  can  refuse  the  hospital '  s  MSE,  but  the  federal 
courts  presume  that  the  patient  wanted  emergency  care.  Hospi- 
tals must  prove  that  the  patient  explicitly  revoked  the  request  for 
treatment  and  left  the  hospital  of  his  own  accord.  HCFA 
regulations  say  that  the  hospital  must  "take  all  reasonable  steps 
to  secure  the  individual's  written  informed  consent  to  refuse" 
the  MSE.-"  Hospitals  should  have  the  patient  sign  a  "Refusal  To 
Be  Screened  Form,"  but  before  obtaining  the  patient's  signa- 
ture, the  hospital  must  inform  the  individual  of  its  obligations 
under  COBRA,  and  explain  the  benefits  of  the  MSE  and  the 
risks  involved  in  refusing  that  exam.-"  If  the  patient  refuses  to 
sign  the  form,  a  hospital  representative  should  document  that 
the  MSE  was  offered  and  the  individual  refused  to  accept  the 
exam  or  to  sign  the  refusal  form. 

HCFA  also  believes  that  telling  patients  they  may  have  to 
pay  for  the  offered  services  is  economic  coercion  and  a  viola- 
tion of  COBRA.  Informing  patients  that  their  MCP  will  not  pay 
for  the  ED  visit  (but  will  pay  for  care  received  in  the  MCP's 
facilities)  may  induce  patients  to  refuse  BD  screening  examina- 
tions. HCFA  recognizes  the  economic  duress  of  this  and  warns: 
"Hospitals  should  not  attempt  to  coerce  individuals  into  making 
judgments  against  their  best  interest  by  informing  them  that 
they  will  have  to  pay  for  their  care  if  they  remain."-' 

I  believe  that  hospitals  should  not  tell  patients  of  authori- 
zation denials  before  the  MSE  is  performed  for  the  following 
reasons: 

1 )  Informing  patients  of  authorization  denials  before  they 
are  examined  is  economic  blackmail,  which  may  threaten  their 
health  and  safety.  Patients,  who  equate  denial  of  authorization 
with  denial  of  treatment,  are  put  in  the  untenable  position  of 
choosing  between  economic  hardship  (if  they  stay)  and  poten- 
tial adverse  medical  consequences,  even  death  (if  they  leave). 
Only  the  intervention  of  alert  and  caring  emergency  nurses  and 
physicians  has  prevented  more  disastrous  outcomes  after  man- 
aged care  patients  leave  EDs.  In  my  personal  experience,  many 
patients  cajoled  into  staying  for  examination  and  treatment  after 
authorization  was  denied  were  ultimately  diagnosed  with  men- 
ingococcal meningitis,  orbital  cellulitis,  peritonsillar  abscess, 
urosepsis,  perforated  gastric  ulcer,  anaphylaxis,  exertional  heat 
stroke,  and  other  serious  illnesses.  Each  of  these  patients 
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worried  that  the  cost  of  the  ED  visit  would  not  be  paid  by  their 
insurance.  There  are  pubHshed  reports  of  patients  who  left  the 
ED  after  denial  of  authorization  only  to  return  later  with 
potentially  fatal  diseases  such  as  ruptured  ectopic  pregnancy, 
acute  myocardial  infarction,  and  pulmonary  embolism."  By 
saving  patients,  emergency  physicians  have  saved  managed 
care  companies  the  adverse  publicity  and  liability  their  ill- 
advised  procedures  deserve. 

2)  It  is  impossible  for  ED  personnel  to  know  which  services 
are — and  are  not — covered  by  the  myriad  of  MCPs.  Each  has  its 
own  definitions  and  exclusions,  and  coverages  for  emergency 
services  vary.  Even  when  the  extent  of  coverage  is  known,  if  the 
authorization  denial  is  received  before  the  patient  is  examined, 
neither  the  physician  nor  the  patient  could  know  whether  the 
MSE  would  reveal  a  condition  that  would  be  covered  by  the 
patient's  insurance.  It  also  keeps  the  ED  from  providing  the  data 
necessary  for  gatekeepers  to  make  a  reasoned  decision.  It  is 
inappropriate  to  ask  physician  gatekeepers  to  decide  over  the 
telephone  without  benefit  of  a  hands-on  examination  of  the 
patient,  particularly  gatekeepers  who  may  be  biased  by  contrac- 
tual economical  incentives  to  deny  services. 

3)  When  obtaining  the  patient's  initial  consent  for  treat- 
ment, nearly  all  hospitals  tell  patients  they  will  have  to  pay  any 
charges  not  covered  by  the  insurance  carrier.  Patients  under- 
stand this,  whether  or  not  they  are  part  of  a  MCP.  Patients  are 
entitled  to  all  pertinent  data  in  order  to  make  decisions  about 
their  health  care,  however.  Until  the  MSE  has  been  performed, 
patients  may  not  have  enough  information  to  make  a  truly 
informed  decision. 

4)  There  are  better  alternatives  to  prior  authorization  for 
controlling  ED  expenditures.  Phone  contact  with  the  MCP  to 
discuss  the  plan  for  care  and  authorization  for  payment  should 


occur  after  completion  of  the  MSE  and  stabilizing  treatment. 
That  way  further  care  can  be  approved  and  coordinated  without 
jeopardizing  the  patient's  welfare.  California,  Florida,  and 
Maryland  recognize  the  dangers  and  prohibit  authorization 
calls  until  after  the  patient  receives  the  MSE  and  any  necessary 
stabilizing  treatment.-'  The  American  College  of  Emergency 
Physicians,  in  cooperation  with  Kaiser  Permanente,  is  seeking 
changes  in  federal  law  to  prohibit  authorization  calls  until  after 
the  MSE  has  been  carried  out  and  stabilizing  treatment  begun. 
The  NC  Department  of  Insurance,  with  help  from  the  NC 
Society  and  the  NC  College  of  Emergency  Physicians,  is 
working  on  similar  legislation  for  North  Carolina. 


Conclusions 

Hospitals  and  physicians  must  divorce  managed  care  authoriza- 
tion and  payment  issues  from  their  legal  obligations  under 
COBRA.  COBRA  allows  one  and  only  one  way  for  hospitals  to 
provide  MSEs  to  managed  care  enrollees:  in  exactly  the  same 
way  they  provide  screening  examinations  to  all  other  patients. 
Hospitals  must  triage  all  persons  without  regard  to  insurance 
coverage  and  provide  MSEs  to  everyone.  The  MSE  itself  must 
be  exactly  the  same  for  all  patients.  In  no  case  should  the  MSE 
or  stabilizing  treatment  be  delayed  to  obtain  authorization  for 
payment  from  the  patient's  MCP. 

Dealing  with  managed  care  organizations  is  easier  when  all 
parties  understand  the  obUgations  imposed  on  physicians  and 
hospitals  by  COBRA.  Physicians  should  educate  MCPs  about 
these  duties  and  endeavor  to  deliver  appropriate  emergency 
services  to  managed  care  patients  in  compliance  with  COBRA 
law.     Q 
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A  Patient's  Guide  To  Pulling  the  Plug 
on  Media  Violence 


CHILDREN  -  MEDIA  VIOLENCE  -  SOLUTIONS 

by  Kathleen  M.  Clarke-Pearson,  MD,  FAAP 


During  the  past  three  decades,  the  media  has  come  to 
play  a  central  role  in  the  lives  of  American  families.  There  is 
no  doubt  about  the  enormous  educational  impact  that  the 
media  has  had  on  our  society  and  culture.  On  the  positive 
side,  research  has  documented  that  both  television  and  video 
games  serve  as  excellent  learning  tools.  Shows  like  "Sesame 
Street"  have  taught  many  toddlers  important  ideas  about 
cooperation  and  racial  harmony,  as  well  as  counting  and  letter 
recognition. 

Programs  for  older  children,  like  "DeGrassi  Junior  High" 
and  "Roseanne,"  have  sensitively  addressed  important  issues 
like  AIDS,  drug  use,  and  teen  pregnancy.  Many  educational 
video  games  promote  problem-solving  skills  and  reinforce 
math  and  language  concepts.  But  the  harmful  effects  of  the 
media,  particularly  the  large  amount  of  violence  that  is 
depicted,  have  appropriately  generated  major  concerns  among 
many  parents,  educators,  and  health  professionals. 


Kathleen  M.  Clarke-Pearson,  MD,  FAAP.  is  a  general  pedia- 
trician and  the  chairwoman  of  The  NC  Coalition  for  Pulling 
the  Plug  on  Media  Violence. 


American  Children 
and  Media  Involvement 

American  children  spend  a  large  amount  of  time  each  week 
watching  TV  or  playing  video  or  computer  games.  Televi- 
sion occupies  the  most  prominent  role,  because  it  has  become 
a  permanent  fixture  in  most  American  homes — it  is  always 
there  to  give  children  something  to  do.  Astonishingly,  99% 
of  American  households  own  a  television  set,  and  the  average 
family  has  2.4  sets.  In  more  than  half  of  American  homes,  the 
set  is  on  over  six  hours  a  day.  For  the  majority  of  parents, 
having  their  children  watch  TV  has  become  an  acceptable 
and  convenient  part  of  parenting  for  at  least  two  generations. 
It  is  a  compelling  fact  that  the  average  2-  to  5-year-old 
watches  an  average  of  28  hours  of  television  a  week  (TABLE 
1).  This  represents  important  missed  opportunities  for  both 
cognitive  and  social  interaction  and  imaginary  play,  all 
critical  components  of  early  childhood  development. 

Older  children  watch  television  an  average  of  21-25 
hours  each  week,  but  often  at  the  expense  of  doing  well  in 
school.  Recent  research  studies  document  the  negative  effect 
of  more  than  two  hours  of  TV  viewing  on  academic  perfor- 
mance. American  children  are  learning  more  about  life  from 
the  media  than  in  anv  other  manner. 
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Parental  Concern  About  Media  Violence 

A  recent  poll  conducted  by  Parents  magazine  found  that  87% 
of  parents  interviewed  felt  that  the  media  contains  too  much 
violence.  In  fact,  violent  acts  appear  approximately  eight  to 
12  times  an  hour  on  prime-time  television  and  up  to  20  times 
an  hour  during  children's  programming.  Children's  cartoons 
frequently  depict  the  heroes  and  bad  guys  in  settings  where 
kicking,  punching,  or  even  killing  effectively  solves  the 
problem.  More  often  than  not,  the  message  that  kids  are 
learning  is  that  guns  and  violence  are  exciting,  glamorous, 
and  powerful. 


Violence  In  Our  Society 

The  same  Parents  poll  showed  that  a  majority  of  those 
interviewed  are  worried  about  their  children's  safety.  Vio- 
lence in  our  society  is  also  considered  by  many  health 
professionals  to  be  the  single  most  challenging  problem  in 
our  country.  Between  1955  and  1992,  homicide  rates  in  the 
United  States  more  than  — — ^^.^^.^^^^^^^— . 
doubled  from  4.5  to  10.0 


per  100,000  people.  In 
1994  alone,  over  23,  000 
homicides  occurred.  And 
during  the  same  year,  5 1 
violent  victimizations  per 
1,000  citizens,  ages  12 
and  over,  took  place. 


Three  major  harmful  effects  of 
television  violence  on  viewers: 
•learning  of  aggressive  behaviors 
and  attitudes 

•  emotional  desensitization 

•  increased  fear 


In  addition.  Ameri- 
can children  are  more  fre-  ^^'~~''~'^^^^^~^^~~^'~ 
quently  becoming  witnesses  or  victims  of  violence.  Over  3- 
million  children  are  exposed  to  parental  violence  each  year. 
Every  92  seconds,  a  person  under  age  20  dies  from  a  gunshot 
wound.  And  the  primary  cause  of  death  from  injury  for 
American  children  under  age  4  is  homicide.  Of  equal  concern 
is  the  phenomenal  increase  in  juvenile  crime  in  our  country. 
During  the  last  20  years,  the  rates  of  violent  crime  among 
younger  American  teens  grew  by  126%.  The  impact  of  this 
real-life  violence  on  families  and  friends  of  victims  and  on 
our  society  as  a  whole  is  profound. 


Causes  of  Violence  in  Our  Society 
Include  Media  Violence 

What  are  the  factors  that  are  responsible  for  these  high  levels 
of  violence  in  the  United  States?  The  availability  of  drugs, 
widespread  poverty  and  joblessness,  and  decreased  monitor- 
ing of  children  by  parents  have  each  played  a  role.  Media 
violence  is  another  significant  contributing  factor.  The 
recent  National  Television  Violence  Study  (1994-97)  has 
documented  that  an  astounding  66%  of  children's  programs 
contain  violence  and  that  one-third  of  the  shows  had  nine  or 
more  violent  portrayals.  Much  of  the  violence  is  presented  as 


humorous,  and  less  than  half  of  violent  interactions  show  the 
victims  experiencing  any  signs  of  pain.  Equally  disturbing  is 
that  in  well  over  70%  of  violent  portrayals  on  television,  the 
perpetrators  go  unpunished. 


Harmful  Effects  of  Viewing 
Television  Violence 

The  National  Television  Violence  Study  has  also  docu- 
mented the  three  major  harmful  effects  of  television  violence 
on  viewers.  The  first  is  the  learning  of  aggressive  behaviors 
and  attitudes.  Children's  primary  way  of  learning  is  through 
observation  and  imitation,  and  their  constant  exposure  to 
violence  on  television  has  provided  models  to  copy  in  real- 
life  play.  One  of  the  most  famous  studies  documenting  this 
effect  was  of  a  small  Canadian  town  which  did  not  acquire 
television  until  1973.  Researchers  found  that  children's  rates 
of  aggression,  including  hitting,  pushing,  and  biting,  in- 
creased by  a  remarkable  1 60%  two  years  after  television  was 
_„„„__^^^^^^^^^^^.^^  introduced   into   their 

homes.    A  22-year  pro- 
spective study  of  8-year- 
old  middle  class  boys 
found  that  criminal  acts  at 
age  30  correlated  with 
both  a  preference  for  vio- 
lent television  at  age  eight 
and  the  amount  of  violent 
television  viewed.  Hun- 
dreds of  other  studies  over 
^^^^^^^^^^^^^^^^^^    the  last  30  years  have 
firmly  established  this  link  between  viewing  media  violence 
and  increased  aggressive  behavior. 

The  second  major  negative  impact  of  television  violence 
is  emotional  desensitization.  Constant  exposure  to  repeated 
depictions  of  violence  on  TV  leads  to  a  blunting  of  viewers' 
emotional  reactions.  Research  has  shown  that  such  desensi- 
tization can  lead  to  both  hardened  attitudes  about  violence 
directed  at  others  and  decreased  interest  in  taking  action  on 
behalf  of  a  victim  of  violence.  In  addition,  desensitization 
makes  viewers  more  emotionally  comfortable  with  violent 
content  and  can  cause  an  increased  interest  in  watching  more 
violent  programming. 

The  third  harmful  effect  of  media  violence  on  children  is 
increased  fear.  Young  children  are  developmentally  not 
capable  of  clearly  distinguishing  between  fantasy  and  reality, 
both  in  their  own  lives  and  in  what  they're  seeing  on  TV. 
Exposure  to  constant  violence  on  television  makes  the  world 
seem  like  a  frightening  place  and  can  lead  to  nightmares  and 
sleep  problems.  Research  has  also  shown  that  viewing 
violence  can  lead  to  children  being  afraid  of  becoming  a 
victim  of  violence. 
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violent  Video  Games 

For  many  American  children,  playing  interactive  video  games 
is  a  favorite  activity.  Recent  research  studying  1'^-  and  8"'- 
graders"  video  game  preferences  found  that  the  most  popular 
game  category  is  fantasy  violence.  In  such  games,  the  icon 
serves  as  a  violent  surrogate  for  the  game  player.  Kicking, 
punching,  mutilating,  and  killing  are  required  to  win.  Losing 
is  not  a  problem  for  the  child,  who  can  simply  reboot  and  play 
again.  The  subliminal  messages  that  children  are  learning 
from  violent  video  games  are  profoundly  disturbing.  Vio- 
lence not  only  solves  problems,  but  rewards  the  player  with 
higher  scores  and  the  chance  to  win.  Violence,  hence, 
becomes  an  acceptable  and  exciting  way  to  solve  conflict. 
And  once  again,  violence  is  rewarded  and  not  shown  as 
having  serious  consequences. 


Solutions  to  Too  Much  Television  Viewing 
and  to  Media  Violence 

Solutions  to  the  problems  of  too  much  television  viewing  and 
the  negative  impact  of  media  violence  on  children  are  readily 
available  to  every  parent  and  child-care  provider.  The  key 
factor  is  simple:  get  involved  in  the  viewi?ig  and  video  game 
choices  of  the  family! 

Set  Limits 

The  Academy  of  Pediatrics  recommends  limiting  children's 
TV  viewing  to  one  to  two  hours  each  day.  Keep  the  television 
set  in  the  family  or  living  room,  so  that  its  use  can  be  carefully 
monitored. 

Plan 

Families  can  work  together  to  choose  appropriate  programs 
for  their  children.  A  TV  guide  or  newspaper  can  help  with 
selections.  When  considering  a  particular  program,  think 
about  the  amount  of  violence  generally  depicted  and  whether 
the  serious  negative  consequences  of  violence  are  shown.  Is 
the  violence  glamorized,  made  to  appear  humorous,  re- 
warded, or  unpunished?  Such  depictions  do  a  disservice  to 
children  by  making  violence  seem  an  acceptable  and  exciting 
way  to  solve  problems. 

Participate 

Parents  are  the  most  important  role  models  for  their  chil- 
dren. The  media  plays  a  very  influential  role,  as  well. 
Famihes  should  watch  shows  together  and  be  in  charge  of 
what  video  games  the  kids  are  buying  and  playing.  Parents 
can  play  a  critical  role  in  helping  their  children  understand 
that  the  violent  portrayals  on  TV  and  in  video  games  are 
pretend,  and  that  real-life  violence  causes  serious  physical 
and  emotional  pain. 


Get  help 

There  are  many  groups  working  toward  raising  awareness 
about  the  negative  impact  of  media  violence  on  children. 

•  The  NC  Coalition  for  Pulling  the  Plug  on  Media  Vio- 
lence is  a  statewide  organization  of  more  than  40  child 
advocacy  groups  working  to  encourage  parents'  in- 
volvement in  their  children's  media  experiences.  The 
organization's  third  Pull  the  Plug  on  Media  Violence 
Week  is  Oct.  19-26.  1997.  Contact  your  local  Kiwanis 
Club,  PTA,  or  health  department  educator  for  more 
information  on  how  you  can  help  raise  community  and 
school  involvement  during  Pull  the  Plug  Week.  Or  call 
(800)  474-9000  for  a  free  family  viewing  guide. 

•  The  North  Carolina  PTA,  located  in  Raleigh,  sponsors 
"Critical  TV  Viewing"  workshops  to  train  interested 
people  to  teach  about  the  impact  of  the  media  and  how  it 
can  be  used  positively  for  children.  Call  (800)  255-0417 
to  obtain  more  information. 

•  The  National  Alliance  for  Non-Violent  Programming  is 
a  Greensboro  organization  that  serves  as  a  clearinghouse 
of  information  on  media  violence  and  solutions  to  the 
problem,  including  media  literacy,  community  aware- 
ness initiatives,  and  national  legislation.  To  obtain  more 
information,  call  (910)  370-0407. 

The  negative  impact  of  media  violence  is  affecting  how 
American  children  view  themselves,  their  world,  and  other 
people.  In  addition,  the  huge  amount  of  time  that  our  children 
spend  watching  TV  or  playing  video  games  represents  time 
away  from  family  interaction,  imaginary  play,  reading,  and 
other  creative  activities.  The  solution  to  each  of  these 
problems  is  clear:  parents  need  to  both  take  an  active  role  in 
the  viewing  and  video  game  choices  of  their  families  and 
limit  media  time  to  1-2  hours  a  day  .  These  two  important 
interventions  can  change  the  powerful  and  often  negative 
influence  that  the  media  now  exerts  in  the  lives  of  American 
children. 


Other  helpful  resources  for  taking  charge 
of  the  media  In  your  home 

•  The  American  Academy  of  Pediatrics  has  a  pamphlet, 
entitled  "Television  and  the  Family,"  which  offers  prac- 
tical guidelines  to  parents  about  television  use.  Your 
pediatrician  can  give  you  information  about  how  to 
obtain  it. 

•  To  find  out  more  about  the  National  Television  Violence 
Study,  write  or  call  Mediascope  at  1271 1  Ventura  Bou- 
levard, Studio  City.  CA  91604;  (818)  508-2080. 

•  The  Center  for  Media  Literacy  offers  a  variety  of  excel- 
lent resources  for  educators,  families,  and  community 
groups  that  address  television  and  media  literacy.  Some 
selections  include:  "The  Smart  Parent's  Guide  to  KIDS 
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TV,"  "TV  Alert:  A  Wake-up  Guide  for  Television  Lit- 
eracy," "Making  the  Media  Work  for  You,"  and  "Be- 
yond Blame:  Challenging  Violence  in  the  Media."  Call 
(800)  226-9494  for  a  resource  catalog  or  to  place  an 
order. 

TV-Free  America  is  a  national  nonprofit  organization 
that  encourages  Americans  to  reduce  the  amount  of 


television  they  watch  to  promote  healthier  and  more 
connected  lives  with  family  and  community.  They  have 
sponsored  three  annual  National  TV-Tumoff  Weeks, 
encouraging  other  activities  like  volunteering,  reading, 
and  enjoying  nature  as  alternatives  to  so  much  television 
watching.  To  obtain  more  information,  write  or  call 
1322  18th  St.,  NW,  Suite  300,  Washington,  DC  20036; 
(202)  887-0436.  q 


TABLE  1 


Time  Spent  Watching  TV 
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Because  this  is  no  place 
for  a  doctor  to  operate. 
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To  reach  your  local  office,  call  800-344-1899. 


FIRST-PERSON      PHYSICIAN 


The  Eye  of  the  Storm 


A  Bedside  View 


by  Lia  S.  Logio,  MD 


If  you  drive  through  the  Research  Tri- 
angle, you  can  still  see  evidence  of  Hur- 
ricane Fran  and  the  destruction  her  tem- 
per left  behind.  Along  1-40,  clusters  of 
tall,  lean  Carolina  pines,  normally  stand- 
ing at  attention,  now  stretch  parallel  to 
the  ground  pointing  toward  the  direction 
of  their  attacker.  Six  months  into  the 
wake  of  the  storm,  much  of  the  damage 
has  been  repaired,  but  neatly  stacked  piles 
of  still  freshly  cut  logs  in  scattered  but 
contiguous  neighborhoods  remind  us  of 
what  we  have  survived. 

The  storm  had  an  impact  on  most 
North  Carolinians,  one  way  or  another. 
After  the  early  Friday  morning  attack  on 
September  6,  1996,  my  life  became  dra- 
matically different.  There  was  an  unusual 
stillness  in  the  thick  hot  air,  a  noticeable 
quiet  without  the  whir  of  air  conditioners 
and  refrigerators,  a  velvet  blackness  as 
evening  hours  were  perforated  by  small 
candle  flames  and  the  occasional  open 
grill.  I  was  the  on-call  physician  at  Duke 
University  Medical  Center  in  the  days 
following  the  storm.  As  a  young  doctor,  I 
spent  those  days  learning  about  weather' s 

Dr.  Logio  is  Director,  Primary  Care  Resi- 
dency Training  Program,  and  Assistant 
Professor,  Division  of  General  Internal 
Medicine,  Duke  University  Medical  Cen- 
ter, Durham.  Art  by  V.  Cullum  Rogers. 


significant  effect  on  the  balance  of  health 
and  disease.  I  was  reminded  of  my 
grandmother's  predictions  of  rain  when 
her  knees  ached — Fran  was  just  as  inter- 
esting to  contemplate  but  far  more  dra- 
matic. 


Mother  Nature's  Magnitude 

Friday's  admissions  included  three  pa- 
tients with  chronic  obstructive  pulmo- 
nary disease  (COPD)  and  a  man  with 
obstructive  sleep  apnea.  Environment 
tilted  the  balance  of  health  in  the  first 
three  because  the  hot,  humid  air  and  lack 
of  air  conditioning  produced  acute  exac- 
erbations of  their  disease.  Two  of  the 
three  had  used  (and  needed)  home  nebu- 
lizer equipment  which  was  now  defunct 
because  of  lack  of  electricity.  The  patient 
with  sleep  apnea  came  to  the  emergency 
room  at  9  p.m.,  announcing  "I  have  sleep 
apnea  and  am  on  CPAP  at  home.  I  can't 
go  to  bed!"  On  further  review,  I  found 
that  he  needed  CPAP  to  control  hypoxia- 
induced  ventricular  tachycardia!  Surpris- 
ingly, I  admitted  only  one  patient  with 
acute  myocardial  infarction. 

On  Saturday,  two  more  patients  with 
COPD  were  admitted  for  reasons  similar 
to  the  previous  three.  Two  other  patients 


came  in  with  supraventricular  tachycar- 
dias, and  both  give  distinct  histories  of 
horrifying  personal  experiences  that  had 
precipitated  their  palpitations.  The  rest  of 
the  weekend  potpourri  included  an  older 
woman  with  pyelonephritis,  one  with  al- 
coholic pancreatitis,  and  a  morbidly  obese 
man  with  deep  venous  thrombosis  and 
subsequent  pulmonary  embolism.  Each 
reported  a  change  in  routine  because  of 
the  storm's  effect  on  their  homes,  their 
hobbies,  their  comforts.  The  woman  with 
pyelonephritis  began  drinking  much  less 
fluid  because  of  a  lack  of  ice  and  a  desire 
to  minimize  visits  to  the  dark  bathroom. 
The  alcoholic  had  no  edible  food  and 
drank  heavily  out  of  boredom.  The  mor- 
bidly obese  man  just  didn't  bother  to 
move  for  a  few  days:  "It  was  too  much  to 
attempt  in  the  sweltering  heat." 

Instead  of  the  normal  tranquillity  of 
Saturdays  and  Sundays,  the  hospital 
buzzed  with  activity  that  weekend.  Many 
Durham  residents  learned  that  the  Duke 
Hospital  cafeteria  was  one  of  the  only 
places  open,  and  the  community  brought 
their  hungry  children.  Epidemic  cabin 
fever  was  added  to  the  myriad  of  infirmi- 
ties already  represented  in  our  800-bed 
hospital.  Rationing  began  when  a  large 
sign  appeared  at  the  entrance,  "We  will 
serve  staff  and  patients"  families  first; 
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please  show  your  blue  meal  ticket  or  ID 
badge  for  service." 

Sunday  brought  more  of  the  same.  A 
patient  was  admitted  with  a  celluHtis  de- 
veloped after  wading  through  the  foliage 
and  debris  around  her  yard;  two  patients 
with  cholecystitis  who  had  tried  to  eat  the 
entire  stash  of  food  from  the  freezer  be- 
fore it  spoiled  completely;  lastly,  a  pa- 
tient with  an  asthma  flare  whose  wheez- 
ing, coughing,  and  spewing  began  just 
after  the  chainsaws  did.  On  Monday  there 
was  a  sickle  cell  crisis  in  a  very  dehy- 
drated young  man  and  the  first  of  two 
copperhead  snake  bites.  People  found 
snakes  in  their  garages  and  at  the  curbside 
because  of  the  temporarily  high  water 
levels.  One  young  diabetic  intentionally 
skipped  her  insulin — she  was  afraid  that 
it  might  be  unsafe  without  refrigeration — 
and  was  admitted  with  diabetic  ketoaci- 
dosis. On  the  other  side  of  the  coin,  a 
veteran  diabetic  was  admitted  with  a  hy- 
poglycemic insulin  reaction.  His  wife 
defiantly  announced:  "I  told  him  not  to  do 
his  injection  in  the  dark  bathroom  with- 
out help." 

Was  this  just  another  week  on  the 
general  internal  medicine  inpatient  ser- 
vice, I  wondered?  After  all,  I  had  seen  all 
these  problems  except  the  snake  bites 
before.  But  my  colleagues  in  pulmonary, 
rheumatology,  and  nephrology  confirmed 
my  suspicions  about  the  magnitude  of 
Mother  Nature "  s  great  influence  on  health 


and  suffering  with  their  stories:  the  ven- 
tilator-dependent patients  who  all  required 
admission,  the  severely  debilitated  rheu- 
matoid arthritics  who  "gelled"  into  stat- 
ues, the  home  hemodialysis  patients  who 
swelled  with  retained  toxic  serum. 

As  I  answered  telephone  pages  in  the 
pitch  black  night.  I  felt  like  the  week 
would  last  forever.  I  thought  my  house 
would  go  up  in  flames  because  of  my 
middle-of-the-night-stuporous  match- 
striking,  candle-lighting  ritual  as  I  wrote 
down  each  newly  admitted  patient' s  name, 
number,  and  basic  story.  By  week's  end. 
I  had  gained  a  new  appreciation  for  ambi- 
ence and  atmosphere.  But  there  was  more 
to  come. 


The  Precarious  Balance  of 
Health  and  Environment 

The  long-term  sequelae  of  Fran  were 
demonstrated  one  month  later  by  the 
deeply  concerned  Raleigh  family  who 
were  convinced  that  their  83-year-old 
father  had  a  colon  cancer.  He  had  lost  40 
pounds  in  the  month  after  the  storm.  His 
three  adult  children,  visibly  distressed, 
were  sure  that  he  was  dying.  His  wide- 
eyed  stare  penetrated  me  as  he  recounted 
the  frightening  story  of  how  he  and  "the 
Mrs."  barely  escaped  with  their  lives  amid 
the  falling  trees.  In  a  late  attempt  to  evacu- 
ate their  home,  they  began  to  drive  off  in 
their  car  when  the  road  became  blocked 


Dy  a  tree  tnat  tell  just  m  tront  oi  tne 
vehicle.  He  attempted  to  back  up  and  go 
around,  but  a  second  tree  fell  on  the  rear 
of  the  car,  pinning  it  in  place.  All  night, 
they  sat  and  waited  in  fear  that  the  next 
crash  would  end  their  lives.  A  replay  of 
the  nightmare  occurred  each  night  since 
their  narrow  escape.  For  this  man,  no 
battle  of  Worid  War  EI  had  left  such 
indelible  memories  as  his  recent  battle 
against  the  elements.  He  was  suffering 
from  post-traumatic  stress  disorder,  not 
cancer.  He  responded  well  to  appropriate 
medication. 

Not  much  has  been  written  about 
post-hurricane  medical  care.'-  What  few 
articles  there  are  discuss  the  acute  triage 
of  injuries  and  electrical  bums  after  a 
storm.  Two  articles  from  ambulatory  care 
clinics  report  a  high  incidence  of  respira- 
tory and  gastrointestinal  illnesses  after 
hurricanes.  Some  of  my  experience  con- 
firms this,  but  the  inpatient  venue  clearly 
adds  a  selection  bias  to  my  observations. 

My  conclusion  as  I  look  back  on  a 
busy  week  of  service  is  simple.  Health  is 
balanced  precariously  amid  a  dynamic 
flux  that  includes  environment,  electric- 
ity, and  emotion.  The  sap-drained  pines 
are  no  more  of  an  emblem  of  Nature's 
power  and  might  than  the  patient  histo- 
ries I  heard  at  the  bedside  in  the  days  after 
Fran's  attack.  Just  a  dif-ferent  way  of 
looking  at  the  world's  vulnerability  in  the 
face  of  Nature's  whim.     □ 
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HEALTH      PROMOTION      AND      DISEASE      PREVENTION 


Poison  Control  in  North  Carolina 


S.  Rutherfoord  Rose,  PharmD,  ABAT,  FAACT 


In  1953,  a  group  of  pharmacists  and  pediatricians  established 
the  United  States'  first  Poison  Control  Center  at  St.  Luke's 
Hospital  in  Chicago.  They  acted  in  response  to  the  large  number 
of  childhood  poisonings  from  both  medications  and  household 
products.  More  than  800  children  under  age  five  died  from  pois- 
oning in  1  949  and  1 950;  the  number  remained  at  nearly  500  per 
year  through  the  1 950s. '  The  most  common  substances  causing 
death  were  "baby  aspirin"  and  sedatives — and  household  prod- 
ucts with  exceedingly  toxic  ingredients,  in  poorly  labeled  and 
packaged  containers,  that  proliferated  with  the  urbanization 
and  consumer  demand  that  followed  World  War  II. 

The  poison  control  movement  established  early  roots  in 
North  Carolina.  Dr.  Jay  Arena  (later  president  of  the  American 
Academy  of  Pediatrics,  and  the  American  Association  of  Poi- 
son Control  Centers)  started  a  poison  center  at  Duke  University 
in  1 954.  Dr.  Arena  published  one  of  the  first  modern  textbooks 
on  poisoning  and  was  instrumental  in  the  development  of 
childproof  safety  caps,  which  first  appeared  on  aspirin  bottles 
in  1970.- Dr.  Arena  retired  in  1979  and  died  in  January  1996  at 
the  age  of  86. 


collection  or  analysis,  and  did  not  follow  patients  over  the 
course  of  their  illness.  The  staff  were  unable  to  gain  sufficient 
experience  because  of  low  call  volumes. 

Regional  poison  centers — with  their  full-time,  trained  staffs, 
comprehensive  resources,  24-hour-a-day  operation,  large  geo- 
graphic service  areas,  and  thousands  of  calls  annually — could 
clearly  provide  more  appropriate  and  consistent  advice  than 
nonregional  centers. '  Regional  centers  were  championed  by  the 
American  Association  of  Poison  Control  Centers  (AAPCC), 
established  in  1958  as  a  nationwide  organization  of  poison 
centers  and  other  interested  individuals.  The  AAPCC  aimed  to 
reduce  morbidity  and  mortality  from  accidental  poisonings  by 
promoting  public  and  professional  education  and  scientific 
research,  and  by  setting  voluntary  standards  for  poison  center 
operations.  Today,  approximately  50  poison  centers  in  the 
country  have  met  the  strict  standards  estabUshed  by  the  AAPCC, 
and  been  Certified  Regional  Poison  Centers. 


The  North  Carolina  Experience 


Growth  and  Regionalization 
of  Poison  Control 

The  number  of  poison  control  centers  in  the  US  grew  rapidly 
during  the  1960s  and  1970s.  By  1980,  telephone  directories 
listed  more  than  600  centers.  It  became  fashionable  for  hospi- 
tals to  install  a  poison  control  line  to  improve  community 
service  and  public  relations.  Unfortunately,  calls  to  most  of 
these  centers  were  routed  to  unprepared  staff  in  the  emergency 
department  or  inpatient  pharmacy.  The  health  professionals 
who  responded  to  these  calls,  besides  being  busy  with  other 
duties,  rarely  had  formal  training  or  experience  in  clinical 
toxicology — or  even  access  to  consultants  with  such  training. 
Most  centers  lacked  up-to-date  references,  performed  no  data 


Dr.  Rose  is  Director,  Carolinas  Poison  Center,  and  Clinical 
Associate  Professor  of  Emergency  Medicine,  Carolinas  Medical 
Center,  Charlotte,  UNC  School  of  Medicine. 


From  1 954  through  September  1 995,  most  emergency  informa- 
tion about  poisoning  was  provided  to  the  public  and  physicians 
in  North  Carolina  by  the  Duke  Poison  Center.  In  the  1970s,  the 
Triad  Poison  Center  was  established  at  Moses  H.  Cone  Hospital 
to  serve  Greensboro  and  its  surrounding  counties.  Additional 
small  centers  were  also  established  at  Mercy  Hospital  in  Char- 
lotte and  Memorial  Mission  Hospital  in  Asheville.  In  1992,  the 
Carolinas  Poison  Center  was  established  at  Carolinas  Medical 
Center  in  Charlotte,  coincident  with  closing  of  the  center  at 
Mercy  Hospital.  The  Carolinas  Poison  Center  was  created  to 
provide  24-hour-a-day  service  by  trained,  fully  dedicated  poi- 
son specialists  and  board-certified  clinical  toxicologists.  In 
1 995,  the  Carolinas  Poison  Center  was  certified  by  the  AAPCC 
as  a  Regional  Poison  Center,  and  later  that  year  was  designated 
by  the  Secretary  of  the  Department  of  Human  Resources  as  the 
statewide  center  for  North  Carolina,  replacing  the  Duke  Poison 
Center,  which  closed  after  41  years  of  service  to  the  citizens  of 
North  Carolina.  Telephone  traffic  at  the  Poison  Center  rose 
from  23.000  in  1993  to  nearly  73,000  in  1996. 
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Regional  Poison  Control  Center  Services 

Regional  poison  centers  provide  comprehensive  poison  infor- 
mation to  both  the  public  and  to  health  care  providers.  They  also 
advise  clinicians  about  the  diagnosis  of  and  treatment  for 
poisoning  victims  (Table  1,  at  right).  This  means  that  toll-free 
access  to  emergency  information  must  be  available  24  hours  a 
day  throughout  the  region.  Phones  must  be  staffed  by  certified 
(or  certifiable)  poison  information  specialists  whose  efforts 
while  on  duty  are  dedicated  to  poison  center  activities.  In  most 
cases,  assistance  is  provided  directly  by  telephone.  If  the 
situation  requires  close  medical  supervision,  the  poison  center 
must  be  able  to  refer  and  facilitate  transportation  of  patients  to 
appropriate  health  care  facilities. 

Regional  poison  centers  must  themselves  have  qualified 
medical  supervision,  comprehensive  information  resources  (on- 
line, text,  and  library),  and  respond  to  at  least  10,000  human 
exposure  cases  per  year.  They  also  must  collect,  analyze,  and 
report  patient  data,  coordinate  toxicologic  analytical  facilities 
(including  interpretation  of  laboratory  results),  and  sponsor 
health  care  professional  and  public  education  programs.  Virtu- 
ally all  accidental  poisonings  in  children  are  preventable.  There- 
fore the  development  and  implementation  of  poison  prevention 
programs  targeting  high-risk  populations  (especially  children 
less  than  six  years  old)  are  integral  parts  of  regional  poison 
centers. 


The  Carolinas  Poison  Center 

The  Carolinas  Poison  Center,  located  at  and  primarily  funded 
by  Carolinas  Medical  Center  in  Charlotte,  responded  to  a  record 
number  of  calls  in  1996,  its  first  full  year  of  operation  as  the 
state-designated  center.  All  of  its  poison  information  specialists 
are  pharmacists  or  registered  nurses  who  have  received  special 
training  in  clinical  toxicology.  Most  of  the  nurses  have  had 
extensive  experience  in  emergency  departments  as  well  as  at 
the  bedside  of  poisoned  patients.  These  specialists  respond  to 
queries  about  acute  and  chronic  drug  overdoses;  adverse  drug 
reactions;  exposure  to  plants,  mushrooms,  pesticides,  and  house- 
hold products  such  as  cleaning  substances  and  cosmetics;  bites 
by  insects,  snakes  and  spiders;  and  occupational  or  environ- 
mental exposures  to  chemicals  (Table  2,  at  right). 

Medical  backup  and  clinical  supervision  are  essential 
components  of  all  regional  poison  center  programs.  At  Caroli- 
nas Poison  Center,  at  least  one  of  three  physicians  and  a 
pharmacologist,  all  trained  in  clinical  toxicology,  are  on-call  24 
h6urs  a  day  to  back  up  the  poison  information  specialists  and  to 
provide  physician  consultation.  The  medical  director  of  the 
Center,  Marsha  D.  Ford,  MD,  FACEP,  is  assistant  chairman  of 
the  Department  of  Emergency  Medicine  at  Carolinas  Medical 
Center.  She  is  board-certified  in  internal  medicine,  emergency 
medicine,  and  medical  toxicology.  Medical  direction  is  also 
provided  by  William  P.  (Russ)  Kerns,  MD,  FACEP,  and  Chris- 
tian A.  Tomaszewski,  MD,  both  of  whom  are  board-certified  in 


Table  1.  Services  offered  by  regional  poison  control 
centers 

1 .  Provide  toll-free,  24  hour/day  emergency  poison  infor- 
mation to  the  public  and  healtfi  care  providers. 

2.  Facilitate  the  care  of  poisoned  patients  through  consul- 
tation with  local  physicians.  Provide  a  detailed  under- 
standing of  regional  health  care  resources  (availability 
of  prehospital  care,  hospital  resources,  analytical  ca- 
pabilities, and  physician  specialists). 

3.  Actively  promote  poison  prevention  awareness  through 
the  development  and  delivery  of  educational  programs 
that  target  the  parents  and  caretakers  of  children  one 
to  six  years  of  age  who  are  at  the  highest  risk  for 
accidental  poisoning. 

4.  Provide  training  and  education  to  health  care  providers 
in  the  diagnosis  and  treatment  of  poisonings. 

5.  Enhance  understanding  of  the  epidemiology  of  poi- 
sonings through  the  collection  and  analysis  of  human 
poisoning  data. 

6.  Contribute  to  a  greater  understanding  of  toxicology 
patient  management  through  basic  science  and  clini- 
cal research. 


Table  2.  Calls  to  Carolinas  Poison 

Center 

in  1996 

Human  exposures 

55,710 

*  (76%) 

Information  calls 

17,166 

(24%) 

Drug  information  or  identification 

9,151 

Other  (includes  animal  calls) 

3,914 

Poison  information 

1,562 

Medical  information 

1,006 

Prevention/safety 

770 

Environmental 

698 

Teratogen  information 

44 

Occupational 

21 

*  An  additional  37,525  follow-up  calls 

were  made  in  15,191 

(27%)  of  the  exposure  cases. 

emergency  medicine  and  medical  toxicology.  The  director  of 
the  Center,  Rutherfoord  Rose,  PharmD.  FAACT,  is  a  clinical 
pharmacist  and  board-certified  in  clinical  toxicology.  All  four 
toxicologists  hold  faculty  appointments  in  the  Department  of 
Emergency  Medicine  at  the  UNC  School  of  Medicine.  All 
maintain  active  toxicology  practices  through  case  review  and 
consultation  in  the  poison  center,  through  care  provided  in  the 
emergency  department,  and  through  an  inpatient  consultation 
service.  They  supervise  a  two-year  medical  toxicology  fellow- 
ship, oversee  housestaff  rotations,  and  carry  out  basic  science 
and  clinical  research. 
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The  Carolinas  Poison  Center 
maintains  active  education  programs 
for  health  care  professionals  and  the 
lay  public.  Faculty  toxicologists  pro- 
vide didactic  and  clinical  training  for 
physicians,  housestaff,  pharmacists, 
nurses,  and  emergency  personnel  in 
the  diagnosis  and  treatment  of  acute 
and  chronic  poisoning.  In  addition  to 
local  lectures,  telemedicine  broadcasts 
reach  teaching  and  community  hospi- 
tals across  the  state.  A  full-time  staff 
member  coordinates  poison  preven- 
tion education  in  schools,  day  care 
centers,  churches,  businesses,  and  civic 
groups.  These  latter  programs  prima- 
rily target  parents  and  caretakers  of 
young  children,  since  most  accidental 
poisonings  occur  in  toddlers. 


Table  3.  Age  distribution 

of  poisoned  patients,  1996 

Age  (yrs) 

Number 

<6 

31,446(56%) 

6-12 

3,405  (6%) 

13-19 

3,453  (6%) 

>20 

15,881  (29%) 

Unknown  age 

1 ,525  (3%) 

Epidemiology  of  Poisoning  in  NC 

Injury  by  poisoning  is  a  significant  national  problem.  An  estimated  three  to  five  miUion 
poisoning  exposures  occur  every  year.  In  1996,  2.16  million  poisoning  exposures  were 
reported  from  67  US  poison  centers;'*  55,7 10  of  them  from  the  Carolinas  Poison  Center. 
Carolinas  Poison  Center  received  calls  from  all  1 00  NC  counties  in  1 996,  with  an  overall 
penetrance  of  8. 1  exposure  cases  per  1000  population.  Poison  centers  use  call  penetrance 
as  an  indicator  of  awareness  and  utilization  of  the  Center  by  its  constituents. 

Poisoning  statistics  in  North  Carolina  conform  to  the  national  experience.  More  than 
half  (56%)  of  poisonings  occur  in  children  five  years  and  younger,  with  the  highest 
incidence  in  children  between  12  and  36  months  of  age  (Table  3,  at  left).  Males  account 
for  52%  of  those  less  than  20  years  old,  but  only  4 1  %  of  adults.  Most  exposures  are  acute 
(95%),  accidental  (89%),  and  occur  in  the  home  (91%).  Substances  involved  in  poison 
exposures  are  usually  household  products  or  common  medications  (Table  4,  below  left). 

The  great  majority  of  calls  (82%)  originated  from  private  residences;  12%,  from 
hospitals,  clinics,  or  physician  offices;  3%,  from  emergency  service  providers,  law 
enforcement,  nursing  homes,  nurses,  pharmacists,  dentists,  veterinarians,  and  other 
health  care  professionals.  In  most  cases,  patients  were  "treated"  over  the  phone  by  Center 
specialists. 


Cost  Effectiveness 

Last  year,  78%  of  the  55,710  patients  handled  through  the  Poison  Center  were  treated  at 
the  site  of  exposure,  thereby  avoiding  ambulance  calls,  office  visits,  or  hospital 
treatment.  This  high  percentage  of  home  care  is  possible  because  of  the  Center's 
experience  and  the  specific  follow-up  calls  made  by  poison  specialists  to  assess  efficacy 
of  first-aid  measures  and  to  detect  delayed-onset  symptoms.  Present  data  suggest  that 
50%-60%  of  those  patients  would  otherwise  have  visited  a  health  care  facility. 

Last  year,  the  Center's 
staff  provided  phone  con- 
sultation for  1 1 ,5 1 6  patients 
who  required  hospital  or 
physician  services.  In  most 
cases,  patients  remained  in 
their  own  communities  for 
treatment;  54%  were  treated 
and  released  from  the  emer- 
gency department  (or  of- 
fice); 26%  were  admitted 
to  the  hospital;  and  20% 
were  lost  to  follow-up  (for 
example,  referred  to  hospi- 
tal but  never  arrived).  Of 
the  patients  eventually  hos- 
pitalized, half  were  sent  to 
the  hospital  by  Poison  Cen- 
ter staff  and  half  were  al- 
ready under  hospital  care 
when  the  Center  was  con- 
tacted for  advice. 

The  efficient  and  par- 
simonious management  of 
toxic  exposures  by  poison 
centers  translates  into  tan- 


Table  4.  Substances  involved 

in  poisoning  exposures,  1996 

Pharmaceuticals 

# Cases 

Nonpharmaceutlcals 

#Cases 

Analgesics 

5,476 

Household  cleaning  products 

5,956 

Cough  &  cold  preparations 

3,167 

Cosmetics/personal  care  products 

5,102 

Topicals 

2,165 

Plants 

3,033       ' 

Antimicrobials 

1,781 

Bites  &  envenomations 

2,458 

Sedative/hypnotics 

1,595 

Toys,  foreign  bodies 

2,126 

Antidepressants 

1,506 

Hydrocarbons                   >- 

1,980 

Antihistamines 

1,336 

Food  products/poisoning 

1,635 

Gl  preparations 

1,312 

Insecticides/pesticides 

1,613 

Vitamins 

1,091 

Chemicals 

1,376 

Cardiovascular  drugs 

960 

Alcohols 

1,319 

Stimulants  &  street  drugs 

858 

Arts  &  crafts  products 

991 

Hormones 

750 

Fumes,  gases,  vapors 

830 

Anticonvulsants 

443 

Rodenticides 

665 

Asthma  therapies 

412 

Deodorizers  (nonpersonal  use) 

627 

EENT  preparations 

399 

Paints,  varnishes,  lacquers 

573 

Miscellaneous  Rx/OTC  drug 

397 

Adhesives,  glues,  cement 

526 

Unknown  type  of  drug 

391 

Auto/aircraft/boat  products 

338 

Electrolytes  &  minerals 

367 

Heavy  metals  (excluding  iron) 

327 

Muscle  relaxants 

286 

Fertilizers 

307 

Anesthetics 

218 

Unknown  (nondrug) 

295 
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Table  5.  Decontamination  methods  used, 

1996 

IVIethod 

Recommended 

Done 

Both 

Total  done 

Ipecac 

178 

381 

1,628 

2,009 

Activated  charcoal 

1,017 

656 

3,024 

3,680 

Multidose  charcoal 

182 

91 

275 

366 

Lavage 

25 

577 

57 

634 

Cathartic 

14 

159 

30 

189 

Whole  bowel  irrigation 

29 

12 

44 

56 

Other  emetic 

0 

178 

0 

178 

Dilute/irrigate/wash 

247 

3,776 

17,977 

21,753 

Fresh  air 

28 

393 

1,414 

1,807 

Food/snack 

241 

1,783 

6,566 

8,349 

gible  cost-savings  for 
North  Carolina  and  the  na- 
tion. The  estimated  cost 
savings  in  North  Carolina 
alone  was  $5-$7  million 
in  1996. 


Management 
of  Poisoning 

In  1996,  most  poisoned 
patients  were  managed  by 
decontamination  alone, 
and  this  was  particularly 

true  for  measures  performed  at  home  (Table  5,  above).  Thirty-nine  percent  of 
patients  received  the  "dilution/irrigation/wash"  recommended  for  dermal  and  ocular 
exposures  as  well  as  ingestions  of  liquids  considered  subtoxic.  Food  or  snacks  were 
recommended  for  subtoxic  ingestions  of  solid  materials,  particularly  tablets  such  as 
iron  or  nonsteroidal  anti-inflammatory  drugs  that  can  cause  gastric  irritation.  Ipecac- 
induced  emesis  was  used  only  in  asymptomatic  children  for  whom  the  poison  center 
was  called  immediately  following  ingestion  so  that  ipecac  could  be  administered 
within  30  minutes.  For  patients  in  emergency  departments,  activated  charcoal  is  the 
most  effective  and  best  tolerated  means  of  gastrointestinal  decontamination.  Alter- 
natives such  as  whole  bowel  irrigation  were  used  for  substances  that  are  poorly 
absorbed  by  charcoal,  such  as  iron  and  lithium. 

The  need  for  definitive  therapy,  including  specific  antidotes,  was  relatively  rare 
(Table  6,  at  right).  Those  used  included  N-acetylcysteine  (for  acetaminophen 
toxicity),  sodium  bicarbonate  (for  cyclic  antidepressants,  salicylates,  etc.),  naloxone 
(for  narcotics),  and  calcium  (for  calcium  antagonists,  hydrofluoric  acid  burns,  black 
widow  spider  bites).  Drug  removal  via  hemodialysis  or  hemoperfusion  was  needed 
in  only  22  and  one  (respectively)  of  last  year's  patients. 


Outcome  of  Poisonings  in  1996 

We  assess  clinical  outcomes  by  follow-up  telephone  calls  to  both  inpatients  and  those 
treated  at  home.  The  call  frequency  is  determined  by  severity  of  illness  and  extent  of 
previous  consultation  by  the  toxicologists  or  Poison  Center  staff.  Patients  are  closely 
followed  if  their  symptoms  are  likely  to  persist  or  worsen,  or  if  they  are  asymptomatic 
but  likely  to  develop  symptoms.  Clinical  outcomes  in  cases  handled  by  the  Carolinas 
Poison  Center  in  1996  are  listed  in  Table  7  (next  page).  Note  that  it  is  difficult  to 
determine  dose-response  relationships  from  these  data  because  doses  are  estimated 
from  the  patient  history  and  laboratory  confirmation  is  usually  lacking. 

The  Center  was  consulted  on  32  patients  who  died.  In  25  of  these  cases  (78%), 
poison  exposure  was  judged  to  be  at  least  probably  responsible  for  the  death:  in  only 
two  cases  was  death  judged  to  be  clearly  unrelated.  In  20  of  25  ingestion-related 
deaths,  exposure  was  intentional,  but  in  five  cases  the  reason  for  exposure  was 
unknown  (Table  8,  next  page).  The  North  Carolina  death  rate  (57/100,000  poison- 
ings is  slightly  higher  than  the  national  rate  of  726  fatalities  in  the  more  than  two 
million  exposures  (36/100,000)  reported  to  poison  centers  in  1996. 


Continued  next  page 


Table  6.  Therapeutic  measures 

in  poisoned  patients, 

1996 

Therapy 

Total  done 

Antihistamines 

1,334 

Fluids,  IV 

960 

Oxygen 

342 

NAG,  PO 

249 

Intubation 

198 

Ventilator 

161 

Alkalinization 

152 

Naloxone 

143 

Bronchodilators 

105 

Calcium 

58 

Flumazenil 

43 

Glucose,  >5% 

34 

Atropine 

30 

Anticonvulsants 

29 

Vasopressors 

27 

Hemodialysis 

22 

Pralidoxime  (2-PAM) 

19 

Hyperbaric  oxygen 

18 

Ethanol 

17 

Neuromuscular  blocker 

17 

Antivenin 

12 

Glucagon 

11 

Antihypertensives 

11 

Deferoxamine 

9 

Pyridoxine 

9 

NAC,  IV 

7 

Succimer 

6 

Physostigmine 

5 

Antidysrhythmics 

5 

Digibind  Fab 

5 

BAL 

4 

Cardioversion 

4 

CPR 

4 

Methylene  blue 

3 

Folate 

3 

Phytonadione  (K-1) 

3 

EDTA 

2 

Amy!  nitrite 

2 

Sodium  thiosulfate 

1 

Hemoperfusion 

1 
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Summary 

Poison  centers  contribute  importantly  to  public  health.^ 
They  provide  expert  emergency  advice  without  charge, 
offer  early  telephone  triage  of  poisoning  cases,  assist 
parents  and  cai"etakers  in  managing  simple  exposures 
at  home,  and  recommend  hospital  evaluation  for  pa- 
tients suspected  of  serious  exposure .  Their  efforts  lead 
to  significant  cost  savings  by  averting  unnecessary 
medical  evaluations.  Poison  centers  offer  physicians 
and  other  clinicians  consultation  with  board-certified 
medical  toxicologists  to  arrange  for  definitive  care  or, 
more  often,  to  help  provide  good,  cost-effective  care 
in  local  communities.  The  Poison  Center's  efforts  to 
prevent  accidental  poisoning  and  to  increase  aware- 
ness and  utilization  of  its  services  benefit  both  patients 


Table  7.  Clinical  outcomes  in  55,710  poisoned  patients,  1996 

Outcome 

Number 

No  effect 

6,468(11.6%) 

Minor  effect 

8,159  (14.6%) 

Moderate  effect 

1 ,906  (3.4%) 

Major  effect 

230  (0.4%) 

Death 

33(0.1%) 

Not  followed,  judged  as  nontoxic 

24,586(44.1%) 

Not  followed,  only  minimal  effects  possible 

10,562(19.0%) 

Unable  to  follow,  judged  as  potentially  toxic 

1,526(2.7%) 

Unrelated  effect{s) 

2,038  (3.7%) 

Confirmed  nonexposure 

202  (0.4%) 

and  health  care  providers  by  reducing  morbidity  and  costs  associated 
with  poisonings.     Q 


Table  8.  Poisoning  fatalities  reported  by  Caroiinas  Poison  Center,  1996. 

Reason  for 

Exposure 

Case 

Age 

Gender 

Substance(s) 

poisoning 

duration 

1 

6 

F 

Disulfoton 

unknown 

acute 

2 

31 

F 

Acetaminophen,  ethanol 

intentional 

chronic 

3 

82 

F 

Amitriptyline,  flurazepam,  perphenazine 

intentional 

acute 

4 

38 

F 

Amitriptyline,  clonazepam,  lorazepam,  nefazadone 

intentional 

acute 

5 

19 

M 

Salicylate,  antihistamines 

intentional 

acute 

6 

34 

F 

Cocaine 

intentional 

acute 

7 

71 

F 

Amitriptyline 

intentional 

unknown 

8 

16 

M 

Propane 

unknown 

unknown 

9 

46 

F 

Acetaminophen 

intentional 

unknown 

10 

42 

F 

Verapamil,  desipramine,  fluoxetine 

intentional 

acute 

11 

55 

F 

Midazolam,  nystatin 

unknown 

acute 

12 

2 

M 

MS  contin  60 

unknown 

acute 

13 

39 

M 

Gamma  hydroxybutyric  acid,  ethanol 

intentional 

acute 

14 

34 

F 

Opiates,  benzodiazepines,  acetaminophen 

intentional 

unknown 

15 

70 

F 

Butalbital,  acetaminophen,  caffeine 

intentional 

unknown 

16 

60 

F 

Potassium  cyanide 

intentional 

acute 

17 

unk 

M 

Carbon  monoxide 

intentional 

acute 

18 

36 

M 

Crack  cocaine 

Intentional 

acute 

19 

22 

M 

Benztropine,  haloperidol 

unknown 

acute-on-chronic 

20 

63 

M 

Crack  cocaine 

intentional 

acute-on-chronic 

21 

19 

F 

Morphine 

intentional 

acute 

22 

35 

M 

Quinidine,  digoxin,  doxepin                          ^' 

intentional 

acute 

23 

35 

M 

Crack  cocaine 

intentional 

acute 

24 

40 

M 

Clonazepam,  amitriptyline 

intentional 

acute-on-chronic 

25 

54 

F 

Clonidine,  carbamazepine 

intentional 

acute-on-chronic 
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I\  Shining  Opportunih! 


FAfHILY  PRACTICE  PHYSICIAN;  Orangiburg,  So.  Carouna 

Liberty  Healthcare  Corporation,  a  national  medical  nmanagement 
company,  seeks  a  BE/BC  Family  Practice  Physician  to  join  our  group. 
Practice  in  a  state-of-the-art  medical  center  at  a  Fortune  500  company. 

Our  generous  benefit  package  includes: 

■  Above  average  compensation       ■  Light  on-call  duty 

■  Malpractice  insurance 


I  Relocation  assistance 
CME  stipend 
1 40  hour  work  week 


Seven  weeks  paid  time  off 


Wis  IS  AN  INCREDIBLE  OPPORTUNITY! 


For  immediate  consideration,  please  call  MIKE  KRUG  at  800-331-7122 

In  PA,  610-668-8800. 

Or  fax  your  CV  to  610-667-5559.     ^^HheftY 

Liberty  Healthcare  Corporation       jM  jmgj^^l^k^ar^ 

{SI),  401  City  Ave.,  Ste.  820,        M^   mttGalLniMrC 

Bala  Cynwyd,  PA  19004.   eoe       '^^ 


Corpo  rati  o  n 


THE  BEST-KEPT  SECRET  OF  LIFE  INSURANCE  MAY  BE  COSTING  YOU  MONEY! 

Did  you  ever  look  at  a  life  insurance  policy's  first  year  cash  value  in  relation  to  the  premium  you 
paid  and  wonder,  "WHERE  DID  THE  MONEY  GO?" 

What  happens  when  the  traditional  commissions  and  a  substantial  part  of  the  other  expense  loads 
in  a  life  insurance  policy  are  removed? 

LOOK  >  >  >  >  Male,  Age  45,  Non-smoker,  $500,000  Policy,  Increasing  Death  Benefit 

First  Year  Maximum  Planned  Premium  =  $20,016,  Cash  Surrender  Value  =  $20.123!!! 
First  Year  Death  Benefit  =  $520,016 

(First  Year  Minimum  Premium  =  $3,1 50,  Cash  Surrender  Value  =  $2.498) 
Surrender  Charge  In  Both  Cases  =  ^ 

Note:  The  premiums  and  values  in  this  illustration  were  taken  from  one  company,  which  offers  this  coverage. 
Actual  premiums  and  values  will  vary  bv  age,  company,  policy  and  interest  rate. 

Whether  you  want  to  design  the  policy  for  cost-effective  coverage  or  asset  accumulation  with  high  early 
liquidity,  low-load  insurance  provides  gceater  latitude  in  planning  strategies  such  as:  Deferred 
Compensation  /  Buy-Sell  Agreements  /  Estate  Planning  /  Private  Pension  Plans 


Discover  the  possibilities!  Call  today! 

E.  Lawrence  Hull,  CFP 

Registered  Representative 
Investment  Advisor  Representative 
(919)  790-8464  or  1  (800)  343-9564 


Mariner  Financial  Services,  Inc. 

Securities  Broker/Dealer  Member  NASD/SIPC 

Mariner  Planning  Corporation 

Registered  Investment  Advisor 

6200  Falls  of  Neuse  Road,  Suite  200 

Raleigh,  NC  27609-3563 
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CME  Calendar 


Fee: 


Credit 
Info: 


July  18-20 

Southern  Medical  Association 

Conference  on  Pain  Management 

Place:      Kiawah  Island  Resort,  SC 
Info:        SMA,  800/423-4992 

September  13-14 

24th  Annual  Postgraduate  Course 

Alexander  Spock  Symposium: 

Practical  Management  of  Common  Problems 

in  Ambulatory  Pediatric  Patients 

Place:      Searle  Center,  Duke  Medical  Center,  Durham 

MDs:  $150  for  both  days  ($100  Saturday  or  $50 

Sunday);  allied  health  professionals:  $90,  MDs-in- 

training:  free 

hours  pending 

Joseph  Marc  Majure,  MD.  Course  Director,  Assistant 

Professor  of  Pediatrics,  Duke  Division  of  Pediatric 

Pulmonary  Diseases,  Box  2994,  DUMC,  Durham 

27710,919/684-2289, 

fax:  919/684-2292 

September  18-21 

Coastal  Medical  Retreat  and 

14th  Aesculapian  Sports  Classic 

Place:      Kingston  Plantation,  North  Myrtle  Beach,  SC 

Credit:    9  hours  Category  1,  AMA 

Info:       Beth  Mixon,  Coastal  AHEC,  P.O.  Box  9025, 

Wilmington  28402-9025,  910/343-0161  ext.  312 

September  25-27 

Multidisciplinary  Cardiovascular 
Conference  and  Orgain  Symposium 

Info:       Duke  Heart  Center,919/681-4278,fax:  919/681-7953 

September  26-28 

4th  Annual  Meeting:  NC  and  SC  Chapters, 

American  College  of  Cardiology 

Place:      Grove  Park  Inn  Resort,  Asheville 
Info:       NC-ACC,  919/787-5181 

September  27 

Duke  Heart  Center  Lecture 

Place:     Duke  Hospital  North 
Info:       Duke  Heart  Center,  919/681-4278, 
fax:  919/681-7953 


October  15-19 

Infectious  Disease  '97  Board  Review: 

A  Comprehensive  Review  for  Board  Preparation 

Place:      Ritz-Carlton,  Tysons  Comer.  McLean,  VA 

Fee:        $820  for  physicians;  $695  for  physicians-in-training 
(before  July  15) 

Credit:    36  hours  Category  1 ,  AMA 

Info:        Center  for  Bio-Medical  Communications,  Inc.,  SOW. 
Madison  Ave.,  Dumont,  NJ  07628.  201/385-8080, 
fax:  201/385-5650,  e-mail:  cbcbiomed@aol.com 

October  24 

Medical  Response  to  Domestic  Violence: 

Special  One-Day  Conference 

Place:     Friday  Center.  UNC-Chapel  Hill 

Info:       sponsored  by  The  Beacon  Program  at  UNC  Hospitals 
and  the  UNC  Injury  Prevention  Research.  Contact 
Diana  Solkoff.  The  Beacon  Program.  919/966-9314, 
fax:  919/966-9315 

October  30-November  1 

2nd  Annual  Integrating  Mind,  Body,  and 

Spirit  in  Medical  Practice  Conference 

Place:      Sheraton  Imperial  Hotel.  Research  Triangle  Park 
Info:       919/684-4293,  Internet  URL: 

http://www.mc.duke.edu/nursing/nshomepg.htm 

November  5-9 

Southern  Medical  Association's  Annual  Assembly 

Place:     Charlotte 

Info:        SMA,  800/423-4992 

November  12-15 
American  Medical  Writers 
Association  Annual  Conference 

Place:      Sheraton  Hotel,  Boston.  MA 

Info:       AMWA,  9650  Rockville  Pike,  Bethesda,  MD 

20814-3998,  301/493-0003,  fax:  301/493-6384, 

e-mail:  amwa@amwa.org 

November  12-15 

International  Congress  on  Performance  Measurement 

and  Improvement  in  Health  Care 

Place:      Chicago.  IL 

Continued  on  page  304 
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HEALTH      PROMOTION      AND      DISEASE      PREVENTION 

Injury  Prevention  and  Control 

An  Evolving  Role  for  Emergency  Physicians 
and  Other  Specialists 

Herbert  G.  Garrison,  MD,  MPH,  Carol  W.  Runyan,  PhD,  and  Kathleen  A.  Dunn,  MD,  MSPH 


"The  sleeping  giant  of  health  care  is  awakening  to  its  new  role  in  society.  As  we  move  from  a  system 
designedtocareforillnesstoonethatemphasizeswellness,  we  change  our  measuring  rod  of  success. 
Injury  prevention  takes  on  a  new  and  more  important  dimension,  not  only  for  improving  the  health 
of  the  nation,  but  also  in  the  ability  to  truly  control  health  care  costs." 

— Ricardo  Martinez,  MD' 


The  evaluation  and  treatment  of  injuries  account  for  one-fourth 
of  all  patient  visits  to  hospital  emergency  departments  (EDs). 
Not  every  injured  patient  requires  ED  care,  but  almost  all  those 
with  serious  injuries  receive  stabilizing,  and  often  definitive, 
care  from  an  emergency  physician  (EP). 

The  care  of  injuries  is  a  major  research  area  for  emergency 
medicine.  During  the  past  30  years,  EPs  have  sought  to  identify 
better  ways  of  treating  specific  injuries  and  studied  how  to 
improve  trauma  services,  including  prehospital  emergency 
medical  care.  Recently,  EPs  and  other  physician  specialists 
have  turned  their  attention  to  injury  prevention,  focusing  on 
ways  to  keep  injuries  from  occurring  in  the  first  place. - 

In  this  article,  we  review  the  injury  problem,  describe  the 
principles  of  injury  control,  and  depict  fundamental  strategies 
used  for  preventing  injuries.  We  then  examine  injury  preven- 
tion as  part  of  the  work  of  the  ED  and  discuss  how  emergency 
physicians,  surgeons,  and  primary  care  physicians  can  work 
with  injury  control  specialists  to  implement  injury  prevention 
initiatives  in  their  communities. 


Dr.  Garrison  is  Associate  Professor  and  Dr.  Dunn  is  Assistant 
Professor,  Emergency  IVIedicine,  East  Carolina  University  School 
of  Medicine,  Greenville.  They  also  serve  as  Director  and  Asso- 
ciate Director,  respectively,  of  the  Eastern  Carolina  Injury  Pre- 
vention Program,  University  Medical  Center  of  Eastern  Carolina, 
Greenville.  Dr.  Runyan  is  Associate  Professor  of  Health  Behav- 
ior and  Education,  and  Director  of  the  Injury  Prevention  Re- 
search Center,  University  of  North  Carolina  School  of  Medicine, 
Chapel  Hill. 


The  Injury  Problem 

By  "injury"  we  mean  damage  resulting  from  the  acute  interac- 
tion of  the  body  with  physical  agents  (mechanical  energy,  heat, 
electricity,  chemicals,  or  ionizing  radiation)  in  amounts  or  at 
rates  that  exceed  human  tolerance.^'*  The  sudden  deficiency  of 
oxygen  or  heat  can  also  cause  injuries  (e.g.  drowning,  frostbite). 
Mechanical  injuries,  such  as  those  from  motor  vehicle  crashes, 
falls,  sports,  and  shootings,  account  for  about  three-fourths  of 
all  injuries.' 

In  the  United  States,  injury  is  the  leading  cause  of  death  in 
persons  under  44  years  old,  and  the  leading  cause  of  years  of 
potential  life  lost.'''  One  in  four  citizens — 70  million  Ameri- 
cans— are  injured  every  year  at  an  annual  cost  of  more  than 
$200  billion.^"'"  And  for  every  person  who  dies  from  injury,  19 
persons  require  hospitalization  and  354  need  medical  care.'" 

In  North  Carolina,  injury  takes  a  similarly  high  toll:  more 
than  4,000  people  die  and  economic  losses  exceed  $1  billion 
annually. ' '  Motor  vehicle  crashes  (M VCs ),  the  leading  cause  of 
injury  death  in  the  state,  result  in  about  1600  deaths  each  year.'- 
Firearms,  fires,  and  drowning  together  cause  almost  as  many 
deaths  as  MVCs.  As  in  the  nation  as  a  whole,  injury  is  the 
leading  cause  of  years  of  potential  life  lost  in  North  Carolina.  In 
fact,  more  years  of  potential  life  are  lost  per  unit  population  in 
North  Carolina  than  in  the  US  as  a  whole.'- 


Injury  Control 

The  specialty  area  of  injury  control  is  relatively  new.  Its  history 
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can  be  traced  by  the  major  documents  that  established  its  vision 
and  directed  its  work.  In  1966,  the  National  Research  Council" s 
Accidental  Death  and  Disability:  The  Neglected  Disease  of 
Modem  Society'^  highlighted  the  carnage  caused  by  "acci- 
dents" and  pointed  out  that  most  were  preventable.  This  re- 
sulted in  some  attempts  at  prevention — mostly  highway  safety — 
but  20  years  later,  2.5  million  Americans  had  still  succumbed  to 
injury.  This  prompted  the  Committee  on  Trauma  Research 
(jointly  sponsored  by  the  National  Research  Council  and  the 
Institute  of  Medicine)  to  issue  a  second  landmark  report.  Inj tin- 
in  America:  A  Continuing  Public  Health  Problem.^^ 

Injuiy  in  America  described  the  scope  of  the  problem, 
recommended  specific  needs  for  research  in  prevention  and 
treatment,  and  delineated  the  federal  role  in  injury  control.'^ 
Since  Injuiy  in  America,  injury  control  has  become  a  legitimate 
area  of  scientific  research,  a  coming  of  age  demonstrated  in  the 
following  important  documents:  Cost  of  Injury  in  the  United 
States:  A  Report  to  Congress,^''  Injury  Prevention:  Meeting  the 
Challenge"  and  htjury  Control  in  the  1990s:  A  National  Plan 
for  Action.'' 

The  National  Plan  for  Action  outlines  three  distinct  com- 
ponents of  injury  control:  prevention,  acute  care,  and  rehabili- 
tation."* Prevention  applies  to  four  specific  types  of  injuries: 
those  resulting  from  motor  vehicle  crashes,  interpersonal  and 
self-directed  violence,  home  and  leisure  activities,  and  occupa- 
tional incidents  and  conditions.  'Mcw/e  care  refers  to  treatment 
provided  in  the  period  shortly  after  an  injury  occurs  to  minimize 
serious  outcomes  and  long-term  disability.  Acute  care  requires 
trauma  care  systems  for  the  quick  identification,  triage,  and 
transport  of  the  injured  patient  to  an  appropriate  facility.  Reha- 
bilitation services  restore  the  injured  person's  physiologic, 
psychologic,  and  social  functioning  as  closely  as  possible  to  its 
original  state. '^  The  A'flr/V)«fl/P/a/!'.v  blueprint  for  injury  control 
efforts  is  shown  in  the  Appendix  (page  282). 


Injury  Prevention  Strategies 

As  with  all  public  health  problems,  injury  prevention  relies  on 
1 )  data  collection  and  surveillance  to  define  the  problem(s),  2) 
data  analysis  to  identify  causes  and  risk  factors,  3)  research  to 
develop  and  test  interventions,  and  4)  implementation  and 
evaluation  of  preventive  interventions."*  Haddon  has  proposed 
1 0  general  strategies  to  be  considered  when  designing  a  preven- 
tive intervention  for  a  specific  injury  (Table  1,  at  right)."  The 
strategies  help  generate  ideas  for  countermeasures  in  a  logical 
and  systematic  fashion. 

Injury  prevention  interventions  can  be  either  active  or 
passive.-"  An  active  intervention  requires  the  cooperation  of  the 
individual  (for  example,  use  of  manual  safety  belts,  motorcycle 
and  bicycle  helmets,  and  child  safety  seats).  Passive  interven- 
tions exert  their  protective  effect  automatically,  without  action 
by  the  individual  being  protected  (for  example,  automobile  air 
bags).  Both  types  of  interventions  may  be  needed  to  signifi- 
cantly reduce  injuries  such  as  those  caused  by  motor  vehicle 


crashes.  North  Carolina,  in  addition  to  standard  strategies 
(divided  highways  and  speed  limits),  has  two  model  programs, 
"Click  It  or  Ticket"  and  "Booze  It  and  Lose  It."  These  and  other 
interventions  have  progressively  decreased  deaths  from  motor 
vehicle  crashes. 

Despite  some  success  in  preventing  injuries,  there  is  still  a 
lot  of  work  to  do,  especially  among  high-risk  groups.  In  North 
Carolina  motor  vehicle  death  rates  have  declined  for  most  age 
groups,  but  they  continue  to  rise  in  16-  and  17-year-olds.-'  The 
recently  adopted  graduated  licensing  of  teenager  drivers  is  an 
attempt  to  reduce  the  problem  of  motor  vehicle  crashes  caused 
by  inexperienced  drivers.  This  persisting  problem  represents  an 
opportunity  for  physicians  to  work  with  injury  control  special- 
ists to  reduce  injuries. 


Injury  Prevention  in  the 
Emergency  Department 

The  chaotic  and  charged  environment  of  the  emergency  depart- 
ment, where  patient  care  is  paramount,  seems  ill-suited  for 
injury  prevention.  Yet,  there  are  ways  in  which  emergency 
physicians  can  use  their  ED  work  to  prevent  injuries. 

Documentation  and  surveillance.  Because  most  patients  with 
serious — and  many  with  non-serious — injuries  are  cared  for  in 
emergency  departments,  the  patient  encounter  there  provides 
an  unequaled  opportunity  to  collect  information  on  the  types, 
severity,  and  causes  of  injuries.  In  the  past,  ED  records  have  not 


Table  1.  Haddon's  10  general  Injury  prevention  strat- 
egies (with  an  example  of  a  countermeasure  for  motor 
vehicle  crash  Injuries). 

1.  Prevent  the  creation  of  the  hazard  (discontinue  the 
manufacture  of  automobiles). 

2.  Reduce  the  amount  of  the  hazard  (limit  the  number  of 
vehicles  being  manufactured). 

3.  Prevent  the  release  of  a  hazard  that  already  exists 
(permit  daylight  driving  only). 

4.  Modify  the  rate  or  spatial  distribution  of  the  hazard 
(use  seat  belts  and  child  safety  seats). 

5.  Separate,  in  time  and  space,  the  hazard  from  that 
which  is  to  be  protected  (remove  roadside  poles  and 
trees). 

6.  Separate  the  hazard  from  that  which  is  to  be  pro- 
tected by  a  material  barrier  (install  air  bags). 

7.  Modify  relevant  basic  qualities  of  the  hazard  (use  soft, 
energy-absorbing  surfaces  in  cars). 

8.  Make  what  is  to  be  protected  more  resistant  to  dam- 
age from  the  hazard  (wear  helmets). 

9.  Begin  to  counter  the  damage  already  done  by  the 
hazard  (stop  hemorrhage). 

10.  Stabilize,  repair,  and  rehabilitate  the  object  of  the 
damage  (develop  regional  trauma  systems). 
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adequately  documented  this  information,"  precluding  the  sys- 
tematic use  of  the  ED  record  for  statistical  information.  We 
need  improved  documentation  of  the  circumstances  of  each 
injury.  In  the  future,  this  may  be  provided  by  computerized 
prompts  used  for  general  ED  documentation.  In  the  meantime, 
EPs  can  include  in  their  documentation  narrative  information 
that  can  be  translated  into  lCD-9  injury  causation  codes  (E- 
codes).  Medical  record  coders  require  as  much  detail  as  pos- 
sible about  the  circumstances  of  an  injury  to  assign  E-codes  (it 
helps  to  keep  in  mind  the  journalist's  "who,  what,  when,  where, 
and  how"-'). 

Few  hospitals  translate  ED  record  information  into  E- 
codes.  Physicians  should  encourage  their  hospitals  to  adopt 
standard  practices  for  collecting  information  about  patients. 
When  hospitals  become  part  of  a  standardized  injury  surveil- 
lance system,  their  data  can  be  used  to  guide  prevention  activi- 
ties and  evaluate  their  effectiveness. -"'-^  Through  this  process, 
emergency  physicians  can  have  an  impact  on  injury  prevention 
in  the  community. 

Screening  and  referral.  Many  injured  patients  who  seek  treat- 
ment in  EDs  are  at  risk  for  recurrent  injury — for  example,  the 
impaired  driver  or  the  victim  of  domestic  violence.  Often  these 
patients  are  discharged  from  the  ED  to  the  care  of  their  primary 
physicians.-''  Emergency  and  primary  care  physicians  should 
ensure  the  presence  of  a  system  for  screening  at-risk  patients 
and  then  referring  them  appropriately.  For  example,  impaired 
drivers  can  be  referred  to  alcoholism  treatment  programs  and 
battered  women  to  family  violence  programs.  Finally,  emer- 
gency physicians  must  take  precautions  that  drunk  drivers  do 
not  drive  home  from  the  ED  and  that  battered  women  have  an 
opportunity  to  choose  an  alternative  to  returning  to  an  unsafe 
environment. 

Patient  education.  Physicians  rarely  document  that  they  have 
provided  injury  prevention  instruction  to  their  patients.-'  It  is 
reasonable  to  assume  that  this  is  because  they  rarely  provide 
such  instruction.  Emergency  physicians  and  emergency  depart- 
ment staff  can  close  the  gap.  The  ED  encounter  represents  a 
"teachable  moment."-*  Emergency  care  providers  should  take 
advantage  of  this  to  reinforce  positive  behavior  (for  example, 
praising  patients  for  wearing  their  seat  belt  or  helmets)  and 
motivate  changes  in  risky  behavior  or  environments.  As  in  all 
areas  of  specialized  medical  care,  effective  patient  education 
requires  training.  Many  hospitals  have  full-time  health  educa- 
tors who  can  help  emergency  physicians  develop  strategies  for 
patient  education  in  the  emergency  department. 

Injury  Prevention  in  the  Community 

Physicians  of  all  specialties  have  many  injury  prevention  op- 
portunities outside  the  ED.  They  can  serve  as  advocates  for 
injury  prevention  legislation,  educate  their  peers  and  neighbors 
on  injury  prevention,  conduct  injury  prevention  research,  and 


provide  service  to  committees  and  organizations  working  to 
prevent  injuries. 

Advocacy.  Advocacy  is  the  art  of  communicating  information 
that  will  persuade  or  influence  a  body  to  implement  a  law, 
policy,  or  action.  An  example  is  testifying  before  a  state 
legislature  or  city  council  on  an  injury  prevention  bill  under 
consideration.  Because  of  their  knowledge,  expertise,  and  cred- 
ibility, physicians  can  provide  valuable  information  to  legisla- 
tors and  others.-'  The  North  Carolina  Medical  Society  has  a 
long  history  of  advocacy  for  injury  control  issues,  and  depends 
on  community  physicians  to  take  the  case  for  injury  prevention 
to  the  legislature. 

Education .  Physicians  who  learn  about  injury  prevention  should 
pass  the  information  on  to  colleagues  and  others.-'  In  fact, 
teaching  about  injury  prevention  is  a  good  way  to  learn  about 
it.-^"  Injury  prevention  education  does  not  mean  just  public 
speaking.  Physicians  can  educate  others  on  injury  prevention 
through  articles  in  newsletters  and  journals  and  through  the 
electronic  media.  Residency  programs  in  emergency  medicine, 
surgery,  pediatrics,  and  family  medicine  should  add  injury 
control  to  their  curricula  and  invite  injury  control  specialists  to 
speak  at  their  grand  rounds. 

Research.  Physicians  who  provide  injury  care  are  in  a  position 
to  collect  data  to  answer  important  injury  prevention  research 
questions.  Emergency  medicine  journals  publish  injury  studies 
and  some  have  injury  prevention  sections.-  Physicians  inter- 
ested in  injury  control  should  collaborate  with  injury  preven- 
tion researchers  from  public  health,  trauma  surgery,  pediatrics, 
occupational  medicine,  and  family  medicine. 

Service.  Physicians  can  help  their  communities  by  contributing 
their  knowledge  and  expertise  to  injury  prevention  efforts.  As 
an  example,  each  county  in  North  Carolina  has  a  child  fatality 
prevention  team,  which  reviews  the  deaths  of  children  from  the 
county  and  recommends  ways  to  prevent  such  deaths.  The  state 
health  director  encourages  physicians  to  participate  on  these 
teams.-'  Because  they  are  familiar  with  the  causes  and  conse- 
quences of  injury  (the  usual  cause  of  death  in  children),  physi- 
cians are  well  suited  to  serve  on  such  committees. 


Joining  the  Injury  Prevention  Team 

Injury  prevention  is  a  team  effort.  Traditional  injury  prevention 
specialists  (epidemiologists,  health  educators,  and  engineers), 
like  physicians,  have  many  years  of  specialty  training.  In  order 
for  physicians  and  other  medical  personnel  to  be  effective 
members  of  an  injury  prevention  team,  they  need  to  acquire 
skills  not  ordinarily  a  part  of  medical  training.  Physicians  are 
most  effective  at  advocacy,  education,  and  research  when  they 
focus  on  one  area  of  injury  prevention  and  seek  the  assistance 
of  injury  prevention  specialists. 
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A  number  of  injury  prevention  resources  in  North  Carolina 
can  provide  training  and  assistance.  These  include  the  Univer- 
sity of  North  Carohna  Injury  Prevention  Research  Center 


(IPRC)  and  the  injury  prevention  unit  within  the  North  Carohna 
state  health  department.  For  further  information,  consult  the 
IPRC  web  page  at  http;//www. sph.unc.edu/iprc     □ 


Continued  next  page 


Appendix:  Recommendations  from  Injury  Control  in  the  1990s: 
A  National  Plan  for  Action  (1993) 


Leadership:  Building  a  National  Program 

1.  Establish  and  support  a  center  for  injury  control  within 
the  Centers  for  Disease  Control  and  Prevention  to  em- 
phasize the  importance  of  injuries  as  a  public  health 
issue  and  to  lead  a  national  program  of  effective  action 
to  address  the  problem. 

2.  Increase  the  recognition,  awareness,  and  support  of 
injury  control  at  all  levels  of  the  public  and  private 
sectors.  This  education  and  communication  campaign 
should  include  prevention  of  injuries,  and  acute  care  and 
rehabilitation  of  persons  with  injuries. 

Surveillance:  Defining  the  Problem  and 
Identifying  Risk  Factors 

3.  Mandate  the  inclusion  of  codes  to  identify  external 
causes  of  injury  (E-codes)  in  hospital  discharge  data 
whenever  an  injury  is  the  principal  diagnosis.  Federal 
and  private  health  insurance  systems  should  require  E- 
codes  for  reimbursement. 

4.  Develop,  implement,  and  evaluate  a  uniform  system  to 
collect  etiologic  data  on  injury  fatalities  not  related  to 
motor  vehicles  similar  to  the  system  for  motor  vehicle 
traffic  fatalities  sponsored  by  NHTSA. 

5.  Link  traffic  and  medical  records  to  provide  statewide 
surveillance  systems  for  nonfatal  motor-vehicle  injuries. 

6.  Improve  data  on  occupational  injuries  and  worker  popu- 
lations. Promote  standarized  reporting  of  work-related 
injury  fatalities  on  death  certificates  and  improve  coding 
of  occupation  and  industry  on  death  certificates. 

7.  Develop,  implement,  and  evaluate  national  uniform  data 
sets  for  trauma  care  and  for  rehabilitation. 

Research:  Finding  the  Solutions  to  Injury 
Problems 

8.  Conduct  biomechanics,  behavioral  science,  and  other 
research  on  a  range  of  injury  issues  covering  vehicle  and 
road  design  and  driver  or  pedestrian  behavior.  Research 
should  address  prevention  and  the  reduction  of  severity 
of  injury. 

9.  Delineate  more  precisely  the  risks  and  benefits  of  ready 
access  to  handguns  and  other  firearms. 

10.  Determine  the  potential  impact  of  improving  and  enforc- 
ing building  codes  and  other  safety  codes  to  prevent 
injuries  in  the  home  and  residential  facilities. 

1 1 .  Conduct  research  to  identify  occupational  hazards  and 
high-risk  workers.  Evaluate  the  effectiveness  of  new  and 
existing  worker  protection  strategies  including  engineer- 


ing control,  standards,  inspection  strategies,  training, 
and  education. 

12.  Evaluate  the  effectiveness  of  an  inclusive  trauma  care 
system. 

13.  Conduct  research  on  optimal  acute  care  interventions 
and  monitoring. 

14.  Conduct  research  on  the  health  care  system  and  reha- 
bilitation services,  such  as  access  and  payment,  cost- 
benefit  analyses,  employment  training,  incentives  to 
work,  traditional  and  nontraditional  services,  therapeutic 
methods,  and  quality  of  life. 

Programs  to  Prevent  and  Control  Injuries 

15.  Continue  the  implementation  of  and  strengthen  pro- 
grams for  reducing  impaired  driving  and  improving  occu- 
pant protection  (safety  belt  use,  child  safety  seats,  air 
bag  use);  motorcycle,  pedestrian,  and  bicycle  safety; 
and  speed  limit  enforcement  to  prevent  motor-vehicle 
injuries. 

16.  Develop,  implement,  and  evaluate  programs  to  reduce 
injuries  related  violence.  Areas  of  emphasis  are  injuries 
from  firearms,  injuries  associated  with  alcohol  and  other 
drug  use,  early  childhood  experiences  that  affect  the  risk 
of  future  violent  behavior  or  victimization,  and  mental 
and  addictive  disorders  associated  with  suicide  for  there 
are  effective  treatments. 

17.  Develop,  implement,  and  evaluate  programs  to  reduce 
injuries  related  to  home  and  leisure  activities. 

1 8.  Develop,  implement,  and  evaluate  programs  to  prevent 
and  control  occupational  injuries. 

19.  Develop,  implement,  and  evaluate  an  inclusive  trauma 
care  system. 

20.  Formulate  objective  treatment  guidelines  for  use  by 
medical  providers  in  the  emergency  phase  of  care. 

21 .  Develop  systems  of  care  to  increase  capacity  for  deliv- 
ering rehabilitation  services  for  all  people  with  injuries 
that  produce  significant  limitations  in  function  and  evalu- 
ate the  effectiveness  for  these  systems.  The  goal  of 
these  systems  should  be  focused  toward  independent 
living. 

Training  Injury  Control  Professionals 

22.  Enhance  the  training  of  professionals  (practitioners  and 
researchers)  at  all  levels  of  prevention,  acute  care,  and 
rehabilitation.  Develop  and  implement  a  strategic  plan 
for  national  training  based  on  national  injury  control 
priorities  and  on  sound  education  technology. 
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HEALTH      PROMOTION      AND      DISEASE      PREVENTION 

Injuries  Associated 
With  Personal  Watercraft 

An  Emerging  Epidemic  in  Need  of  Legislative  Action 

Brian  C.  Tyler,  MD,  and  Herbert  G.  Garrison,  MD,  MPH 


The  personal  watercraft  (PWC)  is  a  cross  between  a  motorboat 
and  a  motorcycle.  Known  commonly  by  their  trade  names — Jet 
Ski,  Sea  Doo,  Wave  Runner — PWCs  are  becoming  increas- 
ingly popular  on  the  waters  of  North  Carolina  and  elsewhere. 
According  to  the  US  Coast  Guard,  more  than  600,000  PWCs 
were  in  use  in  the  United  States  in  1994,  an  increase  of  more 
than  a  600%  from  1987.' 

Unfortunately,  as  the  number  of  PWCs  has  increased,  so 
have  the  fatalities  and  injuries  associated  with  their  use.  In 
1994,  56  US  residents  died  and  at  least  1300  were  injured  in 
PWC-associated  accidents.'  In  North  Carolina,  personal  water- 
craft  account  for  only  8%  of  all  boats  on  the  water  but  are 
involved  in  41%  of  all  crashes  and  7%  of  all  fatalities.-  In  1994 
there  were  at  least  55  PWC  crashes  in  North  Carolina;  in  1995 
the  number  had  more  than  doubled  to  1 12.--' 

The  exact  number  of  persons  injured  in  PWC  crashes  in 
North  Carolina  is  not  known.  However,  according  to  data 
collected  by  the  Safe  Waters  Network  of  the  Eastern  Carolina 
Injury  Prevention  Program,  at  least  41  individuals  sustained 
PWC-associated  injuries  in  eastern  North  Carolina  waters 
between  Memorial  Day  and  Labor  Day  1996.^  These  injuries 
were  serious  enough  to  require  attention  in  a  hospital  emer- 
gency department  or  urgent  care  clinic. 

The  popularity  of  PWCs  is  growing  and  more  PWC  crash 
victims  are  coming  to  health  care  facilities  in  our  state.  In  this 
paper,  we  review  PWC  function,  discuss  the  evolving  epidemic 
of  PWC-associated  injuries,  compare  PWC-related  laws  of 
North  Carolina  and  its  localities  with  those  of  other  states,  and 
recommend  changes  in  North  Carolina  law  which,  if  imple- 
mented, would  help  stem  the  tide  of  PWC-associated  injuries. 


The  authors  are  affiliated  with  ECU  School  of  Medicine,  Green- 
ville. Dr. Tyler  isaResident  Physician,  Department  of  Pediatrics; 
and  Dr.  Garrison  is  Associate  Professor,  Emergency  Medicine, 
and  Director,  Eastern  Carolina  Injury  Prevention  Program,  Uni- 
versity Medical  Center  of  Eastern  Carolina-Pitt  County. 


PWCs:  Cheap,  Fast,  and  Fun 

A  personal  watercraft  costs  between  $3000  and  $7500.  They 
weigh  up  to  600  pounds  and  can  travel  at  speeds  up  to  70  mph.^ 
Instead  of  a  propeller,  they  are  powered  by  a  jet  of  water  thrust 
through  an  exhaust  at  the  back  of  the  craft.  Easy  to  maneuver 
and  nearly  impossible  to  capsize,  they  allow  relatively  inexpe- 
rienced users  to  attempt  stunts  that  would  be  impossible  on 
larger  craft.  That  does  not  mean,  however,  that  they  are  easier 
to  operate.  For  example,  a  PWC  cannot  be  steered  when  the 
propulsion  system  is  inactive,  even  though  momentum  may  still 
carry  the  PWC  forward. 

Personal  watercraft  were  introduced  about  20  years  ago, 
but  did  not  catch  on  until  the  Kawasaki  company  developed  the 
Jet  Ski.  The  original  PWCs  required  the  operator  to  stand 
upright,  a  position  that  required  agility  and  coordination.  About 
five  years  ago,  sit-down  units  became  available  and  now 
represent  about  95%  of  all  PWCs  on  the  water.  Sales  of  PWCs 
constitute  the  fastest-growing  segment  of  the  recreational  boat- 
ing market;  200,000  PWCs  were  sold  nationwide  in  1995,''  and 
larger  PWCs — powerful  enough  to  tow  a  waterskier — are  the 
most  rapidly  expanding  portion  of  the  PWC  market.'  During  the 
past  decade,  PWCs  have  become  a  mainstream  hobby  favored 
by  families  and  middle-aged  couples  as  well  as  young  sports 
enthusiasts. 


PWC-Associated  Injuries  on  the  Rise 

Not  surprisingly,  the  greater  the  number  of  PWCs  in  use,  the 
greater  the  number  of  collisions,  injuries,  and  fatalities.  As 
Figure  1  shows  (next  page),  the  incidence  of  PWC  collisions 
has  risen  at  an  exponential  rate  between  1987  and  1994;  by 
1994,  the  number  of  PWC  incidents  reported  nationwide  was 
3002,  up  from  376  in  1987.  The  number  of  injuries  and  fatalities 
went  up  as  well;  the  annual  number  of  injuries  rose  from  156  in 
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1987  to  1338  in  1994  and  the  number  of      800 
fatalities,  from  five  in  1987  to  56  in  1994. 

Florida  had  a  record  number  of  PWC 
crashes  in  1995 — 503  collisions.  361  injuries, 
and  12  fatalities.  When  injuries  and  fatalities 
were  expressed  relative  to  the  number  of  wa- 
tercraft,  the  relative  risk  of  injury  in  a  PWC 
was  673%  greater — and  for  fatality.  203% 
greater — than  in  other  watercraft  on  Florida 
waters.' 

In  North  Carolina  the  statistics  are  simi- 
lar. In  1995.  112  PWC  accidents  and  two 
PWC-associated  fatalities  were  reported  to 
the  NC  Wildlife  Commission.-  This  increase 
in  PWC  incidents  has  occurred  at  a  time  when 
boating  in  general  is  becoming  safer.  During 
the  past  20  years,  boating  fatalities  in  North 
Carohna  have  dropped  1 15%,  despite  a  260% 
increase  in  the  number  of  registered  boats. - 

During  the  1994  and  1995  boating  sea- 
sons, at  least  five  people  died  using  PWCs  on 
North  Carolina  waters.^  Each  case  illustrates 
one  of  the  types  of  PWC-associated  incidents  that  can  result  in 
death.  In  June  1994.  a  man  from  Charlotte  was  killed  on  Lake 
Tillery  when  his  PWC  was  struck  by  a  ski  boat.  In  July  1994,  a 
25-year-old  man.  who  was  riding  without  wearing  a  personal 
flotation  device,  drowned  when  his  PWC  hit  a  sandbar  and  he 
was  ejected.  In  August  1994.  a  14-year-old  boy  died  of  head 
injuries  after  his  PWC  struck  a  bulkhead  on  a  creek  in  Dare 
County.  On  the  Fourth  of  July.  1995.  an  18-year-old  man  from 
Charlotte  died  of  massive  chest  injuries  when  the  PWC  he  was 
driving  swerved  in  front  of  another  PWC  which  struck  him  in 
the  chest.  In  September  1995.  a  67-year-old  was  killed  in  a 
collision  with  another  PWC  on  Badin  Lake. 

As  elsewhere,  the  leading  type  of  incident  involving  PWCs 
in  North  Carolina  is  collision  with  other  boats  (65%  of  all 
incidents).  According  to  the  NC  Wildlife  Commission,  most  of 
these  collisions  are  due  to  operator  inexperience,  operator 
inattention,  or  excessive  speed.'  Injuries  and  fatalities  associ- 
ated with  PWC  use  may  reflect  the  fact  that  most  operators  are 
first-time  boaters,  unaware  of  the  dangers  of  unsafe  operation 
or  of  the  "rules  of  the  road."  In  Florida,  nearly  80%  of  all  PWC- 
associated  fatalities  involve  PWC  operators  who  have  no  for- 
mal boating  training,  and  46%  of  all  PWC  collisions  involve 
operators  with  less  than  20  hours  of  total  boating  experience.' 


Current  Legislation  in  North  Carolina 

North  Carolina,  which  is  sixth  in  the  nation  in  total  PWC  sales 
(4700  units  sold  in  1 994 )  and  has  more  than  26,000  PWCs  in  use 
on  its  waters,-  needs  to  take  a  closer  look  at  how  to  prevent 
injuries  and  deaths  associated  with  the  use  of  personal  water- 
craft.  Current  laws  (Table  1,  next  page)  are  insufficient  to 
address  this  serious  problem. 


rn  Fatalities 

Injuries  x  10 
Q  PWCs  in  Collisions  x  10 
■  PWCs  in  Use  X  1,000 


1987  1988  1989  1990  1991  1992  1993  1994  1995 


Fig  1:  PWC  use,  collisions,  injuries,  and  fatalities  have  grown  dramatically  since 
1 987.  The  1 995  data  are  unpublished;  preliminary  data  from  the  US  Coast  Guard. 


Many  other  states  and  even  local  North  Carolina  townships 
do  more  to  ensure  safer  waters.  In  Maryland,  anyone  bom  after 
1 972  must  have  a  boating  safety  certificate  before  operating  any 
watercraft,  and  operators  of  a  PWC  must  be  16  years  or  older.' 
In  New  Jersey,  all  PWC  operators  must  carry  certificates 
showing  that  they  have  passed  a  state-mandated  boater  educa- 
tion course  or  test.  Also  in  New  Jersey,  the  legal  boating  age  has 
been  raised  to  16,  and  several  boating  offenses  have  been 
upgraded  to  make  them  comparable  to  motor  vehicle  offenses.'" 
In  Florida,  it  is  illegal  for  anyone  younger  than  14  to  operate  a 
PWC."  In  South  Carolina,  recently  enacted  House  Bill  3320 
restricts  time  of  PWC  operation,  requires  boat  safety  training 
for  PWC  operators  under  age  16.  prohibits  towing  without  a 
mirror,  establishes  maximum  speeds  when  operating  PWCs  in 
close  proximity  to  other  objects,  and  prohibits  wake  jumping. '- 

Recently,  about  100  representatives  from  25  coastal  com- 
munities in  North  Carolina,  including  Emerald  Isle.  Atlantic 
Beach,  Indian  Beach,  Cape  Carteret,  and  Morehead  City,  met  to 
discuss  PWC  issues  at  the  second  annual  Coastal  Municipali- 
ties meeting.  The  group  concluded  that  statewide  legislation  to 
more  strictly  regulate  PWCs  is  needed  to  decrease  a  "rash  of 
accidents"  related  to  their  use.'' 

Not  all  municipalities  are  waiting  on  the  General  Assem- 
bly. Emerald  Isle  has  enacted  regulations  but  they  are  unen- 
forceable because  the  town  has  no  law  enforcement  boat  or 
enough  personnel  to  administer  the  law."  Other  North  Carolina 
municipalities  have  enacted  similar  local  laws.  It  is  encourag- 
ing that  local  governments  are  taking  a  stand,  but  there  are 
problems  in  relying  on  locals  laws.  Variability  in  statutes  from 
town  to  town  confuse  the  public  such  as  visitors  who  are 
familiar  only  with  the  laws  of  their  home  jurisdiction.  Also, 
many  bodies  of  water  used  by  PWC  operators  cross  local 
jurisdictional  lines.  A  person  on  a  PWC  may  unknowingly 
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become  a  law  breaker  simply  by  traveling  into  a  new  jurisdic- 
tion. The  solution  is  statewide  legislation  like  that  for  highway 
travel.  We  need  PWC  regulations  that  are  the  same  across  North 
Carolina. 


New  State  Legislation 

To  circumvent  the  rising  tide  of  trauma  associated  with  the  use 
of  PWCs,  new  state  laws  with  multiple  provisions  should  be 
enacted  (Table  2,  below).  In  the  following  sections,  we  discuss 
the  proposed  requirements. 

Minimum  age.  Currently  in  North  Carolina,  unsupervised 
drivers  of  motorized  vehicles  on  state  roadways  must  be  at  least 
16  years  old.  Considering  the  hazards  posed  by  inexperienced 
drivers,  this  is  a  very  reasonable  law.  Few  pedestrians  would 
feel  safe  if  they  were  forced  to  dodge  cars  driven  by  1 2-year- 
olds.  Similarly,  people  feel  insecure  swimming  and  playing  in 
a  body  of  water  overrun  by  children  driving  PWCs  at  speeds  in 
excess  of  60  mph.  There  are  no  statistics  indexing  the  age  of 
PWC  operators  to  the  frequency  of  PWC  collisions,  but  expe- 
rience with  motor  vehicles  suggests  that  younger  drivers  are 
more  likely  to  operate  vehicles  in  an  unsafe  manner  and  to  have 
more  crashes  and  injuries. '"•  Restricting  the  age  of  PWC  opera- 
tors to  a  more  mature  group  will  increase  safety. 

Mandatory  licensing.  In  addition  to  requiring  that  PWC  opera- 
tors be  aged  16  or  older,  new  legislation  should  mandate 
licensing  for  PWC  operation.  The  experience  with  motorcycles 
shows  the  value  of  this.  Nationwide,  the  licensing  of  motor- 
cycle operators  cut  collisions  from  169,685  in  1985  to  77,227 
in  1994.  Even  more  striking  was  the  drop  in  motorcycle  colli- 
sion fatalities  from  4584  to  2132."  We 
suspect  that  the  growing  number  of  PWC- 
associated  collisions,  fatalities,  and  inju- 
ries could  be  decreased  similarly  by  li- 
censing PWC  operators. 

Many  of  those  who  sell  or  rent  PWCs 
may  oppose  mandatory  licensing,  but  the 
license  requirement  will  ensure  that  PWC 
operators  understand  the  rules  of  the 
waterways.  There  is  no  other  way  to 
ensure  that  PWC  operators  are  aware  of 
safety  issues  unique  to  PWCs. 


craft.  Mirrors  give  PWC  drivers  a  direct  line  of  sight  to  the  vul- 
nerable skier.  Second,  there  should  be  maximum,  "no-wake," 
speed  limits  for  PWCs  operated  in  proximity  to  swimmers  and 
other  objects.  This  would  lessen  the  likelihood  of  collisions  and 
injuries.  Lastly,  we  should  outlaw  "wake  jumping" — the  prac- 
tice of  PWCs  crossing  close  behind  moving  boats. 

Penalties.  As  with  any  regulations,  penalties  must  be  in  place 
to  promote  compliance  with  PWC  laws.  Verbal  warnings 
should  be  used  sparingly  since  few  people  will  bother  getting  a 
license  if  their  biggest  risk  is  a  finger-pointing.  Instead,  sizable 
fines  should  be  levied  for  initial  violations  of  PWC  regulations. 
In  addition,  repeat  offenders  should  have  their  PWC  operating 
privileges  terminated,  and  more  severe  penalties  mandated  for 
PWC  operators  found  guilty  of  "driving"  under  the  influence  of 
alcohol. 

More  than  regulation.  Enacting  the  proposed  provisions  into 
law  would  be  a  first  step  in  making  the  waters  of  North  Carolina 
safer  for  its  people.  But  new  regulations  are  only  part  of  the 
solution.  We  need  personnel  to  administer  and  enforce  the 
proposed  PWC  regulations.  As  part  of  a  PWC  bill,  legislators 
should  appropriate  funds  to  substantially  increase  the  size  of  the 
NC  Wildlife  Commission  administration  and  enforcement  staff. 


Conclusion 

Use  of  personal  watercraft  has  led  to  death  and  injury  of  PWC 
operators,  passengers,  and  bystanders.  The  unsafe  use  of  PWCs 
is  a  problem  for  anyone  who  desires  to  enjoy  North  Carolina's 
recreational  waters.  Personal  watercraft  can  be  as  hazardous  as 
automobiles  and  motorcycles,  and  should  be  subjected  to  simi- 


Table  1.  A  summary  of  existing  North  Carolina  law  related  to  PWC  use^° 

1 .  It  is  illegal  to  operate  a  PWC  one  hour  before  sunrise  or  one  hour  after  sunset; 

2.  A  PWC  may  not  be  used  in  a  reckless  manner; 

3.  A  personal  flotation  device  must  be  worn  at  all  times  while  operating  a  PWC. 

4.  All  boating  regulations  apply  to  PWC  operators. 


Additional  restrictions.  Other  require- 
ments would  protect  the  public  and  PWC 
users  from  dangers  associated  with  PWC 
operation.  First,  towing  people  behind  a 
PWC  should  be  restricted  to  PWCs  that 
are  equipped  with  towing  mirrors.  Ski 
boats  can  can-y  an  observer  to  communi- 
cate between  driver  and  skier,  but  PWCs 
have  no  observer  to  face  the  rear  of  the 


Table  2.  Proposals  for  statewide  regulation  of  PWC  use 


1.  Establish  16  years  as  the  minimum  age  to  operate  a  PWC.  This  age 
requirement  is  consistent  with  the  recommendations  of  the  Personal  Water- 
craft  Industry  Association.''' 

2.  Make  sure  PWC  operators  are  aware  of  the  dangers  involved  with  these  high 
speed  machines  and  the  state  laws  regulating  their  use,  by  mandatory 
licensing  of  all  PWC  operators. 

3.  Enact  multiple  new  restrictions  on  PWC  use. 

4.  The  new  legislation  should  provide  penalties  in  order  to  ensure  compliance 
with  the  new  regulations. 

5.  Allow  no  exemptions  for  those  who  live  out  of  state  or  who  rent  the  vehicles. 
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lar  regulations.  To  accomplish  this,  we  recommend  that  state- 
wide legislation  be  enacted  to  require  that  PWC  operators  be  of 
a  minimum  age,  obtain  a  license,  and  obey  the  rules  of  the 


waterways.  Such  legislation  would  help  curb  the  evolving 
epidemic  of  PWC-associated  deaths  and  injuries  and  keep  the 
waters  of  North  Carolina  safe  and  fun.     □ 
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PRACTICE       PERSPECTIVES 


The  History  and  Future 
of  Emergency  Medicine 


John  A.  Marx,  MD 


Television  programs  such  as  911,  ER,  and  Chicago  Hope  have 
portrayed,  even  romanticized,  the  field  of  emergency  medicine. 
At  the  same  time,  various  health  care  reformers,  emphasizing 
cost  efficiency,  have  vilified  emergency  departments  (EDs)  as 
sinkholes  for  health  care  dollars.'  These  divergent  perceptions 
demonstrate  considerable  misunderstanding  of  the  field,  both 
inside  and  outside  the  house  of  medicine.  It  may  be  valuable, 
then,  to  study  the  past,  appraise  the  current  status  of,  and 
contemplate  the  major  clinical  and  academic  issues  that  face 
emergency  medicine. 


Evolution  of  a  New  Specialty 

The  history  of  emergency  medicine  in  the  United  States  is 
relatively  brief.  It  began  in  this  country  after  World  War  II  in 
response  to  epidemiologic,  health  care,  and  ultimately  eco- 
nomic forces.  The  baby  boom  era  greatly  increased  the  popula- 
tion and  led  to  urban  sprawl.  House  calls  by  physicians  became 
increasingly  burdensome  and  fiscally  improvident.  Primary 
care  doctors,  saddled  with  busy  office  practices,  began  to  triage 
patients  away  from  the  office  directly  to  hospital  care.  Coinci- 
dentally,  federal  and  third-party  insurers  were  more  like-ly  to 
pay  for  hospital-based  services  than  for  those  provided  at  home 
or  in  the  office.  Finally,  the  proportion  of  specialists  rose. 

Specialty  certification  began  with  the  Board  of  Ophthal- 
mology and  then  the  Board  of  Surgery  before  World  War  II.  but 
the  concept  of  specialty  certification  truly  blossomed  after  the 
war,  when  specialization  became  a  "necessary"  part  of  training. 
The  combination  of  vanishing  house  calls,  increasing  numbers 
of  indigent  patients,  an  accent  on  specialty  training,  obstructed 
access  to  primary  care,  and  economic  support  for  hospital- 
based  services  compelled  patients  to  flock  to  hospitals  for  care. 


Hospitals  began  to  transform  themselves  into  centers  where 
actual  life-sustaining  care  could  be  provided.  Coronary  care 
units  were  developed  by  Pantridge  in  Ireland  in  1969  and  soon 
thereafter  in  the  US.-  Sophisticated  diagnostic  equipment  such 
as  computed  tomographic  scans  and  cardiac  monitoring  en- 
abled emergency  intervention.  In  addition,  wartime  experience 
in  Korea  and  Vietnam  demonstrated  the  promise  of  prehospital 
care  and  trauma  management  to  US  hospital  systems.^ 

Unfortunately,  prehospital  and  emergency  care  were  virtu- 
ally nonexistent.  "Emergency  rooms"  were  poorly  equipped, 
inadequately  staffed,  and  largely  unsupervised.  Often  there  was 
a  single  room  with  one  nurse  and  a  physician  on-call  from  a 
distant  site.  In  teaching  hospitals,  emergency  care  was  left  to 
junior  house  officers  or  even  unsupervised  interns;  faculty  were 
virtually  absent.  In  nonteaching  hospitals,  emergency  care  was 
delegated  to  disaffected  members  of  the  medical  staff,  irrespec- 
tive of  their  discipline,  level  of  training,  or  experience.  Foreign 
medical  graduates,  impaired  physicians,  and  those  disenchanted 
with  previous  practice — largely,  individuals  without  experi- 
ence or  those  who  could  not  find  work  elsewhere — were  placed 
in  the  ED.  Meanwhile,  the  number  of  patients  seen  in  emer- 
gency departments  rose  367%  during  1955  to  1971.'*  Under- 
standably, physicians  and  hospitals  struggled  to  find  ways  to 
improve  the  staffing  of  the  emergency  department. 

In  1961.  four  physicians  in  Alexandria,  Va.,  voluntarily 
left  their  office  practices  to  form  the  first  group  exclusively 
providing  full-time  care  in  an  emergency  department.  This 
staffing  concept,  created  by  Dr.  James  D.  Mills,  Jr..  became 
known  as  the  "Alexandria  Plan."  Two  similar  designs  were 
established  early  in  the  same  decade  by  physicians  in  Pontiac 
and  Flint,  Mich.  The  next  requisite  step  was  to  define  the  core 
of  knowledge  necessary  to  practice  in  an  ED  and  a  system  by 
which  to  acquire  it. 


Dr.  Marx  is  Chair  and  Chief,  Department  of  Emergency  Medicine,  Carolinas  Medical  Center,  P.O.  Box  32861 ,  Charlotte  28232,  and 
Clinical  Professor  of  Emergency  Medicine,  University  of  North  Carolina.  He  is  also  President ,  Society  for  Academic  Emergency 
Medicine. 
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The  American  College  of  Emergency  Physicians  (ACEP) 
began  as  a  convocation  of  eight  individuals  in  August  1968. 
This  meeting  initiated  the  process  of  education  and  communi- 
cation among  emergency  physicians.  Then  the  first  emergency 
medicine  residency  program  was  established  at  the  University 
of  Cincinnati  in  1970.  By  1975,  there  were  23  approved 
residencies  with  100  residents,  and  two  academic  departments 
of  emergency  medicine.  That  year  the  American  Medical 
Association's  House  of  Delegates  approved  a  permanent  sec- 
tion on  emergency  medicine  and  accepted  standards  for  emer- 
gency medicine  residencies.  In  1979,  the  American  Board  of 
Medical  Specialties  (ARMS)  approved  the  American  Board  of 
Emergency  Medicine  as  a  conjoined  modified  board,  making  it 
the  23rd  official  medical  specialty.  Certification  examinations 
began  the  following  year.  In  1982,  special  requirements  for 
emergency  medicine  residency  training  programs  were  ap- 
proved by  the  Accreditation  Council  for  Graduate  Medical 
Education,  and  in  1989,  primary  board  status  was  granted  by  the 
ABMS .  Since  1 992,  three  subspecialties  have  developed  within 
the  field:  pediatric  emergency  medicine,  medical  toxicology, 
and  sports  medicine. 

Milestones  in  the  maturation  of  emergency  medicine  as  a 
clinical  specialty  began  with  the  influential  1966  report  of  the 
National  Academy  of  Sciences  titled  Accidental  Death  and 
Disability:  The  Neglected  Disease  of  Modem  Society.^  This  led 
to  the  Highway  Safety  Act,  which  required  states  to  develop 
regional  emergency  medical  service  systems  (EMS)  (see  Bailey, 
page  238,  and  Baker,  page  245).  In  1968,  the  American  Tele- 
phone and  Telegraph  Company  began  to  offer  91 1  emergency 
service.  In  1971,  the  EMS  Commission  published  Categoriza- 
tion of  Hospital  Emergency  Capabilities^  to  assist  hospitals  in 
measuring  their  capacity  to  provide  effective  emergency  care. 
And  in  1973,  the  Emergency  Medical  Services  Act  started 
disbursing  funds  for  comprehensive  regional  emergency  care 
systems. 

In  the  1980s,  emergency  medicine  became  one  of  the 
fastest  growing  specialties  as  EDs,  especially  in  large  cities, 
became  overcrowded  with  indigent  patients.  In  1 98 1 ,  the  assas- 
sination attempt  on  President  Reagan  thrust  emergency  medi- 
cine into  the  spotlight.  In  1985,  the  National  Research  Council 
published  Injury  in  Anwrica:  A  Continuing  Public  Health 
Problem^  which  highlighted  the  need  for  integrated  prehospi- 
tal, emergency,  and  inhospital  trauma  care. 

In  1 986,  Congress  passed  the  Consolidated  Omnibus  Bud- 
get Reconciliation  Act  (COBRA).  This  legislation  contained 
the  Emergency  Medical  Treatment  and  Labor  Act,  an  "anti- 
dumping" statute.  It  required  that  all  patients  presenting  to 
emergency  departments  receive  a  medical  screening  examina- 
tion and  necessary  stabilizing  care  without  regard  to  their 
ability  to  pay  (see  Bitterman,  page  260).  This  legislation  (and 
the  revised  version  in  force  today)  has  made  emergency  medi- 
cine the  safety  net  for  the  disenfranchised  segment  of  our 
population.  To  paraphrase  William  F.  Buckley,  it  established 
the  emergency  department  as  the  single  point  of  universal 
access  to  health  care  in  America. 


The  State  of  the  Specialty 

The  annual  number  of  visits  to  EDs  in  this  country  has  increased 
virtually  without  interruption  since  the  1950s.  There  was  a 
small  decline  in  1995,  but  numbers  rose  again  in  1996  to  a  level 
of  just  under  1 00  million  patients.  A  significant  number  of  these 
patients  represent  the  more  than  4 1  million  uninsured  in  the  US , 
and  there  is  increasing  use  of  EDs  by  the  uninsured,  underinsured, 
children,  and  the  elderly. 

There  are  approximately  5,000  EDs  in  the  US,  and  25,000 
physicians  practice  there.  Currently,  more  than  2700  residents 
are  enrolled  in  118  accredited  emergency  medicine  training 
programs;  and  each  year,  these  graduate  some  800  physicians 
who  become  eligible  for  certification  as  emergency  medicine 
specialists.*  For  more  than  a  decade,  emergency  medicine  has 
been  one  of  the  most  competitive  residencies  for  medical 
student  applicants.  ACEP,  which  began  with  eight  physicians 
in  1968  now  boasts  nearly  20.000  members.  In  addition,  there 
are  more  than  4000  members  of  the  Society  for  Academic 
Emergency  Medicine,  the  discipline's  primary  academic  orga- 
nization. The  nation's  academic  medical  centers  now  have  50 
departments  of  emergency  medicine,  plus  more  than  20  divi- 
sions and  sections.  Four  peer-reviewed  journals  publish  re- 
search in  emergency  medicine  and  there  is  a  multitude  of 
textbooks,  journals,  and  other  publications  devoted  to  the 
subject. 


The  Future:  Threats  and  Opportunities 

Every  specialty  feels  the  pressures  of  managed  care,  rapidly 
advancing  technology  in  diagnostics  and  communications,  the 
shift  from  specialism  to  generalism,  massive  reconfigurations 
and  amalgamations  of  hospitals  and  academic  systems  and,  of 
course,  the  shrinking  health  care  dollar. 

Economic  pressures .  Early  in  this  decade,  health  care  reform 
and  the  advent  of  managed  care  led  to  EDs  being  cited  as  an 
often  unnecessary  expense.  This  notion  may  have  originated  in 
the  cost-accounting  and  cost-shifting  that  began  with  the  rise  of 
Medicare  and  Blue  Cross  overhead  matrices  in  the  1960s  and 
1970s.  This  led  to  the  popular  misconception  that  EDs  have 
been  high  cost  when,  in  fact,  they  have  been  high  charge.^ 
Today,  ED  charges  are.  in  large  part,  used  to  assure  the  24-hour 
availability  of  staff  and  equipment;  to  only  a  small  degree  can 
charges  be  ascribed  to  the  practice  of  cost-shifting. 

In  reality.  EDs  account  for  less  than  2%  of  US  health  care 
costs.  It  is  true  that  many  ED  visits  are  prompted  by  problems 
that  are  urgent  rather  than  emergent,  but  Williams,  et  al  have 
shown  that  the  average  cost  for  such  ED  visits  is  comparable  to 
that  in  private  physician  offices.'"  Recent  evidence  indicates 
that  the  ED  is  not  overused  and  that  cost-shifting  from  unin- 
sured patients  is  minimal  (because  these  patients  account  for 
only  12%  of  ED  costs  and  87f  of  ED  admissions;  they  pay  for 
47%  of  such  costs  themselves").  Indeed,  restricting  ED  use 
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could  disproportionately  burden  minorities  and  the  poor  who 
often  rely  on  the  ED  for  care.  Furthermore,  the  process  of 
creating  and  operating  clinics  at  off-hours  can  be  more  costly 
than  EDs  are.  Uwe  Reinhardt,  professor  of  Economics  and 
Public  Affairs  at  Princeton,  contends  that  "Nonemergency 
utilization  of  the  emergency  department  requires  the  same 
resources  that  would  be  utilized  in  an  office  setting.  The 
incremental  societal  costs  of  using  the  emergency  department 
for  primary  care  is  actually  cheaper  than  the  incremental  cost  of 
building  a  new  clinic  facility  to  render  care  to  these  patients  who 
were  being  turned  away  from  the  emergency  department. "'- 

Retrospective  denials  (by  managed  care  companies  and 
other  insurers)  of  claims  for  ED  care  have  led  to  so  called 
"prudent  layperson"  legislation  in  several  states  and  ongoing 
consideration  at  the  federal  level.  This  legislation  protects 
patients  from  denial  of  payment  for  assessment  of  illness  or 
injury  which  a  reasonable  (prudent )  person  believes  would  lead 
to  severe  or  permanent  morbidity  if  not  attended  to  immedi- 
ately. Payment  is  rendered  irrespective  of  the  ultimate  diagno- 
sis. Similar  laws  ensure  coverage  of  medical  screening  exami- 
nations and  stabilization  measures.  These  consumer  protection 
laws  are  aimed  largely  at  man- 
aged care  operatives  and  stress 
the  importance  of  communi- 
cation and  flexibility  among 
emergency  physicians,  pa- 
tients, and  insurers.  (Also  see 
Bitterman,  page  260). 


"...intervention  regarcjing  domestic 

violence,  and  substance  and  alcohol 

abuse  are  meaningful  societal  missions 

in  today's  and  tomorrow's  EDs." 


Clinical  and  Academic  Emergency  Medicine 

In  1994,  the  Josiah  Macy,  Jr.,  Foundation,  a  highly  regarded 
private  philanthropy  dedicated  to  improving  the  health  of 
individuals  and  the  public,  convened  a  gathering  of  leaders 
from  emergency  medicine,  other  medical  specialties,  govern- 
ment, public  health,  and  health  care  advocacy  groups  to  look  at 
workforce  needs. "  Among  the  major  conference  directives  was 
the  recommendation  that  access  "to  high-quality  emergency 
medical  care  should  be  available  for  all  persons  who  need  such 
care."  This  was  advanced  in  response  to  the  fact  that  the 
specialty  has  only  had  sufficient  tenure  to  supply  residency- 
trained,  board-certified  emergency  physicians  to  half  the 
country's  available  positions. 

In  1979,  when  certification  in  emergency  medicine  began, 
ABEM  chose  not  to  "grandfather"  existing  practitioners,  and  in 
1988,  it  closed  access  to  board  certification  via  a  practice  tract. 
Therefore,  tiie  Macy  Foundation  recommended  that  the  "num- 
ber of  residency  positions  in  emergency  medicine  should  not  be 
reduced  as  planning  for  health  care  reform  proceeds."  How- 
ever, the  physician  oversupply  that  now  exists  in  other  special- 
ties has  stirred  fear  in  some  for  emergency  medicine .  As  a  result, 
two  long-range  workforce  projection  studies  are  in  progress. 

A  third,  and  perhaps  the  most  contentious,  recommenda- 
tion of  the  Macy  Foundation  was  that  "emergency  departments 


should  be  classified  in  a  manner  to  reflect  the  level  of  care 
available  for  emergency  patients  and  indicate  whether  or  not  the 
facilities  are  adequate  and  whether  appropriately  qualified  and 
credentialed  emergency  physicians  are  available  24  hours  a 
day."  A  task  force  of  the  Society  for  Academic  Emergency 
Medicine  proposes  that  categorization  be  restricted  at  first  to 
hospitals  with  the  highest  level  of  care  competency.  Even  this 
first  step  is  likely  to  engender  dispute,  though,  so  collaboration 
will  be  sought  with  ACEP,  and  the  Joint  Commission  on  the 
Accreditation  of  Healthcare  Organizations,  and  others.  Provid- 
ing this  type  of  information  to  the  patient  is  both  laudable  and 
entirely  consistent  with  consumer  advocacy  in  other  areas. '■' 

Various  economic  influences  have  tilted  the  balance  from 
the  inpatient  to  the  outpatient  setting.  As  a  result,  there  is 
increasing  emphasis  on  the  use  of  short-term  observation  units 
such  as  chest  pain  evaluation  centers.  It  is  likely,  too,  that  mid- 
level  providers  will  play  an  ever-larger  role  in  EDs  in  the 
future.'''  In  addition,  EMS  systems  are  being  asked  to  provide 
an  increasing  breadth  and  depth  of  care.  Telemedicine  and 
cellular  transmission  technology  allow  the  emergency  physi- 
cian to  be  extended  from  the  emergency  department  to  the  field. 

This  should  permit  more  ef- 
fective triage  of  patients  to 
appropriate  hospitals,  more 
rapid  implementation  of  key 
diagnostic  and  therapeutic 
measures,  and  even  that  the 
entirety  of  patient  care  be  pro- 

vided  in  the  patient's  home. 

Preventive  care,  injury  con- 
trol programs,  and  intervention  regarding  domestic  violence, 
and  substance  and  alcohol  abuse  are  meaningful  societal  mis- 
sions in  today's  and  tomorrow's  EDs.  They  should  prove  to  be 
cost-effective  as  well."' 


Conclusion 

At  a  presentation  to  the  Association  of  American  Medical 
Colleges  on  May  4,  1993,  emergency  medicine  was  defined  as 
a  specialty  that  "encompasses  the  immediate  decisionmaking 
and  action  necessary  to  prevent  death  or  any  further  disability 
for  patients  in  health  crises.  Emergency  medicine  is  practiced  as 
a  patient-demanded  and  continuously  accessible  care.  It  is  the 
time-dependent  process  of  initial  recognition,  stabilization, 
evaluation,  treatment  and  disposition.  The  patient  population  is 
unrestricted  and  presents  with  a  full  spectrum  of  episodic, 
undifferentiated  physical  and  behavioral  conditions." 

Emergency  medicine  indeed  has  a  unique  biology,  with  an 
attendant  knowledge  base  and  skills  obtainable  through  formal 
education,  training,  and  certification.'"  Perhaps  its  purpose  is 
made  most  poignantly  clear  by  considering  that  the  entryway 
into  the  medical  system  for  life-threatening  injury  and  illness, 
as  well  as  many  other  unscheduled  needs  is  through  the  emer- 
gency department,  a  portal  of  universal  access.     □ 
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ACUTE      CARE      ADVANCEMENTS 


Emergency  Medical  Services  for 
North  Carolina's  Children 

Robert  W.  Schafermeyer,  MD,  and  Karen  Frush,  MD 


Emergency  Medical  Services  for  Children  (EMS-C)  is  a  pro- 
gram developed  to  ensure  high-quality  emergency  health  care 
for  children.  It  is  not  separate  from  the  EMS  system,  but  serves 
as  a  resource  for  state  education  and  training,  and  a  resource  for 
regulations  on  emergency  health  care  needs  for  children. 

During  the  1960s,  civilian,  medical,  and  surgical  commu- 
nities began  to  apply  the  experience  of  recent  wars  in  develop- 
ing an  organized  EMS  system.  The  Highway  Safety  Act  of  1 966 
allowed  localities  to  develop  EMS  programs.  The  Emergency 
Medical  Services  System  Act  of  1973  provided  additional 
funding  and  stimulated  further  development  of  the  system.  At 
first,  efforts  were  devoted  to  rapid  intervention  for  cardiac 
arrest  and  transport  for  motor  vehicle  crash  victims.  Then,  in  the 
early  1980s,  prehospital  trauma  care  was  improved  by  increas- 
ing medical  direction  from  emergency  physicians,  increasing 
education  and  certification  of  prehospital  providers,  and  desig- 
nating state  trauma  centers. 

EMS-C  was  bom  in  1 984  when  Senators  Daniel  Inouye  (D- 
Hawaii)  and  Orrin  Hatch  (R-Utah)  recognized  that  children,  the 
great  resource  of  society,  deserved  the  same  high-quality  emer- 
gency health  care  that  adults  received.  They  convinced  other 
senators  and  representatives  of  the  need  to  educate  health  care 
providers  in  the  management  of  acute  childhood  emergencies, 
and  to  ensure  that  the  EMS  system  met  the  special  needs  of  ill 
or  injured  children.  Emergency  physicians,  recognizing  the 
limited  pediatric  training  and  experience  of  prehospital  provid- 
ers, developed  special  education  programs  to  improve  the 
ability  of  emergency  nurses  and  physicians  to  treat  critically  ill 
and  injured  children. 

The  federal  EMS-C  program  has  been  in  place  for  1 2  years. 
By  directing  special  federal  funds,  it  has  greatly  improved  the 
training  and  education  of  prehospital  and  hospital  professionals 
in  pediatric  emergency  health  care.  Senator  Inouye' s  program 
began  with  funding  to  four  states.  Today,  more  than  40  states 
have  received  grants  to  develop  education  programs,  improve 

Dr.  Schafermeyer  is  Associate  Chairman,  Department  of  Emer- 
gency Medicine,  Carolinas  Medical  Center,  P.O.  Box  32861, 
Charlotte  28232.  Dr.  Frush  is  Assistant  Clinical  Professor, 
Departmentof  Pediatrics,  and  Attending  Physician,  Department 
of  Emergency  Medicine,  Duke  Medical  Center,  Durham. 


availability  of  care,  provide  public  education  on  injury  preven- 
tion, and  provide  medical  equipment  specific  to  the  needs  of 
children.  The  federal  program  is  administered  by  the  Maternal 
and  Child  Health  Bureau  (MCHB)  of  the  Health  Resources  and 
Services  Administration  and  the  National  Highway  Traffic 
Safety  Administration  in  the  Department  of  Transportation. 

The  EMS-C  program  identified  a  philosophical  shortcom- 
ing in  the  scope  of  EMS  delivery.  The  EMS  system  traditionally 
had  focused  on  prehospital  and  emergency  department  care  of 
acute  trauma.  The  federal  EMS-C  program  encouraged  EMS 
systems  to  be  more  inclusive,  to  recognize  a  continuum  of  care 
that  includes  injury  and  illness  prevention,  prehospital  care, 
hospital  care,  rehabilitation,  and  a  return  to  the  home  and 
primary  care  provider. 

In  1993,  the  Institute  of  Medicine  published  a  summary 
report  and  recommendations  on  Emergency  Medical  Services 
for  Children.  The  report  identified  current  problems  and  poten- 
tial solutions,  and  documented  improvements  that  had  been 
implemented  since  the  start  of  the  federal  program  in  1 984.  The 
Maternal  and  Child  Health  Bureau  and  the  Department  of 
Transportation,  working  with  leaders  from  emergency  medi- 
cine and  pediatrics,  developed  a  five-year  plan  to  implement  the 
recommendations  of  the  Institute. 


Pediatric  Emergency  Care  in  North  Carolina 

What  about  pediatric  emergency  care  in  North  Carolina?  In  the 
early  1 980s,  the  Charlotte  Area  Health  Education  Center  ( AHEC ) 
and  the  North  Carolina  Office  of  Emergency  Medical  Services 
(OEMS)  added  pediatric  emergency  care  education  to  their 
ongoing  programs.  This  led  to  a  significant  increase  in  educa- 
tional programs  for  emergency  medical  technicians,  paramed- 
ics, nurses,  and  emergency  physicians.  A  specific  educational 
module  was  incorporated  into  the  initial  and  continuing  educa- 
tion programs  of  the  Mecklenburg  County  EMS.  Emergency 
medicine  residency  programs  in  North  Carolina  expanded  the 
number  of  hours  devoted  to  pediatric  emergency  care.  Ad- 
vanced Pediatric  Life  Support  courses  (covering  initial  man- 
agement of  life-threatening  illnesses  and  injuries,  and  acute 


NCMJ  July/August  1997.  Volume  58  Number  4 


293 


Pre-hospital  Care 


ED  Stabilization 


Injury  Prevention 


IS 


Critical  Care 


Rehabilitation 


Fig  1:  Emergency  Medical  Services  for  Children  spectrum  of  care 
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resuscitation  from  critical  illnesses  and  injuries)  were  offered  to 
paramedics,  nurses,  and  physicians.  The  Emergency  Nurses 
Association  of  North  Carolina  developed  educational  programs 
on  pediatric  care. 

In  1 99 1 ,  Drs.  Amo  Zaritsky  and  Bob  Schafermeyer,  through 
in  the  Pediatric  Critical  Care  Division  at  the  University  of  North 
Carolina  School  of  Medicine,  received  an  EMS-C  grant.  The 
grant  had  four  components,  the  largest  of  which  concerned 
development  of  a  prehospital  and  hospital  pediatric  emergency 
medicine  education  course  (a  16-hour-long  course  covering 
important  diagnostic  and  therapeutic  issues  in  the  management 
of  seriously  ill  and  injured  children).  Instructor  courses  were 
held  across  the  state,  and  instructional  kits  (student  manual, 
instructor  manual,  and  slides)  made  available  through  the 
central  and  regional  offices  of  the  OEMS  and  AHECs.  The  new 
program  complemented,  but  did  not  replace,  nationally  devel- 
oped life  support  courses.  More  than  20  states  have  used  the 
educational  materials  developed  for  this  grant. 

A  second  component  of  the  grant  was  devoted  to  develop- 
ing prehospital  equipment  guidelines,  patient  transfer  guide- 
lines, and  treatment  protocols  for  pediatric  emergency  care. 
These  were  then  published  and  distributed  to  state  EMS  person- 
nel. The  third  component  involved  compilation  of  emergency 
medical  information,  in  collaboration  with  the  Division  of 
Pediatric  Critical  Care  and  the  Injury  Prevention  Research 
Center  in  Chapel  Hill.  The  fourth  component  was  a  regional 
meeting  called  to  share  information  with  surrounding  states. 

After  the  grant  expired,  the  NC  OEMS  incorporated  the 
EMS-C  program  into  its  ongoing  operations.  In  May  1994,  Dr. 


Karen  Frush  was  appointed  to  the  EMS  Advisory  Council  as 
representative  of  the  North  Carolina  Pediatric  Society  and 
EMS-C.  An  EMS-C  Task  Force,  consisting  of  representatives 
from  emergency  medicine,  pediatric  emergency  medicine,  nurs- 
ing, trauma  surgery,  EMS,  and  child  advocacy  groups  across 
the  state,  was  appointed  to  identify  educational  and  operational 
needs  and  to  advise  the  Council  and  the  Secretary  of  Human 
Resources  on  issues  related  to  the  emergency  needs  of  children. 
This  task  force  meets  quarterly  at  the  OEMS. 


Educational  Efforts 

In  October  1995,  the  OEMS  and  EMS-C  Task  Force  received 
an  "Enhancement  Grant"  from  the  federal  EMS-C  program  and 
MCHB.  Such  grants  help  states  that  have  already  received 
federal  funding  develop  a  pediatric  emergency  care  system 
based  on  the  national  EMS-C  spectrum  of  care  (pFigure  1 ).  The 
EMS-C  Task  Force  identified  the  following  priority  needs  for 
the  North  Carolina  program:  1)  the  need  to  integrate  primary 
care  providers  into  EMS-C:  2)  the  need  to  develop  a  strong 
database  describing  pediatric  emergencies  and  pediatric  trauma; 
and  3)  the  need  to  develop  an  injury  prevention  program.  In 
order  to  integrate  primary  care  providers  into  EMS-C,  the 
enhancement  grant  was  used  to  develop  a  workshop  for  pediat- 
ric primary  care  providers  (pediatricians,  family  practitioners, 
nurse  practitioners,  and  physician  assistants)  across  the  state. 
The  workshop  takes  two  forms,  one  offered  to  meetings  of 
primary  care  provider  groups,  the  other  individually  in  offices 
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or  clinics.  Because  of  an  overwhelmingly  positive  response,  the 
course  is  being  implemented  throughout  the  state.  A  "Train- 
the-Trainer"  Conference  was  held  in  Durham  in  March  to 
develop  a  network  of  instructors  to  implement  the  program. 

The  "Office  Preparedness  for  Pediatric  Emergencies" 
Workshop  helps  prepare  an  entire  office  staff  for  pediatric 
emergencies — even  the  receptionist  who  must  recognize  a 
pediatric  emergency  and  contact  EMS  while  health  care  provid- 
ers begin  initial  stabilization.  A  critical  part  of  this  workshop  is 
its  focus  on  improving  the  relationship  between  primary  care 
providers  and  EMS  providers.  It  does  this  by  staging  a  mock 
emergency.  Local  EMS  units  arrive  on  the  scene,  and  once  the 
child  "patient"  is  stabilized,  care  is  transferred  to  EMS.  This 
scenario  demonstrates  the  transfer  of  care  from  one  health  care 
professional  (pediatric  primary  care  provider)  to  another  (para- 
medic). It  also  gives  an  opportunity  to  discuss  the  important  role 
of  EMS  as  members  of  the  pediatric  emergency  care  team,  and 
demonstrates  to  primary  care  providers  the  role  of  EMS. 

The  "Office  Preparedness"  workshop  also  addresses  the 
need  for  primary  care  providers  to  teach  children  and  families 
about  injury  prevention.  In  North  Carolina,  as  in  the  rest  of  the 
US,  trauma  is  the  leading  killer  of  children.  Many  of  these 
injuries  could  be  prevented  through  a  comprehensive  injury 
prevention  program.  Immunization  has  decreased  the  number 
of  childhood  deaths  due  to  disease;  injury  prevention  can 
decrease  the  number  of  childhood  deaths  due  to  injuries.  Young 
children  (and  their  families)  usually  visit  their  primary  care 
providers  regularly  to  receive  immunizations.  These  children 
can  benefit  from  injury  prevention  teaching. 


Injury  Prevention  Through  "Risk  Watch" 

On  the  other  hand,  children  often  do  not  have  consistent  contact 
with  primary  care  providers  after  they  reach  school  age.  For  this 
reason,  an  injury  prevention  project  targeted  directly  at  school 
children  was  identified  as  a  priority  by  the  NC  EMS-C  Task 
Force.  With  financial  support  from  the  Duke  Endowment,  NC 
EMS-C,  working  with  the  National  Fire  Protection  Association 
and  Lowe's  Home  Safety  Council,  has  developed  an  injury 
prevention  curriculum  ("Risk  Watch")  for  schoolchildren.  Risk 
Watch  is  an  experiential,  action-packed  curriculum.  It  was 
carefully  designed  to  provide  children  and  families  with  age- 
appropriate  information  that  will  lead  them  to  make  good  safety 
choices.  A  national  task  force  of  injury  prevention  experts 
oversaw  the  development  of  the  curriculum,  which  was  pilot 
tested  in  North  Carolina.  The  curriculum  was  introduced  to 
teachers  in  Durham  and  Pitt  counties  at  training  ses'sions  held  in 
fall  1 996.  The  first  field  test  was  completed  in  December  1 996, 
and  response  from  teachers,  students,  and  parents  was  over- 
whelmingly positive.  A  second  field  test  took  place  in  the 
Winston-Salem  area  in  spring  1997.  After  final  analysis  and 
revision,  the  program  will  distributed  nationally  in  1998. 

The  Duke  Endowment  is  committed  to  the  implementation 
of  Risk  Watch  in  every  county  throughout  North  and  South 


Carolina.  The  Endowment  also  provided  funds  to  evaluate  Risk 
Watch.  Researchers  at  East  Carolina  University  are  working 
with  researchers  from  Interwest  (in  Oregon)  to  develop  evalu- 
ation tools  and  to  complete  a  comprehensive  analysis  of  the 
Risk  Watch  program. 

Another  important  contribution  of  NC  EMS-C  is  the  "com- 
munity resource  group"  that  helps  teachers  deliver  safety  mes- 
sages to  children.  This  program  brings  paramedics,  firefighters, 
physicians,  nurses,  and  community  child  advocates  into  class- 
rooms to  help  teachers  deliver  Risk  Watch  messages.  Many 
volunteers  have  helped,  not  only  by  providing  support  for 
schools,  but  also  by  offering  themselves  as  positive  role  models 
for  our  children. 


Education  and  the  Future  of  EMS-C 

The  new  educational  programs  and  community  activities  de- 
voted to  the  spectrum  of  care  encompassed  by  EMS-C  (Figure 
1 )  recognize  the  importance  of  prehospital  care  and  a  high  level 
of  training  for  EMS  providers.  The  pediatric  prehospital  train- 
ing course  developed  with  initial  EMS-C  funds  has  been 
revised  and  updated;  the  new  version  will  be  offered  this  year 
at  the  annual  "Emergency  Medicine  Today"  conference.  EMS- 
C  is  committed  to  securing  funds  to  continue  this  course.  Its  cost 
is  significant,  but  it  is  important  to  remember  that  a  large 
number  of  NC  EMTs  are  volunteers,  and  even  paid  providers 
have  limited  access  to  continuing  education  funds.  Dr. 
Schafermeyer  has  led  efforts  to  establish  an  EMS-C  Educa- 
tional Foundation  to  raise  funds  for  long-term  support  of  EMS- 
C  educational  programs  in  pediatric  emergency  care. 

The  pediatric  emergency  care  system  continues  to  develop 
in  North  Carolina,  including  a  regional  EMS-C  network.  With 
a  continuing  education  grant  from  MCHB.  North  Carolina 
hosted  the  first  Southeast  Regional  EMS-C  Conference  in 
March  at  the  Washington  Duke  Inn  in  Durham.  The  conference 
covered  EMS,  EMS-C,  and  MCH  in  North  Carolina,  South 
Carolina.  Georgia.  Kentucky,  Florida.  Tennessee.  Alabama, 
and  Mississippi.  Leaders  from  these  states  will  convene  later 
this  year  to  discuss  common  concerns  about  the  emergency  care 
of  children,  to  develop  collaborative  programs  and  research 
activities,  to  share  resources  (preventing  duplication  of  effort), 
and  to  develop  strategies  to  form  a  strong  EMS-C  network  in 
our  region.  Future  conferences  are  planned  for  Florida  in 
January  1998,  and  in  Tennessee  in  spring  1999. 

The  activities  begun  by  NC  EMS-C  (and  outlined  above) 
represent  the  beginnings  of  a  comprehensive  pediatric  emer- 
gency care  system  for  our  state.  We  have  made  a  lot  of  progress. 
We  have  a  network  of  health  care  providers  who  are  committed 
to  working  together  to  improve  the  emergency  care  of  children. 
Still  waiting  to  be  addressed  are  issues  such  as  regionalization 
of  care,  critical  care  and  transport,  rehabilitation,  and  the  effects 
of  managed  care  on  the  emergency  medical  services  system. 
We  sincerely  believe  that  by  strengthening  EMS-C  we  are 
strengthening  the  entire  EMS  system  in  North  Carolina.     □ 
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ACUTE      CARE      ADVANCEMENTS 


Research  in  Emergency  Medicine 


James  E.  Manning,  MD 


The  field  of  emergency  medicine  arose  in  response  to  the  need 
for  better  care  for  patients  with  emergent  problems.  So,  too, 
emergency  medicine  research  has  evolved  to  provide  insight 
and  improvements  in  caring  for  acutely  ill  and  injured  patients. 
Most  otherfields  of  medical  research  are  defined  by  association 
with  a  physiological  system  (e.g.,  neurology),  disease  process 
(e.g.,  infectious  disease),  patient  population  (e.g.,  pediatrics), 
or  therapy  (e.g.,  surgery),  but  emergency  medicine  overlaps 
with  virtually  every  other  specialty.  The  distinction  is  that 
emergency  medicine  research  focuses  on  the  acute  care  phase 
of  medical  illness  and  injury. 

Research  in  emergency  medicine  seeks  to  advance  our 
knowledge  of  acute  pathophysiological  processes,  diagnostic 
evaluation,  and  therapeutic  interventions.  Laboratory  studies 
focus  on  better  understanding  of  the  pathophysiology  of  acute 
disease  processes  and  on  developing  new  therapies  applicable 
to  both  the  emergency  department  and  prehospital  care  settings; 
clinical  research  investigates  the  often  acutely  different  aspects 
of  medical  care  in  the  emergency  department  compared  to 
office-based  or  hospital  settings.  These  aspects  of  acute  care  are 
of  interest  to  all  other  medical  specialties,  and  researchers  in 
emergency  medicine  see  this  intertwining  of  interests  as  a  rich 
opportunity  for  collaboration.  Emergency  medicine  research- 
ers bring  the  perspective  of  dedicated  acute  care  practitioners  to 
interdisciplinary  research  efforts. 

Since  emergency  medicine  (EM)  emerged  as  a  specialty 
only  in  the  1970s,  research  in  the  field  is  relatively  young.  Fully 
developed  research  programs  staffed  by  established  and  expe- 
rienced senior  investigators  capable  of  mentoring  new  investi- 
gators will  take  generations  to  evolve.  In  order  to  gain  access  to 
experienced  researchers,  EM  researchers  often  collaborate  with 
mentors  from  other  specialties  or  spend  one  or  two  years  in 
formal  EM  research  fellowships.  Well-trained  research  fellows 
become  capable  junior  research  faculty  and  ultimately  the 
mentors  of  those  who  follow.  Research  training,  the  acquisition 
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of  funds  for  research  facilities  and  equipment,  and  recruitment 
of  research  personnel  constitute  the  infrastructure  forfuture  EM 
research.  This  process  is  under  way.  but  will  take  time  before 
EM  is  firmly  established  in  the  medical  research  arena. 

One  obstacle  to  research  growth  lies  in  the  struggle  to  begin 
emergency  medicine  programs  at  academic  medical  centers. 
Only  during  the  past  five  to  10  years  have  most  US  medical 
schools  set  up  departments  of  emergency  medicine — many  still 
lack  formal  emergency  medicine  programs.  The  academic 
footing  is  important  because  it  provides  access  to  research 
training,  research  facilities,  assistance  in  grant  writing,  and 
interdisciplinary  collaboration.  The  growth  of  academic  pro- 
grams is  crucial  to  the  further  development  of  research  in 
emergency  medicine. 

Emergency  medicine  research  is  growing  despite  formi- 
dable competition  for  research  funds,  facilities,  and  faculty.  In 
recent  years,  and  despite  of  the  lack  of  study  sections  for 
emergency  medicine,  EM  researchers  have  obtained  grant 
support  from  federal  sources  like  the  National  Institutes  of 
Health,  thereby  establishing  the  discipline  in  the  research 
community.  The  need  for  research  into  acute  illness  and  injury, 
and  the  specialty "  s  dedicated  research  efforts  promise  a  path  of 
steady  growth  and  development. 


Emergency  Medicine  Research  Literature 

Several  journals  are  devoted  primarily  to  research  in  emergency 
medicine.  American  publications  include  the  Annals  of  Emer- 
gency Medicine,  Academic  Emergency  Medicine,  American 
Journal  of  Emergency  Medicine,  Journal  of  Emergency  Medi- 
cine, Emergency  Medicine  Clinics  of  North  America,  and 
Pediatric  Emergency  Care.  These  journals  are  devoted  to 
emergency  medicine  research,  but  their  pages  are  open  to 
authors  of  all  specialties.  The  emergency  medicine  research 
literature  is  as  diverse  as  the  scope  of  practice  of  the  specialty. 
Sections  of  the  major  EM  journals  reflect  the  discipHne's 
research  interests,  such  as  emergency  medical  services/prehos- 
pital  care,  chest  pain/myocardial  ischemia,  toxicology,  car- 
diopulmonary resuscitation,  infectious  disease,  pain  control/ 
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anesthesia,  airway  management,  trauma,  pulmonary  disease, 
acute  pediatric  disorders,  emergency  department  administra- 
tion, and  injury  control. 


Areas  of  Emergency  Medicine  Research 

Resuscitation.  Emergency  medicine  researchers  have  made 
major  contributions  to  the  field  of  cardiopulmonary  resuscita- 
tion (CPR).  Many  of  the  laboratories  most  active  in  CPR 
research  are  located  within  departments  of  emergency  medi- 
cine. It  is  a  natural  area  of  focus  since  most  cardiac  arrest 
patients  are  initially  managed  by  EMS  personnel  under  proto- 
cols developed  by  emergency  physicians.  EM  researchers  have 
made  important  contributions  to  understanding  cardiac  and 
cerebral  ischemia  and  resuscitation  therapy.  Many  of  the  pre- 
sentations to  the  1 992  American  Heart  Association  Conference 
on  Advanced  Cardiac  Life  Support  and  Emergency  Cardiac 
Care  were  performed  by  EM  researchers  and  were  later  pub- 
lished in  EM  literature.'  The  three  definitive  prospective,  ran- 
domized clinical  trials  of  high-dose  epinephrine  in  cardiac 
arrest  were  performed  principally  by  emergency  physicians.-"* 

Trauma.  Emergency  physicians  investigate  the  epidemiology, 
acute  pathophysiology,  early  diagnosis  and  initial  therapy  of 
trauma,  especially  the  prehospital  and  emergency  department 
aspects  unique  to  trauma  care.  Laboratory  researchers  have 
developed  new  models  of  hemorrhagic  shock  that  better  simu- 
late the  hemodynamic  responses  to  trauma  and  resuscitation.' 
Emergency  medicine  researchers  have  spearheaded  the  inves- 
tigations that  produce  new  trauma  interventions,  including  the 
use  of  hemoglobin-based  oxygen  carriers,  limited  volume  re- 
suscitation, drug  treatment  of  acute  brain  injury,  and  limited 
(emergency  department)  ultrasonography.''  '^ 

Emergency  medical  services.  Research  into  prehospital  care 
has  focused  on  expanding  the  scope  of  practice  of  paramedics, 
assessing  prehospital  therapy,  evaluating  training  techniques, 
quality  assurance,  and  improving  emergency  prehospital  care 
for  pediatric  patients.  The  field  use  of  12-lead  electrocardio- 
grams and  other  rapid  assessment  tools  allows  early  recognition 
of  acute  myocardial  infarction  and  offers  the  potential  for 
shortening  the  time  from  infarction  to  thrombolytic  therapy  or 
cardiac  catheterization.  EMS  databases  have  led  to  better  un- 
derstanding of  the  patient  population,  patient  care  delivery,  and 
operational  aspects  of  EMS  systems.  Medical  management  of 
mass  gatherings  and  mass  casualty  and  disaster  situations  is 
also  a  focus  of  EM  research. "^ 

Cardiovascular  disease.  Emergency  physicians  are  actively 
involved  in  acute  chest  pain  evaluation,  therapy  for  acute 
myocardial  ischemia,  acute  hypertensive  crises,  dysrhythmias. 
and  other  cardiovascular  disorders.  Emergency  department 
physicians  are  usually  the  first  to  see  patients  with  myocardial 
infarction  or  other  acute  cardiovascular  disorders.  Develop- 


ment and  evaluation  of  new  ways  to  rapidly  and  accurately 
diagnose  acute  myocardial  infarction  in  the  emergency  depart- 
ment (for  example,  rapid  assays  for  serum  creatine  kinase, 
myoglobin,  and  troponin )  have  been  carried  out  largely  by  EM 
researchers.  Emergency  medicine  researchers  have  been  ac- 
tively involved  in  clinical  trials  of  thrombolytic  therapy.  Devel- 
opment of  protocols  to  manage  chest  pain,  including  observa- 
tion units,  is  a  growing  area  of  research  interest.  Emergency 
physicians  often  collaborate  with  cardiologists  in  the  assess- 
ment of  these  newer  diagnostic  and  therapeutic  approaches.'" 

Toxicology.  Emergency  medicine  physicians  are  involved  in 
practice  and  research  in  the  field  of  toxicology.  Indeed,  at  many 
institutions  clinical  toxicology  programs  are  divisions  of  the 
emergency  medicine  program.  Toxicology  research  involves 
the  epidemiology,  evaluation,  phamiacology.  and  therapy  of 
intoxication.  Research  by  emergency  medicine  department 
personnel  has  clarified  therapy  for  snakebite  and  overdose  of 
tricyclic  antidepressants,  ^-blockers,  calcium  channel  blockers, 
and  cocaine,  as  well  as  diagnosis  of  polydrug  overdose,  decon- 
tamination procedures,  industrial  exposures,  and  the  definition 
of  specific  antagonist  agents,  to  name  a  few.  Toxicology,  like 
resuscitation  medicine,  is  a  principal  focus  of  EM  research 
because  most  toxicologic  emergencies  are  managed  by  emer- 
gency physicians.  Toxicology  is  recognized  as  a  formal  subspe- 
cialty of  emergency  medicine  by  the  American  Board  of  Medi- 
cal Specialties. 

Pediatric  emergency  care.  Pediatric  diseases  and  injuries  seen 
in  the  emergency  department  touch  on  virtually  every  disease 
process  in  pediatrics.  Understandably,  pediatric  emergency 
medicine  research  ranges  from  the  management  of  cardiac 
arrest,  airway  distress,  and  major  trauma  to  treating  viral 
gastroenteritis,  urinary  tract  infections,  and  otitis  media  to 
identifying  signs  of  child  abuse  and  assessing  deficiencies  in 
immunization.  Emergency  medicine  researchers  seek  to  better 
understand  the  unique  character  of  pediatric  emergencies  and 
the  social  factors  that  affect  emergency  department  use  and 
ways  to  provide  appropriate  follow-up  of  pediatric  patients. 
Pediatric  emergency  medicine  is  a  recognized  subspecialty  of 
the  American  Board  of  Medical  Specialties. 

Injury  control.  Injury  surveillance  systems  and  injury  control 
programs  are  rapidly  enlarging  areas  of  research.  These  include 
epidemiologic  studies  of  the  causes  of  injuries,  severity  of 
injuries,  and  long-term  effects  on  individual  and  public  health. 
Injury  control  researchers  seek  to  implement  and  assess  the 
effectiveness  of  interventions  to  prevent  or  limit  the  frequency 
and  magnitude  of  injuries.  This  research  is  crucial  to  social 
programs  and  legislation  as  well  as  acute  and  chronic  medical 
care.  Recent  injury  control  studies  also  have  looked  at  motor 
vehicle-related  injuries,  alcohol-related  injuries,  domestic  vio- 
lence, intentional  and  unintentional  firearm-related  injuries, 
gang  violence,  sports  injuries,  home  safety,  school  safety  pro- 
grams, injury  prevention  education,  and  other  areas. "'- 
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Informed  Consent  in 
Emergency  Medicine  Research 

Emergency  interventions  often  must  be  initiated  without  in- 
formed consent  from  either  the  patient  or  a  legally  appropriate 
representative."  In  life-threatening  conditions  or  situations, 
delay  in  care  could  have  significant  adverse  effects  on  the 
recovery  of  the  patient,  and  therefore  physicians  are  allowed  to 
render  emergency  care  based  on  the  idea  of  "implied  consent" 
(the  idea  that  any  reasonable  patient  would  want  the  emergency 
care  provided  if  they  were  capable  of  making  an  informed 
choice). 

The  permission  to  provide  treatment  without  informed 
consent  does  not  mean  that 
consent  is  not  required  for 
emergency  medicine  research. 
Clinical  investigations  of  CPR 
or  acute  trauma  care  have  been 
limited  or  blocked  by  inability 
to  obtain  legally  acceptable  in- 
formed consent  when  treatment 
must  be  begun  within  minutes 
in  order  to  have  a  beneficial 

effect.  Furthermore,  patients     

may  not  be  able  to  compre- 
hend the  consent  process  and  no  legally  appropriate  represen- 
tative may  be  available.  Even  when  a  representative  is  avail- 
able, the  delay  required  to  explain  the  benefits  and  risks  of  the 
study  may  jeopardize  the  chances  of  a  beneficial  effect.  Be- 
cause of  this  dilemma,  the  Food  and  Drug  Administration  and 
the  Department  of  Health  and  Human  Services  recently  amended 
the  informed  consent  requirements  to  allow  the  study  of  new, 
potentially  beneficial  emergency  therapies  of  life-threatening 
disorders. '■'  The  "Exception  from  Informed  Consent"  became 
effective  November  !,  1996,  and  will  greatly  enhance  our 
ability  to  study  new  therapies.  These  regulations,  applicable 
only  in  specific  circumstances  and  under  strict  supervision  by 
the  federal  government,  provide  special  protection  to  those 
patients  who,  by  virtue  of  extreme  medical  circumstances, 
cannot  provide  effective  informed  consent. 


Research  Training  and  the 
Future  of  Emergency  Medicine 

Emergency  medicine  research  depends  on  having  adequately 
trained  young  investigators,  whose  knowledge  and  expertise 


"Emergency  medicine  researcin 

depends  on  leaving  adequately 

trained  young  investigators,  whose 

knowledge  and  expertise  will  aiiow 

tinem  to  develop  research  programs 

and  attain  the  necessary  funding." 


will  allow  them  to  develop  sound  research  programs  and  attain 
the  necessary  funding.  Emergency  physicians  who  want  to 
pursue  academic  and  research  careers  must  get  the  structured 
training  and  mentorship  that  will  lead  to  independent  research 
capability.  Emergency  medicine  fellowship  programs  must 
provide  exposure  to  all  of  the  principal  components  of  the 
research  process  in  order  to  produce  successful,  independent 
emergency  medicine  researchers. 

More  than  100  fellowships  offer  clinical  and  laboratory 
aspects  of  emergency  medicine  injury  control,  emergency 
medical  services/prehospital  care,  air  medical  transport,  pediat- 
ric emergency  medicine,  critical  care  medicine,  toxicology,  and 
others.  Some  of  these  fellowships  lead  to  degrees  such  as 

Master  of  Public  Health. 
Laboratory  investigations 
usually  focus  on  a  particular 
area  such  as  cardiac  and  cere- 
bral resuscitation  or  trauma 
and  shock.  The  mentors  for 
these  fellowships  are  emer- 
gency physicians  or  research- 
ers from  other  fields,  or  a  com- 
bination. 


Emergency  Medicine  Research 
in  North  Carolina 

North  Carolina  has  four  academic  and  emergency  medicine 
residency  training  programs:  East  Carolina  University  School 
of  Medicine,  the  Carolinas  Medical  Center,  the  Bowman  Gray 
School  of  Medicine,  and  the  University  of  North  Carolina  at 
Chapel  Hill.  ECU  has  one  of  the  few  formally  established  air 
medical  transport  fellowships  in  the  country.  Carolinas  Medi- 
cal Center  offers  a  fellowship  in  toxicology  that  incorporates 
laboratory  and  clinical  research.  Carolinas  Medical  Center  and 
ECU  have  prehospital  emergency  medical  services  fellow- 
ships. Carolinas  Medical  Center,  ECU,  and  UNC-CH  have 
active  programs  of  research  into  injury  control.  Carolinas 
Medical  Center  and  UNC-CH  have  departmental  laboratory 
facilities  and  investigators  devoted  to  research  in  the  fields  of 
toxicology,  shock,  and  resuscitation  physiology.  Three  of  North 
Carolina's  programs  have  dedicated  PhD  research  faculty,  and 
all  four  have  clinician  researchers  participating  in  a  variety  of 
clinical  investigations.  North  Carolina  is  making  a  substantive 
contribution  to  research  growth  and  development  in  emergency 
medicine.     □ 
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driving  laws  in  cases  involving  injured 
intoxicated  drivers.  Ann  Emerg  Med 
1996;27:66-72. 

13  Biros  MH,  Lewis  RJ,  Olson  CM,  et  al. 
Informed  consent  in  emergency  research: 
consensus  statement  from  the  Coalition 
Conference  of  Acute  Resuscitation  and 
Critical  Care  Researchers.  JAMA 
1995;273:1283-7. 

14  National  Institutes  of  Health.  Waiver  of 
informed  consent  requirements  in  certain 
research  action:  waiver  (pursuant  to  45 
Code  of  Federal  Regulations.  Part  46). 
Federal  Register  1996;61;October  2. 


Aphorisms  of  the  Month 


Daniel  J.  Sexton,  MD,  Section  Editor 


The  Wit  of  Mark  Twain' 


It  is  better  to  deserve  honors  and  not 
have  them,  than  to  have  them  and  not 
deserve  them. 

Human  beings  seem  to  be  a  poor  in- 
vention. If  they  are  the  noblest  works 
of  God,  where  is  the  ignoblest? 

There's  a  breed  of  humility  which  is 
itself  a  species  of  showing  off. 

Laughter  without  a  tinge  of  philoso- 
phy is  but  a  sneeze  of  humor.  Genuine 
humor  is  replete  with  wisdom. 

The  humorous  story  is  American,  the 
comic  story  is  English,  the  witty  story 
is  French.  The  humorous  story  de- 
pends for  its  effect  upon  the  manner  of 
the  telling;  the  comic  story  and  the 
witty  story  upon  the  matter. 

What  a  hell  of  a  heaven  it  will  be  when 
they  get  all  these  hypocrites  assembled 
there ! 

The  man  with  a  new  idea  is  a  Crank 
until  the  idea  succeeds. 

The  first  thing  a  missionary  teaches  a 
savage  is  indecency. 

The  human  race  consists  of  the  dan- 
gerously insane  and  such  as  are  not. 

Scientists  have  odious  manners,  ex- 
cept when  you  prop  up  their  theory; 
then  you  can  borrow  money  of  them. 

Virtue  has  never  been  as  respectable 
as  money. 


I  was  bom  modest;  not  all  over,  but  in 
spots. 

We  have  a  criminal  jury  system  which 
is  superior  to  any  in  the  world;  and  its 
efficiency  is  only  marred  by  the  diffi- 
culty of  finding  1 2  men  every  day  who 
don't  know  anything  and  can't  read. 

Few  sinners  are  saved  after  the  first  20 
minutes  of  a  sermon. 

A  sin  takes  on  new  and  real  terrors 
when  there  seems  a  chance  that  it  is 
going  to  be  found  out. 

I  have  stopped  smoking  now  and 
then... but  it  was  not  on  principle,  it 
was  only  to  show  off.  It  was  to  pulver- 
ize those  critics  who  said  I  was  a  slave 
to  my  habits  and  couldn't  break  my 
bonds. 

There  are  no  common  people  except 
in  the  highest  spheres  of  society.  The 
right  word  may  be  effective,  but  no 
word  was  ever  as  effective  as  rightly 
timed  pause. 

It  is  strange  the  way  the  ignorant  and 
inexperienced  so  often  and  undeser- 
vedly succeed  when  the  informed  and 
experienced  fail. 

I  haven't  a  particle  of  confidence  in  a 
man  who  has  no  redeeming  petty  vices 
whatever. 


Send  aphorisms  to  Dr.  Sexton: 
fax  919/684-8358.  e-mail 
sexto002  @  mc.  duke,  edu 
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FIRST-PERSON      PHYSICIAN 


The  Aphorism-Collector's  Mind 


Daniel  J.  Sexton,  MD 


Despite  years  of  introspection,  I  am  amazed  at  how  blind  I  can 
be.  I  realized  this  recently  after  a  hallway  chat  with  Journal 
Editor  Frank  Neelon.  He  remarked  that  he  thought  I  had  "the 
collector's  mind."  At  the  time  I  thought  he  was  referring  simply 
to  my  interest  in  collecting  aphorisms. 

That  interest  began  while  I  was  in  college.  Then,  as  now. 
my  father  wrote  to  my  five  brothers  and  me  every  week.  He 
often  included  an  aphorism  as  a  postscript.  I  saved  these 
maxims  and  quips.  Gradually  I  began  to  search  for  and  save 
additional  adages  so  that  I  could  return  the  favor  in  my  letters 
to  him.  With  time  this  hobby  became  a  source  of  fun  for  both  my 
father  and  me.  Gradually  my  collection  and  my  knowledge 
grew.  I  began  to  recognize  and  enjoy  new  variations  on  old 
themes — and  to  realize  that  some  witticisms  were  actually 
plagiarisms.  When  I  told  Dr.  Eugene  Stead  about  my  hobby  one 
day  several  years  ago,  he  suggested  I  share  my  collection  with 
readers  of  the  Journal.  Thus,  a  column  was  bom. 

But  Frank  had  something  else  in  mind  when  he  spoke  about 
the  "collector's  mind."  To  make  his  point  he  sent  me  a  copy  of 
an  essay  titled  "The  Collector's  Mind."'  It  was  written  nine 
years  ago  by  James  Rehmus,  then  a  young  doctor  from  Shaker 
Heights,  Ohio.  Collectors,  Rehmus  explains,  are  passionate  and 
purposeful  people  who  have  something  in  common  with  doc- 
tors. People  who  collect  stamps,  coins,  baseball  cards,  bottles  of 
wine — or  just  old  bottles  themselves — have  character  traits 
well  suited  for  medicine.  In  fact,  many  doctors  are  naturally 
inclined  to  be  collectors.  In  my  personal  circle  of  friends  and 
colleagues  I  can  count  individual  doctors  who  collect  rocks, 
butterflies,  old  medical  instruments,  stamps,  and  baseball  cards. 

Furthermore,  many  of  those  colleagues  who  do  not  have 
collections  of  possessions  still  have  collector's  minds.  Most 
experienced  doctors  eventually  become  connoisseur  collectors 
of  medical  knowledge.  This  mind-set  can  be  found  in  younger, 
less  experienced  doctors,  but  it  is  rare.  Doctors  with  collector's 
minds  find  passion,  purpose,  constancy,  and  intellectual  fun  in 
their  daily  work.  As  Rehmus  explains,  "...doctors  [with  a 


collector' s  mind]  collect  and  use  medical  knowledge  the  way  an 
oenophile  stocks  his  cellar.  They  are  eager  in  their  pursuit  of 
quality,  and  perhaps  quantity,  but  just  as  vigorous  in  their  desire 
to  see  their  collection  used  and  used  well." 

Doctors  with  collector's  minds  accumulate,  over  time,  a 
personal  collection  of  knowledge  and  experience  about  patients 
and  disease  that  grows  more  satisfying  as  it  expands.  The 
pursuit,  cataloguing,  storing,  and  retrieving  of  items  for  this 
collection  fascinate  them  well  into  their  old  age.  As  it  grows  and 
improves,  each  private  collection  of  medical  lore  becomes  a 
source  of  personal  delight  like  my  colleagues'  private  collec- 
tions of  exotic  minerals  or  butterflies.  Revealed  nuances  in 
disease  and  patients  gradually  lead  to  secret  enjoyment  and 
satisfaction,  and  the  value  of  the  collection  grows  with  time. 
Sharing  the  collection  with  students,  colleagues,  and  patients 
increases  the  satisfaction  and  its  value.  Just  as  a  stamp  collector 
is  likely  to  look  on  a  rare  or  special  issue  stamp  with  intense 
curiosity  made  meaningful  by  years  of  reading,  observation, 
and  experience,  the  collector-physician  is  likely  to  look  at  a 
patient  with  polyarteritis  nodosa  or  meningococcemia  with 
fascination,  respect,  and  maybe  even  awe.  The  same  fascination 
and  interest  can,  with  proper  nurturing,  be  stimulated  equally  by 
a  hypochondriac  or  by  a  toenail  distorted  by  a  fungal  infection. 
Each  new  case  reveals  subtleties  and  variations  that  interest, 
amuse,  and  educate  the  collector. 

Fostering  a  collector's  attitude  takes  time,  purpose,  pas- 
sion, patience,  insight,  and  more  than  a  little  humility.  I  am  sure 
Frank  already  knows  this.  Even  though  I  have  gradually  devel- 
oped my  collector's  mind  over  the  past  several  decades,  I  did 
not  realize  it  until  25  years  after  I  graduated  from  medical 
school.  That  makes  me  wonder  what  else  I  have  been 
missing.     □ 


Reference 

1   RehmusJM.Thecollector'smind.PerspectBiolMed  1988:31:260-4. 


Dr.  Sexton  is  Professor,  Division  of  Infectious  Diseases,  Box  3605,  Duke  University  IVIedical  Center,  Durham  2771 0.  He  welcomes 
fellow  collectors  to  share  their  aphorisms  with  him  and  our  readers.  Please  send  all  submissions  to:  Daniel  J.  Sexton,  MD,  Box  3605, 
DUMC,  Durham,  NC  27710  or  by  e-mail  to  sexto002@mc.duke.edu.  See  overleaf  for  this  issue's  column. 
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Classified  Ads 


AHOSKIE,  NORTH  CAROLINA:  Take  advantage  of  the 
scenic  beauty  of  North  CaroHna!  An  excellent,  full-time 
Energency  Medicine  staff  opportunity  exists  at  Rowan- 
Chowan  Hospital.  This  community  hospital  is  a  progressive, 
modem,  well-equipped.  90-bed  expanding  hospital  with  an 
annual  ED  volume  of  17,000.  Ahoskie  is  located  near  the 
Chowan  River,  just  one  hour  and  15  minutes  south  of 
Norfolk,  Virginia,  and  90  minutes  west  of  North  Carolina's 
Outer  Banks.  Competitive  remuneration,  occurrence  mal- 
practice insurance,  and  flexible  hours  offered.  For  more 
information,  please  call  Tom  Kubiak  at  800/325-27 1 6  or  fax 
your  CV  to  Tom's  attention  at  314/919-8920. 

BC  OBG  AVAILABLE:  Part-time  office/hospital  work.  Ex- 
cellent technical  and  interpersonal  skills.  Tel  704/362-2240, 
fax:  704/362-5702. 


BLACK  MOUNTAIN-SWANNANOA  AREA:  Immediate 
occupancy:  approximately  2,300  square  feet  consisting  of 
seven  examining  rooms,  waiting  room,  business  office,  and 
two  private  offices.  Formerly  occupied  by  family  practice. 
Also  900  square  feet  formerly  occupied  by  an  audiologist, 
consisting  of  a  waiting  room,  business  office,  and  two 
examining  rooms.  Contact:  Dean  Dusthimer  at  704/669- 
5859  or  704/669-5783. 

ELECTRONIC  CLAIMS  FILING:  Soon  to  be  mandatory. 
Full-ser\'ice  medical  billing  center  offers  claims  transmittal 
and  patient  billing  for  your  practice,  software  for  in-house 
filing,  billing.  MedDirect  Medical  Billing,  phone/fax  919/ 
266-7887. 

Continued  next  page 


PRACTICE  OPPORTUNITIES 
IN  VVESTERN  NORTH  CAROLINA 


Rural  Fellowship  in  Primary  Care  -  The  Mountain  Area  Health  Education  Center's  (MAHEC)  Rural  Fellowship 
invites  applications  for  a  4th  year  residency  training  experience  in  Rural  medicine.  Applicants  must  be  Primary  Care 
Physicians  who  have  graduated  from  an  accredited  residency  program  in  Family  Practice,  general  Internal  Medicine 
or  Pediatrics.  A  formal  educational  curriculum  is  tailored  to  the  individual  needs  of  each  fellow.  The  basic 
components  consist  of  a  Rural  practice  experience,  a  formal  didactic  curriculum,  individualized  experiences,  and 
locum  tenens.  MAHEC  believes  that  physicians  trained  in  primary  care  are  ideally  suited  to  the  practice  of  medicine 
in  rural  areas.  Because  the  practice  of  Rural  medicine  is  unique,  physicians  may  find  they  need  further  training  in 
order  to  gain  the  skills  and  confidence  to  meet  the  challenge  of  a  rural  practice.  Total  compensation  is  $72,000  per 
year  plus  full  fringe  benefits.  Education  loan  repayment/incentives. 

Private  Practice  Opportunities  -  MAHEC  is  aware  of  many  excellent  private  practice  opportunities  in  Western 
North  Carolina.  Enjoy  the  life  style  of  our  rural  mountain  region  and  a  rewarding  practice  in  communities  such  as 
Bakersville,  Bryson  City,  Hendersonville,  Robbinsville,  or  Sylva. 

For  further  information  please  contact  Harry  H.  Summerlin,  Jr.  MD,  Director  or  Jackie  Hallum,  Administrative 
Coordinator,  Regional  Outreach  Programs,  Mountain  Area  Family  Health  Center,  118  W.T.  Weaver  Boulevard, 
Asheville,  NC  28804;  704-258-0670. 

Mountain  Area  Health  Education  Center  (MAHEC)  -  118  W.T.  Weaver  Boulevard  -  Asheville,  NC  28804 

MAHEC  is  strongly  committed  to  an  employment  policy  which  supports  equal  opportunity  in  all  positions. 

EOE  M/F/D/V. 
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Classified  Ads 

continued 


EXPANDING  INTERNAL  MEDICINE/GERIATRIC  part 
nership  opportunity  in  Winston-Salem,  NC.  Inpatient  and 
consultative  position  with  excellent  income  potential.  Con- 
tact Susan  Chatman,  910/724-1900. 

FULL-TIME/PART-TIME  PHYSICIAN:  Outer  Banks, 
Urgent  Care/Family  Practice  Center  in  Nags  Head,  North 
Carolina.  Excellent  practice  in  a  beautiful  coastal  commu- 
nity. Emergency  Medicine  experience  is  necessary.  Com- 
petitive salary  and  benefit  package.  Part-time  positions 
available  with  accommodations  provided.  Call  Dr.  Kim- 
berly  Keith  at  888/503-2050  or  Dr.  Lewis  Siegel  at  757/670- 
8894. 

HEALTH  CARE  BUSINESS  DEVELOPMENT:  Medical 
faculty,  PhD,  experienced  in  turnkey  medical  clinic  design, 
marketing,  and  project  finance.  Locating  in  Chapel  Hill  area. 
North  Carolina.  Seeks  to  team  with  physicians  for  business 
development  opportunity  in  project  financed-to-lease  pre- 
fabricated clinics.  Timely  response  to  provider  service  needs 
for  strategic,  low  front  end  cost  to  increased  patient  access. 
Contact  Deanna  S.  Kitay,  PhD,  tel:  409/744-4741  or  fax: 
409/744-5435  ore-mail:  dkitay@phoenix.net 

MEDICAL  DOCTOR  WANTED:  Great  job,  8-9  exams  per 
day,  part-time  or  full-time,  in  the  Greensboro  area.  Great 
pay.  Send  information  to:  CFMC,  P.O.  Box  7540.  Greens- 
boro, NC  27417. 

MEDICAL  MULTIPLE    DISCIPLINARY  OFFICE— 

Seeking  full  time  FP,  IM,  or  GP  in  Charlotte,  NC.  Salary 
ranges  from  $6,500-$  10,000  per  month  relative  to  experi- 
ence and  qualifications.  Fax  resume  in  confidence  to  704/ 
392-8156  or  call  Dr.  Keith  at  704/392-1338. 

PHYSICIANS  NEEDED  for  locum  tenens  and  permanent 
assignments  in  North  Carolina  family,  walk-in,  and  occupa- 
tional health  care  clinics.  Specialty  assignments  include  ER 
and  OB.  Mail  your  CV  to  Physician  Solutions,  P.O  Box 
98313,  Raleigh,  NC  27624. 

PHYSICIANS  NEEDED:  Positions  available  in  Raleigh, 
Durham,  and  Greensboro  for  uncomplicated  office  practice. 
Flexible  full-  or  part-time  hours  available.  Low  stress.  Re- 
tired, semiretired  okay.  Competitive  compensation.  Mal- 
practice covered.  Call  Leona  McKlveen  at  919/833-6865. 


PHYSICIAN  WANTED:  Raleigh,  NC,  location.  Medical 
consultant  position  available.  Prefer  Internist  or  Family 
Physician.  Forty-hour  work  week.  Administrative  duties 
only.  No  night  or  weekend  work.  Must  have  NC  license. 
Salary  plus  full  benefits.  Contact  919/779-0777  or  800/443- 
9360  ext.  6183.  Or  write:  Medical  Administrator,  P.O.  Box 
243,  Raleigh,  NC  27602. 

PIEDMONT,  NORTH  CAROLINA:  Family  practice  physi- 
cian. No  nights,  weekends,  or  hospital  calls.  Salary  nego- 
tiable— incentives.  September  1997  start  date.  Send  CV  to 
P.O.  Box  10383,  Greensboro,  NC  27404-0383. 

PRACTICE  FOR  SALE— WAKE  FOREST:  A  rapidly  grow- 
ing Family  Practice/Urgent  Care  Center  available,  only 
minutes  away  from  Raleigh.  Write  to:  7307  Calibre  Park 
Drive,  #103,  Durham.  NC  27707. 

PRIMARY  CARE  PHYSICIANS  WANTED:  BC/BE  Fam- 
ily Practitioners  or  Urgent  Care  Physicians.  Immediate 
opening  to  join  multispecialty  group  in  the  Triad  metro  area 
of  North  Carolina.  Excellent  financial  package  with  mini- 
mum guarantee  and  performance  based  above  minimum 
Excellent  area  to  live  and  raise  a  family.  Fax  resume  to  910/ 
883-0002  or  call  910/883-4453,  ext.  109. 


Classified  rates  and  information:  For  North  Carolina 
Medical  Society  members:  $25  for  the  first  25  words,  35 
cents  for  each  additional  word;  for  nonmembers:  $35  for 
the  first  25  words,  35  cents  for  each  additional  word. 

Do  not  send  advance  payment.  Billing  is  sent  sepa- 
rately after  publication.  Indicate  which  issues  the  ad 
should  run  (the  Journal  publishes  every  two  months.) 
Copy  deadline  for  our  next  issue  (September/October 
1997)  is  Fnday,  Augusts. 

Mail  ad  copy  and  complete  billing  information,  includ- 
ing phone  number,  to:  North  Carolina  Medical  Journal, 
Box  391 0,  Duke  University  Medical  Center,  Durham,  NC 
27710,  919/286-6410,  fax:  919/286-9219;  or  send  ad 
copy  via  e-mail  to:  yohnOOOl  @  mc.duke.edu 
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New  Members 


Jon  S.  Abramson.  492  Stonegate  Lane, 
Winstcn-Salem  27104 

Richard  G.  Appel,  Bowman  Gray  School 
of  Medicine,  Nephrology  Section, 
Medical  Center  Blvd.,  Winston-Salem 
27157 

Suzanne  Lei  Aquino  (R),  Bowman  Gray 
School  of  Medicine,  Medical  Center 
Blvd.,  Winston-Salem  27157 

Rex  Colle  Bentley  (PTH),  Box  3712, 
DUMC,  Durham  27710 

Adrienne  Simone  Berard,  3933  Lois  St., 
Winston-Salem  27127 

Anthony  Bleyer,  Bowman  Gray  School  of 
Medicine,  Nephrology  Section,  Medi- 
cal Center  Blvd.,  Winston-Salem  27 1 57 

Donna  Pearl  Brandon  (PHYS  ASST), 
Forsyth  Pediatrics,  1351  Westgate  Cen- 
ter Drive,  Winston-Salem  27103 

Marlene  Marie  Brogan,  800  S.  York, 
#2408,  Gastonia  28052 

Henry  Warren  Burnett  (OPH),  750  High- 
land Oaks  Drive,  #100,  Winston-Sa- 
lem 27103 

Margaret  Kea  Ogden  Cassada  (P),  120  N. 
Englewood  Drive,  Box  7039,  Rocky 
Mount  27801 

Janel  Anne  Cox,  241  Halcyon  Ave.,  Win- 
ston-Salem 27104 

Jane  Hall  Crawford  (FP),  902  Cox  Road, 
Ste.  F,  Gastonia  28054 

Geoffrey  W.  Cundiff,  Box  3192,  DUMC, 
Durham  27710 

Robert  D'Angelo,  5149  Huntcliff  Trail, 
Winston-Salem  27104 

Louis  John  Dalessandro,  3304  Lincoln 
Lane,  Gastonia  28056 

Michael  Lynn  Draper  (RES),  3920  Ebert 
Village  Court,  Winston-Salem  27127 

Neville  Washington  Forbes,  P.O.  Box 
3806,  Gastonia  28054 

Mary  Gena  Frederick,  604  Trails  End  Road, 
Wilmington  28409 

Laura  Thurston  Gutman,  2403  Wrightwood 
Ave.,  Durham  27705 

Steven  Edward  Helman,  3333  Brookview 
Hills  Blvd.,  Suite  207,  Winston-Salem 
27103 


Lloyd  Albert  Hey  (ORS),  Box  3645, 

DUMC,  Durham  27710 
Maureane  Hoffman,  VA  Medical  Center, 

#113,  Durham  27705 
Arvo  Kanna,  East  Carolina  Neurology 

Assoc,  2501    Stantonsburg  Road, 

Greenville  27834 
Scott  Ethan  Kilpatrick,  Bowman  Gray 

School  of  Medicine,  Medical  Center 

Blvd.,  Winston-Salem  27157 
Michael  Ray  Knowles,  UNC,  CB  7248, 

7019  Thurston-Bowles  Bldg.,  Chapel 

Hill  27599 
Gregory  Kenneth  Lewis  (R),  104  Leanne 

Drive,  Greenville  27858 
Maryanne  W.  Lindsay,  105  Arboretum 

Court,  Lewisville  27023 
Sharon  Ann  Mangan  (PD),  ECU  Dept.  of 

Pediatrics,  Greenville  27858 
James  Edward  Manning.  IV,  Pillai  Neuro- 

Psychiatric  Center,  238  Wilmot  Drive, 

Gastonia  28054 
Vicki  Carol  McVey  Plyler  (PHYS  ASST), 

P.O.  Box  1835,  Pinehurst  28370 
Gregory   Neil   Postma   (OTO),   401 

Hearthside  Drive,  Winston-Salem 

27104 
Dominic  Salvatore  Raso,  Department  of 

Pathology,  ECU  School  of  Medicine, 

Greenville  27858 
John  Lanier  Rice,  1705  W.  6th  St.,  Bldg. 

H,  Greenville  27834 
Cara  Beth  Siegel,  209  Danning  Drive, 

Chapel  Hill  27516 
Harmeet  Chatrath  Singh  (IM).  East  Caro- 

Una  University  Department  of  Medi- 
cine, Greenville  27858 
Nancy  Lane  Smith,  Dept.  of  Pathology, 

ECU  School  of  Medicine,  Greenville 

27858 
Karla  Marie  Vana  (RES),  1335Treybrooke 

Circle,  Greenville  27834 
Judith  A.  Voynow.  Box  2994,  DUMC, 

Durham  27710 
David  Glenn  Weismiller  CFP),  Family  Prac- 
tice Center,  East  Carolina  University 

School  of  Medicine,  Greenville  27858 


Buncombe 

Juan  Luis  Aldrich  (IM).  705  Sixth  Ave. 
West,  Ste.  B,  Hendersonville  28739 

Caldwell 

James  Matthew  Gardner  (FP),  Caldwell 
Family  Care.  212  Mulberry  St.,  Lenoir 
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management  system  to  run  more 
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operating  system  in  the  world. 

And  it  could  illustrate  the  value  ( 
having  a  computer  vendor  with  a 
vision  for  the  future  and  the  expertise 
to  make  that  vision  work  for  you. 
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offer  you  a  vastly  expanded  portfolio  of  insurance 
brokerage  and  asset  management  services. 

But  one  thing  hasn't  changed  ...  the  quality  service, 
unrivaled  integrity  and  personal  attention  you've 
come  to  expect  from  your  insurance  company. 
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From  the 
Guest  Editor 


Peggy  E.  Goodman,  MD,  FACEP, 
Assistant  Professor,  ECU  Department 
of  Emergency  Medicine,  and  Cfiair, 
NCMS  Domestic  Violence  Committee 


A  virtually  silent  epidemic  of  domestic  violence  affects  millions  of  men, 
women,  and  children  in  North  Carolina,  the  United  States  and  throughout  the 
world.  An  abusive  relationship  not  only  means  a  dysfunctional  interaction 
between  two  partners,  its  widespread  effects  spill  over  on  to  children,  other 
relatives,  friends,  and  coworkers.  Ultimately,  domestic  violence  burdens  the 
community,  the  medical  and  legal  systems,  and  society  as  a  whole.  In  fact, 
the  problem  is  so  large  that,  in  order  to  address  it  effectively,  we  must  have 
an  interdisciplinary  approach — to  treat  illness  or  injury,  to  provide  safe 
shelter,  counseling,  and  other  interventional  services,  and  to  protect  victims 
from  further  violence. 

Education  is  one  of  the  most  important  allies  of  medicine;  our  profession 
continuously  seeks  new  knowledge — to  improve  the  care  we  give  to  our 
patients,  and  to  provide  patients  with  the  resources  that  will  help  them  lead 
safer,  healthier  lives.  The  aiticles  on  domestic  violence  in  this  issue  of  the 
Journal  were  written  in  an  attempt  to  further  these  goals. 

If  doctors  are  to  understand  domestic  violence,  then  they  must  under- 
stand its  "disease"  aspects.  A  "first-person"  account  of  the  "pathophysiol- 
ogy" of  domestic  violence,  provided  by  a  survivor,  describes  the  evolution 
of  emotional  abuse  through  the  generations  of  the  author's  family,  including 
her  current  relationships  with  her  ex-husband,  children,  other  family  mem- 
bers and  society,  and  her  interaction  with  the  medical  community.  Following 
this  rarely  seen  side  of  domestic  violence,  Jan  Capps  and  I  provide  data  on 
the  magnitude  of  partner  violence  in  primary  and  acute  care  presentations  as 
well  as  its  impact  on  chronic  care  and  specialty-based  medicine. 

Beyond  learning  to  recognize  domestic  violence,  health  professionals 
must  know  what  types  of  follow-up  and  reporting  are  available  or  necessary, 
both  for  our  practices  and  our  patients.  Nancy  Chescheir  discusses  the 
physician's  role  in  follow-up,  Alan  Brown  discusses  programs  available  to 
treat  the  abuser,  and  David  Gremillion  discusses  the  rationale  behind  the 
current  North  Carolina  reporting  requirements.  The  Health  Watch  insert  lists 
all  current  domestic  violence  programs  and  abuser  counseling  programs  in 
North  CaroHna. 

Additional  reference  materials  on  domestic  violence  will  be  sent  in  the 
October  issue  of  the  NCMS  Bulletin.  These  include  a  pocket  reference  card 
containing  domestic  violence  screening  guidehnes  and  references,  and  a  list 
of  North  Carolina  speakers  willing  to  talk  about  domestic  violence.  Over  the 
years,  the  North  Carolina  Medical  Society  has  been  a  leader  in  efforts  against 
many  challenging  medical  problems.  Our  patients  are  better  for  this.  I 
sincerely  hope  that  the  collection  of  articles  on  domestic  violence  in  this  issue 
will  not  magnify  the  enormous  obstacles  still  to  be  faced,  but  emphasize  the 
optimism  about  our  continuing  progress.     □ 


Letters 


A 


Pondering  Physician-Assisted  Suicide 

To  the  Editor: 

Hospital  Ethics  Committee  (HEC)  members 
at  Duke  University  Medical  Center  engage  in 
continuing  education  to  prepare  to  address  ethical 
issues  that  arise  in  caring  for  patients  at  Duke.  The 
rapidly  changing  environment  in  which  medicine 
is  practiced  makes  it  necessary  to  modify  our 
curriculum  according  to  emerging  ethical  issues. 

During  the  HEC "  s  last  meeting,  we  discussed 
physician-assisted  suicide.  In  preparation,  HEC 
members  read  two  recent  articles  from  the  NCMJ 
that  addressed  this  topic:  "Physician- Assisted  Sui- 
cide: Lessons  from  the  Kevorkian  Trials"  (NCMJ 
1997:58:25-9)  by  Bernard  Carroll,  and  "Physi- 
cian-Assisted Suicide:  A  Bad  Idea,  Carroll  and 
Kevorkian  Notwithstanding"  (NC  Med  J 1 997  ;5  8 : 
130-3)  by  Harmon  Smith  and  Dawn  Brezina. 

These  readings  provided  a  foundation  for  a 
spirited  debate  among  HEC  members  and  guests 
Professor  Harmon  Smith  from  the  Divinity  School, 
and  Professor  Melvin  Shimm  from  the  School  of 
Law.  The  readings  and  the  session  alerted  us  to 
some  of  the  aspects  of  this  important  social  and 
medical  issue  that  our  ethics  committee  is  likely  to 
confront  in  the  future. 

James  Travis,  PhD,  Chair, 

Duke  Hospital  Ethics  Committee 

Jeremy  Sugarman,  MD,  MPH,  MA,  Co-Chair, 

Ethics  Consultation  Service 

Duke  Medical  Center,  Durham,  NC  27710 

sugarOOl  @mc.duke.edu  via  Internet 

Special  Issue  a 
Resource  for  Local  EMS 

To  the  Editor: 

You  and  your  folks  at  the  Journal  continue  to 
turn  out  success  after  success!  The  July/ August 
issue  emphasizing  Emergency  Medicine  services 
is  just  great. 

From  my  small  niche  in  the  emerging  world, 
this  particular  issue  will  be  a  big  help  in  assisting 
our  local  EMS  system  and  the  community  college 
training  program. 

W.  Grimes  Byerly,  MD,  FACS 

1446  6th  St.,  NW 

Hickory,  NC  28601 
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We're  Not  Actually  Physicians, 
But  We  Do  Know  How  To  Operate. 


MAG  Mutual  Insurance 
Company  is  as  close  to  the  health- 
care community  as  any  group  of 
people  can  be  without  actually 
practicing  medicine. 

We  were  formed  by  physicians. 
We  are  directed  by  physicians  and 
healthcare  executives.  We  are  owned 
by  our  physician,  hospital  and 
managed  care  organization  policy- 
holders. And  the  needs  of 
these  groups  are  our  exclusive 
focus.  We  l<aiow  how  to 
operate  in  this  arena. 

We've  developed  a 
strong  reputation 
as  a  medical  pro-  MAG 


insurance  company  and  along  with 
our  affiliate  companies  of  the  MAG 
Mutual  Group,  we  also  provide 
physicians  with  a  complete  range  of 
office  and  workers'  compensation 
coverages,  group  health  insurance, 
practice  management  consulting 
and  physician  billing  services. 

This  impressive  array  of  prod- 
ucts, semces  and  benefits  provides 
a  one-stop  shop  for  physicians. 

More  than  6,300  physi- 
cians approve  of  how  we 
operate.  Now  we  welcome 
the  opportunity  to  prove 

ourselves  to  you. 
MUTUAL  For  information, 


fessional  Habihty      I  NSURANCE  COMPANY     caU  1-800-282-4882. 


A  Member  t)f  MAG  MutiKil  Group 


Not  in  My  Practice 

A  Look  at  the  Pervasive  Consequences 
of  Domestic  Violence 

Peggy  E.  Goodman,  MD,  MS,  FACEP,  and  Jan  Capps,  MPH 


i    A 


Domestic  violence  is  chronic  abuse  of  a  current  or  former 
intimate  partner  by  another  partner.  It  is  characterized  by  a 
pattern  of  coercive  control  and  increasing  entrapment  of  the 
abused  victim.  The  partners  can  be  can  be  heterosexual  or 
homosexual;  the  intimate  relationship,  ongoing  or  terminated. 
Batterers  can  use  physical,  sexual,  psychological,  or  economic 
abuse  to  control  the  partner. 

Unfortunately,  domestic  violence  is  too  often  considered  a 
private  matter  between  adults,  and  therefore  not  subject  to  out- 
side scrutiny  or  intervention.  This  attitude  keeps  victims  from 
reporting  abuse  to  family,  friends,  or  professionals  who  might 
be  able  to  help.  The  medical  community  recently  has  shown  a 
greater  awareness  of  the  problem,  but  its  response  is  still 
limited.  In  this  article,  we  survey  the  epidemiology  of  domestic 
violence  in  an  attempt  to  increase  physician  awareness  of  the 
problem,  to  change  the  perception  that  patient- victims  of  do- 
mestic violence  may  exist,  but  "not  in  my  practice." 


Risk  Factors  for  Domestic  Violence 

The  single  factor  that  most  strongly  predicts  risk  of  becoming 
an  adult  victim  of  abuse  is  being  female.'  The  US  Department 
of  Justice  estimates  that  95%  of  assaults  on  spouses  or  ex- 
spouses  are  committed  by  men  against  women.'  Women  are  six 
times  more  likely  than  men  to  be  victims  of  violence  committed 
by  an  intimate  partner.  In  addition,  men  generally  perpetrate 
more  severe  and  more  multiple  aggressive  attacks  on  their 
partners  during  a  violent  incident  than  do  women. - 

The  other  consistent  risk  factors  for  abuse  are  being  younger, 
being  in  a  long-term  sexual  relationship  with  a  male,  being 
divorced  or  separated,  or  having  a  high  level  of  violence  in  the 

Dr.  Goodman  is  Chair,  NCMS  Domestic  Violence  Committee, 
and  Assistant  Professor,  Department  of  Emergency  Medicine, 
East  Carolina  University  School  of  Medicine,  Greenville.  Ms. 
Capps  is  a  Public  Health  Program  Consultant,  Injury  Prevention 
Branch,  North  Carolina  Department  of  Environment,  Health  and 
Natural  Resources,  Raleigh.  She  also  serves  as  Consultant, 
NCMS  Domestic  Violence  Committee. 


family  of  origin.-  These  risk  factors  apply  to  many  women,  so 
they  are  not  useful  in  predicting  which  women  will  be  abused. 
Studies  looking  at  differences  in  rate  of  domestic  violence 
by  socioeconomic  status  or  race  have  produced  widely  dispar- 
ate findings.  There  is  no  conclusive  evidence  that  either  charac- 
teristic is  a  risk  factor  for  domestic  violence.-  In  fact,  in  one 
survey,  14%  of  male  and  31%  of  female  physicians  acknowl- 
edged that  they  themselves  had  a  history  of  child  abuse  or  of 
physical  abuse  as  an  adult.  Some  early  studies  on  prevalence  of 
domestic  violence  were  conducted  at  battered  women's  shel- 
ters, emergency  departments,  and  public  clinics.  Since  poorer 
women  are  likely  to  use  these  facilities  and  since  minorities  are 
disproportionately  poor,  it  was  mistakenly  inferred  that  minor- 
ity and  poor  women  are  more  likely  to  be  battered.  There  is  no 
conclusive  evidence  that  poor  women  are  at  greater  risk  than 
middle-  and  upper-class  women,  but  middle-  and  upper-class 
women  more  often  have  the  economic  resources  to  help  them- 
selves out  of  their  situations. 


Prevalence  of  Domestic  Violence 

Economic  and  psychological  forms  of  abuse  can  be  as  damag- 
ing as  physical  violence,  but  their  epidemiology  is  not  as  well 
documented  because  there  is  no  comprehensive  surveillance 
system  for  domestic  violence  in  the  state  or  in  the  nation.  Data 
from  national  and  regional  studies  that  have  examined  domestic 
violence  can  provide  background  information  on  the  scope  and 
nature  of  this  important  public  health  problem,  but  these  figures 
tend  to  underestimate  the  number  of  victims  because  they 
typically  do  not  include  individuals  who  are  very  poor,  who  do 
not  speak  English,  or  who  are  institutionalized,  hospitalized, 
homeless,  or  incarcerated. 

Two  to  eight  million  women  are  physically  abused  by 
husbands,  former  husbands,  boyfriends,  or  lovers  each  year.'"' 
Women  are  more  likely  to  be  assaulted,  injured,  raped,  or  killed 
by  a  current  or  ex-partner  than  by  all  other  kinds  of  assailants 
combined.  A  1 985  national  study  of  couples  found  that  approxi- 
mately one  of  every  eight  husbands  had  physically  assaulted  his 
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wife  in  the  previous  year,  and  that  in  more  than  one-third  of 
cases  there  were  acts  of  severe  aggression  (punching,  kicking, 
choking,  beating,  or  using  a  knife  or  gun).-  Another  study  found 
that  within  one  year,  7%  of  married  or  cohabitating  American 
women  had  been  physically  abused,  and  37%  had  been  verbally 
or  emotionally  abused  by  their  spouse  or  partner.  In  one  poll, 
21%  of  1793  women  (and  two-thirds  of  those  who  were 
separated  or  divorced)  reported  having  been  physically  abused 
at  least  once  by  a  partner.- 

Domestic  violence  is  repetitive.  One  study  found  that  dur- 
ing the  six  months  following  an  incident  of  domestic  violence, 
approximately  one-third  of  women  were  victimized  again,  and 
about  one-fifth  had  been  a  victim  of  at  least  three  assaults  in  the 
prior  six  months.  Another  study  found  that  45%  of  the  husbands 
who  beat  their  wives  did  so  three  or  more  times  a  year. 

From  July  1995  through  June  1996,  domestic  violence 
programs  in  North  Carolina  counted  approximately  31,000 
primary  and  21,000  secondary  victims  of  domestic  violence. 
These  programs  provided  shelter  to  13,700  victims,  but  had  to 
deny  1700  victims  due  to  lack  of  space. ■*  A  North  Carolina 
survey  indicated  that  magistrates  handle,  on  average,  six  do- 
mestic violence  cases  a  week — a  total  of  200,000  domestic 
violence  cases  annually.-  This  works  out  to  one  case  for  every 
13.5  adult  North  Carolina  women  each  year,  but  this  underes- 
timates the  prevalence  of  domestic  violence  because  many 
women  do  not  file  complaints  with  magistrates. 

Abuse  may  be  the  single  most  common  cause  of  serious 
injury  to  women.'  Overone-half  of  women  murdered  in  the  US 
are  killed  by  current  or  former  partners.  In  NC  between  1988 
and  1993,  1066  women  were  murdered,  70%  by  former  or 
current  intimate  partners.  A  history  of  domestic  violence  was 
noted  by  medical  examiners  in  20%  of  the  partner  homicides. - 

Sexual  abuse  often  accompanies  physical  abuse.  Until 
1993,  spousal  rape  was  not  considered  a  crime  in  North  Caro- 
lina, but  up  to  14%  of  all  married  women  and  at  least  40%  of 
battered  wives  report  being  raped  by  their  husbands.'  One-half 
of  all  rapes  of  women  over  age  30  occur  as  part  of  the  battering 
syndrome;  35%  of  all  rapes  are  committed  by  an  acquaintance 
or  intimate  partner.  In  one  survey,  1 2%  of  ever-married  women 
reported  that  their  husbands  had  forced  sexual  intercourse  on 
them.  Spousal  rape  had  the  greatest  long-term  effect  on  the 
victim  of  any  type  of  rape.' 

From  July  1995  to  June  1996,  sexual  assault  programs  in 
NC  served  about  6000  primary  and  2500  secondary  victims  of 
sexual  assault.  They  provided  shelter  to  1300  sexual  assault 
victims,  but  denied  shelter  200  victims  due  to  lack  of  space."* 


Rationale  for  Universal 
Domestic  Violence  Screening 

All  women  patients  should  be  asked  about  domestic  violence. 
Screening  based  on  assumed  risk  factors  or  indications  of 
violence  will  miss  many  battered  women.  Studies  have  shown 
that  physicians  identify  as  few  as  5%  of  all  battered  women. '' 


Questioning  certain  women  but  not  others  means  the  provider 
is  acting  on  assumptions  or  prejudices  about  socioeconomic 
status  or  race.  Asking  all  women  conveys  the  message  that 
domestic  violence  is  an  important  health  concern  and  can 
happen  to  anyone.  Since  screening  can  lead  to  education  about 
violence  and  about  response  options  for  battered  women,  it  can 
serve  as  a  form  of  primary  prevention.  Due  to  the  strong  linkage 
of  spousal  and  child  abuse,  screening  for  domestic  violence 
may  also  reveal  child  abuse. 

Effective  treatment  of  a  battered  woman  means  treating  the 
physical  and  psychological  symptoms  and  consequences  of 
current  and  past  domestic  violence.  It  also  means  addressing  the 
roots  of  the  problem.  Treatment  or  referral  for  symptoms 
without  recognizing  and  acknowledging  the  role  of  violence 
provides  little  long-term  benefit.  And  since  domestic  violence 
often  affects  patient  compliance  and  follow  up,  battering  needs 
to  be  identified  to  avoid  prescribing  harmful  or  inappropriate 
therapies. 

A  physician's  response  to  a  battered  woman  can  affect  the 
woman's  self-respect  and  dignity.  Ignoring  abuse  reinforces 
feelings  of  humiliation  and  compounds  damage  already  done  to 
the  woman's  battered  sense  of  self-worth.  By  not  responding  to 
abuse,  physicians  inadvertently  reinforce  the  actions  of  the 
batterer.  When  no  one  intervenes,  the  batterer  presumes  that 
there  are  no  restrictions  on  or  consequences  to  his  actions. 
Conversely,  a  comprehensive  and  appropriate  response  can  not 
only  lead  to  good  health  care  and  prevention  of  further  harm,  it 
can  also  affect  the  woman's  perception  of  herself,  her  situation, 
and  her  ability  to  make  changes  in  her  life.  A  provider  who 
leaves  the  implication  that  the  woman  is  "the  problem"  rein- 
forces the  messages  she  gets  at  home.  In  contrast,  the  physician 
who  says  "You  don't  deserve  to  be  hit"  and  "You  are  not  to 
blame"  gives  a  valuable  and  supportive  message.  Battered 
women  often  trust  the  advice  of  their  physicians.  When  their 
physicians  respond  appropriately,  they  are  supported. 

Failure  to  diagnose  abuse  may  contribute  to  a  woman's 
sense  of  entrapment.  Often  battered  women  seek  help  only  to 
find  that  the  seriousness  of  the  abuse  is  dismissed  or  minimized. 
She  may  find  herself  blamed  or  be  given  inappropriate  advice. 
If  the  woman  has  become  isolated  from  a  support  network,  if 
she  has  met  resistance  from  family,  friends,  and  other  service 
providers,  the  physician  may  be  the  only  person  with  whom  she 
can  speak  openly  and  confidentially  about  the  abuse.  Even  so 
she  may  not  feel  free  to  broach  the  subject,  she  may  be  hesitant 
to  talk  about  the  abuse,  unless  the  doctor  clearly  shows  interest, 
concern,  and  a  willingness  to  support  her.  All  this  means  it  is  the 
doctor's  job  to  initiate  discussion  of  domestic  violence. 

The  costs  of  domestic  violence  include:  emergency  and 
long-term  care  and  shelter  for  victims  and  their  children; 
treatment  for  victims,  their  children,  and  batterers;  and  legal 
expenses  including  police  and  court  intervention.  National 
Crime  Survey  data  estimated  the  annual  morbidity  associated 
with  domestic  violence  at  2 1 .000  hospitalizations,  99,800  hos- 
pital days,  28,700  emergency  department  visits,  and  39,900 
physician  visits.  Total  annual  medical  care  costs  were  estimated 
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at  $44,393,700  in  1980  dollars.'  Since  domestic  assaults  are 
underreported.  National  Crime  Survey  figures  underestimate 
the  prevalence,  morbidity,  and  costs  of  domestic  violence  by 
10-  to  40-fold.-  A  study  at  Rush  Medical  Center  in  Chicago 
found  that  the  average  charge  for  medical  services  to  abused 
women,  children  and  elderly  amounted  to  $  1 633  per  person  per 
year.  By  extrapolation,  this  means  a  national  annual  cost  of 
$857.3  million.  A  National  Institute  of  Justice  report  found  that 
aggregate  out-of-pocket  costs  of  rape  approximate  $7.5  billion. 
These  estimates  do  not  address  the  pain  and  misery  inflicted  on 
battered  women  or  their  children.  But  economic  costs  alone 
warrant  addressing  domestic  violence.^ 


Screening  for  Domestic 
Violence  in  Clinical  Settings 


Health  care  providers  need  to  recognize  that  many 
conditions  for  which  their  patients  seek  help  are 
related  to  domestic  violence.  Most  education  about 
abuse  has  been  directed  at  emergency  and  primary 
care  physicians,  but  the  physical,  psychological, 
emotional,  and  sexual  manifestations  of  abuse  lead 
to  visits  to  doctors  in  all  specialties.  Health  care  pro- 
viders should  be  aware  of  the  many  ways  in  which 
domestic  violence  already  exists,  unrecognized,  in 
their  patient  population.  Table  1  provides  a  sum- 
mary of  how  to  screen  for  domestic  violence.  This 
information  will  appear  as  a  special  pullout  card  in 
the  NCMS  Bulletin  published  in  October.  Copies 
will  be  available  from  the  NCMS  (800/722-1350). 

Emergency  Medicine.  Emergency  departments 
(EDs)  see  many  domestic  violence  victims  because 
they  treat  acute  injuries  and  they  provide  medical 
care  24  hours  a  day  regardless  of  ability  to  pay. 
Battering  is  the  single  most  frequent  reason  women 
seek  attention  at  hospital  EDs.'  It  accounts  for  50% 
of  all  serious  injuries.  25%  of  female  suicide  at- 
tempts, and  4000  homicides  each  year.  The  types  of 
injuries  inflicted  by  battering  tend  to  differ  from 
those  induced  by  other  causes.  The  patterns  of 
battering  injury  include  contusions  or  minor  lacera- 
tions of  the  head,  face,  neck,  breast,  or  abdomen.* 
Unintentional  injuries  are  more  likely  to  involve  the 
extremities.  One  study  found  that  women  present- 
ing to  an  ED  for  treatment  of  head,  neck,  and  facial 
injuries  were  12  times  more  likely  to  be  victims  of 
domestic  violence  than  women  seeking  treatment 
for  injuries  in  other  locations.'  Specific  injuries 
(perforated  tympanic  membrane,  orbital  fractures, 
subconjunctival  hemorrhage,  hyphema,  eye  globe 
rupture,  ventral  tongue  injuries,  loose  or  fractured 
teeth)  are  unlikely  to  be  caused  by  "clumsiness"  and 
warrant  a  detailed  history  to  determine  true  mecha- 


nism of  injury. '"Otolaryngologists,  ophthalmologists,  dentists, 
maxillofacial  and  plastic  surgeons  need  to  be  especially  aware 
of  these  patterns.  Abused  women  likely  have  more  multiple 
injuries,  injuries  in  different  stages  of  healing,  and  injuries  on 
one  side  of  the  body.-  Patients  with  subtle  complaints,  such  as 
headache,  fatigue,  or  abdominal  pain  may  be  referred  to  spe- 
cialists or  to  primary  care  physicians  with  little  or  no  follow-up. 
Because  many  battering  injuries  are  not  perceived  to  be 
life-threatening,  physicians  may  not  spend  much  time  deter- 
mining their  cause.  They  rarely  question  the  patients"  explana- 
tions (tripping,  banging  into  doors,  falling  down  stairs,  or 
"general  clumsiness").  Even  when  the  type,  location  or  age  of 
injuries  do  not  correlate  with  the  reported  cause,  the  underlying 
etiology  may  not  be  adequately  addressed  because  of  concerns 


Table  1.  Domestic  Violence  Screening  Guide 

Screen  (all  patients,  in  private;  suggested  questions): 

♦  Do  you  feel  safe  in  your  current  relationship? 

♦  Did  someone  cause  your  Injuries  or  trigger  your  illness? 

History  (clues): 

♦  Reluctance  to  speak  in  front  of  partner,  evasiveness 

♦  History  inconsistent  withi  injury/illness 

♦  Multiple  episodes  of  "clumsiness,"  miscarriages 

♦  Stress-related  symptoms,  vague  complaints 

♦  History  of  suicide  attempts,  substance  abuse 

♦  Delay  in  seeking  medical  attention,  noncompliance 

Physical  (clues): 

♦  Excess  clothing/accessories/makeup  covering  injuries 

♦  Injuries  in  patterns  or  multiple  stages  of  healing 

♦  Injuries  during  pregnancy 

♦  Injuries  in  central  areas  (face,  neck,  abdomen,  genitals) 

♦  Injuries  in  protected  areas  (behind  ears,  under  breasts) 

♦  Defensive  injuries 


Treat: 

♦ 
♦ 
♦ 
♦ 
♦ 
♦ 


Expose  patient  to  check  for  occult  Injuries 

Maximize  current  rx;  minimize  prescriptions,  MD  referrals 

Relay  concerns  to  consultants 

Recognize  personal/professional  biases/limitations 

Provide  message  that  abuse  is  not  deserved  or  acceptable 

Assess  safety,  provide  information  to  develop  safety  plan 


Document: 

♦  Use  patient's  exact  words  when  possible 

♦  Detailed  descriptions  of  injuries,  with  body  map  or  photos 

♦  Document  treatment,  consults,  referrals,  prescriptions,  follow-up 

Referrrals: 

♦  If  partner  cancels  appointments,  consider  It  as  a  "red  flag" 

♦  Hospital,  city,  county  departments  of  social  service 

♦  Child  protective  services,  if  applicable 

♦  Local  shelter 

♦  Legal  aid  society,  bar  association 

♦  Law  enforcement  (police,  sheriff's  departments) 
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about  time,  privacy,  and  staffing  constraints  in  the  ED.  One 
study  found  that  43%  of  battered  women  had  presented  to  EDs 
six  or  more  times  for  abuse-related  injuries,  but  in  most  cases, 
the  victimization  history  underlying  the  injuries  was  never 
identified  by  health  care  providers.-^ 

Primary  Care.  Physical,  sexual,  and  emotional  abuse  leads  to 
many  chronic  health  problems  for  which  battered  women  seek 
help.  These  problems  include  headaches,  chronic  pain,  depres- 
sion, cher.t  pain,  heart  palpitations,  dyspareunia,  pelvic  pain, 
sexually  transmitted  diseases,  choking  sensations,  fatigue, 
paresthesias,  and  nervousness.  Physicians  may  search  for  causes 
of  these  complaints  without  recognizing  that  they  are  symp- 
toms of  abuse.  In  many  cases,  the  patients  are  labeled  as 
complainers,  annoyances,  or  hypochondriacs.  Since  primary 
care  providers  often  have  close,  ongoing  relationships  with 
their  patients,  they  are  in  a  good  position  to  identify  and  help 
battered  women. 

Obstetrics  and  Gynecology.  Obstetricians  and  gynecologists 
serve  as  primary  care  physicians  for  many  women.  They  can 
play  a  vital  role  in  detecting  women  who  are  victims  of  abuse, 
and  in  offering  appropriate  care.  Studies  in  North  Carolina 
clinics  have  found  that  3%-14%  of  pregnant  women  reported 
physical  abuse  during  pregnancy  and  26%-30%  reported  ever 
experiencing  physical  abuse.-  During  pregnancy,  battering  is 
more  common  than  rubella  infection,  Rh  incompatibility,  or 
diabetes,  but  it  is  rarely  screened  for  or  properly  diagnosed.'' 
Injuries  to  the  abdomen  and  genitals  lead  to  higher  rates  of 
miscarriage,  premature  birth,  and  other  complications  of  preg- 
nancy than  are  seen  in  nonabused  females.  Sometimes  social 
isolation  by  the  abuser  limits  prenatal  care.  Domestic  violence 
significantly  influences  interest  in  abortion  services,  and  af- 
fects subsequent  childrearing  practices. 

Pediatrics.  Pediatricians  know  that  it  is  important  to  screen  for 
child  abuse,  but  few  recognize  that  it  is  important  to  screen  for 
domestic  violence,  too. "  Child  abuse  and  domestic  violence  are 
closely  linked.  Child  abuse  is  15  times  more  likely  to  occur  in 
families  where  domestic  violence  is  present.  One  study  re- 
ported that  87%  of  children  knew  that  their  mothers  were  being 
abused.  Living  in  the  presence  of  domestic  violence  is  detri- 
mental to  children,  leading  to  health  effects  that  include:  inju- 
ries while  trying  to  protect  their  mothers;  physical  ailments 
related  to  stress  such  as  headaches  and  abdominal  pains;  in- 
creased risk  for  substance  abuse  and  suicide;  and  exacerbation 
of  chronic  illnesses,  including  peptic  ulcers,  rheumatoid  arthri- 
tis, and  asthma.  The  instability  of  the  violent  household  and  the 
conflict  induced  when  people  they  love  hurt  or  are  hurt  by 
another,  may  lead  to  excessive  aggressiveness,  anger,  fearful- 
ness,  mistrust — and  an  increased  risk  of  becoming  a  batterer  or 
victim  themselves.  These  children  sometimes  believe  that  they 
are  the  cause  of  the  violence,  resulting  in  feelings  of  guilt  and 
shame  and  further  inhibiting  their  ability  to  reveal  their  situa- 
tion to  an  outsider. 


Geriatrics.  The  abuse  of  women  occurs  at  all  stages  of  life.  A 
survey  of  male  and  female  senior  citizens  in  Boston  found  that 
2%  were  physically  abused — and  at  equal  rates  by  spouses  or  by 
children.  Elder  abuse  may  derive  from  the  stresses  of  caring  for 
frail,  dependent  people  living  at  home  or  in  nursing  homes. 
Because  of  this,  elder  abuse  prevention  programs  have  concen- 
trated on  relieving  caregivers'  stress,  but  the  problem  of  elder 
abuse  is  larger  and  more  complex  than  just  caregiver  stress.  By 
focusing  on  those  who  are  dependent  due  to  frailty  or  incompe- 
tence and  who  may  need  protection  from  their  adult  children  or 
caregivers,  physicians  may  be  overlooking  what  may  be  a  more 
prevalent  problem — spoUse  abuse  among  older  couples. 

Orthopedics.  Orthopedists  routinely  treat  and  follow-up  pa- 
tients with  isolated  bone  or  ligamentous  injuries,  but  they 
should  suspect  abuse  if  a  patient  has  multiple  episodes  of 
injuries  to  different  sites,  or  keeps  "reinjuring"  a  previously 
injured  area.  Of  particular  concern  is  the  nondominant  forearm, 
which  may  be  raised  in  a  defensive  motion  to  ward  off  an 
attacker.  It  is  an  unfortunate  commentary  that  frequent  fractures 
trigger  a  search  for  occult  malignancy  (for  "pathologic  frac- 
tures") more  often  than  they  raise  the  suspicion  of  abuse. 
Skeletal  surveys,  routine  in  suspected  child  abuse,  are  infre- 
quently made  in  suspected  adult  abuse  victims. 

Gastroenterology.  Stress  and  other  forms  of  emotional  upset, 
including  sexual  and  physical  abuse,  can  lead  to  gastrointestinal 
symptoms.  A  study  of  women  referred  to  the  University  of 
North  Carolina  gastroenterology  clinic  found  that  46%  reported 
a  history  of  sexual  or  physical  abuse.'-  Functional  gastrointes- 
tinal disorders  (irritable  bowel  syndrome,  functional  dyspepsia, 
constipation,  or  chronic  abdominal  pain)  were  nearly  twice  as 
common  in  those  who  had  experienced  sexual  abuse  as  were 
structural  disorders  (acid-peptic  disease,  inflammatory  bowel 
disease,  or  liver  disease).'-  These  illnesses  prompt  numerous 
office  and  ED  visits  and  when  refractory  to  therapy,  result  in 
extensive  work-ups  or  surgical  referrals  that  may  never  recog- 
nize the  underlying  stress-related  causes. 

Psychiatry.  Psychiatrists  see  many  patients  with  depression, 
substance  abuse,  somatization  disorder,  posttraumatic  stress 
disorder,  sleep  and  eating  disorders,  sexual  dysfunction,  obses- 
sive-compulsive disorders,  anxiety  disorders,  and  suicidal  ide- 
ation. All  are  common  psychological  responses  to  living  with 
abuse.  One  study  of  hospitalized  female  psychiatric  patients 
found  that  up  to  64%  had  been  physically  abused  as  adults. 
Psychiatrists  rarely  ask  their  patients  about  physical  or  sexual 
assault  despite  decades  of  research  on  the  psychological  conse- 
quences on  child  abuse,  domestic  violence,  and  sexual  abuse. 
Psychiatrists  should  be  wary  of  prescribing  tranquilizers  or 
other  medications  that  may  increase  a  battered  woman's  al- 
ready increased  risk  of  suicide  or  substance  dependency.  And 
drugs  that  hamper  alertness,  may  make  victims  of  abuse  more 
vulnerable  to  assault  and  less  able  to  respond  to  or  escape  from 
a  dangerous  environment. 


NCMJ  September/October  1997.  Volume  58  Number  5         313 


Conclusions 

Domestic  violence  has  traditionally  been  viewed  as  a  social 
problem,  not  a  medical  orpublic  health  issue,  even  though  it  has 
a  devastating  effect  on  the  health  of  its  victims.  Physicians  in  all 
specialties  should  routinely  ask  their  patients  about  domestic 


violence,  document  their  findings  in  the  medical  record,  and 
provide  appropriate  referrals.  Since  domestic  violence  affects 
people  from  all  backgrounds,  health  care  providers  should  be 
alert  to  the  effects  of  domestic  violence  in  themselves,  their 
staff,  their  colleagues  and  acquaintances,  and  their  patients.     Q 
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Domestic  Violence 

A  Clinician's  Strategy 


Nancy  C.  Chescheir,  MD 


Many  barriers  impede  the  way  health  care  providers  care  for 
their  patients.  And  barriers  that  prevent  us  from  fully  caring  for 
the  victims  of  domestic  violence  are  legion.  They  include 
external  barriers  as  well  as  self-imposed  and  largely  uncon- 
scious impediments.  The  contributors  and  editors  of  this  special 
issue  of  the  North  Carolina  Medical  Journal  are  committed  to 
helping  providers  dismantle  those  obstacles. 

There  are  several  steps  practitioners  must  take  if  we  are  to 
assume  our  legitimate  role  in  caring  for  individual  victims  of 
domestic  violence.  It  is  critical  that  we  take  these  steps  since  we 
are  so  often  the  point  of  contact  for  survivors  of  violence. 


Become  Aware 

Our  first  step  is  to  become  aware  of  the  impact  domestic 
violence  has  on  the  health  of  the  nation.  Statistics  can  be 
overwhelming,  but  they  make  us  aware  of  the  importance  of  this 
issue  (see  article  on  page  310).  Donna  Shalala,  in  her  keynote 
address  to  the  American  Medical  Association  conference  on 
Family  Violence:  Health  and  Justice,  made  the  numbers  easier 
to  grasp:  "In  the  United  States,  domestic  violence  is  just  about 
as  common  as  giving  birth,  about  four  million  instances  per 
year."' 

As  in  the  study  of  any  medical  phenomenon,  we  can  leam 
how  victims  of  domestic  violence  present  themselves.  In  some 
cases  there  are  no  overt  clues  to  their  situation;  in  some, 
domestic  violence  masquerades  as  other  disorders;  and  in  some, 
there  is  little  or  no  doubt  that  the  patient  has  been  a  victim  of 
domestic  brutality.  I  list  here  some  of  the  clinical  syndromes 
seen  in  battered  women. 

1 .  Chronic  pain  syndromes  including  pelvic  pain,  headaches, 
gastrointestinal  disturbances,  joint  and  muscle  aches. 

2.  Central  injury  patterns,  especially  of  the  genitals,  breast, 
and  face. 

3.  Repetitive  injuries,  often  with  incongruous  explanations. 


4.  Frequently  missed  medical  appointments. 

5.  Failure  to  comply  with  medical  advice. 

6.  Delayed  enrollment  for  prenatal  care. 

7.  Substance  abuse. 

8.  Attempted  suicide. 

9.  Depression. 

1 0.  A  patient  accompanied  by  an  overattentive  partner. 

Physicians  need  to  become  aware  of  the  community  re- 
sources available  to  victims  on  referral.  Battered  women's 
shelters  grew  out  of  the  feminist  movement  of  the  1 960s  and 
1970s,  following  the  establishment  of  rape  crisis  centers.  These 
shelters  and  programs  (and  many  other  helping  agencies) 
antedate  by  decades  the  medical  profession's  recent  interest  in 
this  topic.  Most  victims  of  domestic  violence  need  referral  to 
nonprofit  or  government  agencies  that  function  well  outside  of 
the  usual  network  of  "medical"  consultation  and  referral.  Phy- 
sicians should  know  something  about  how  they  work.  In  a 
report  entitled  Beyond  Crisis:  Developing  Comprehensive  Ser- 
vices for  Battered  Women  in  North  Carolina.  Needs  Assessment 
for  Battered  Women  and  Domestic  Violence  Programs'-  Mauney 
et  al  gave  a  thorough  accounting  of  the  64  programs  available 
in  North  Carolina  as  of  February  1993.  (Also  see  this  issue's 
Health  Watch,  pages  345-8.)  Most  were  private,  not-for-profit 
organizations  that  typically  offered  phone  lines  for  crisis  needs, 
hospital  advocacy  or  companionship,  legal  advocacy  services, 
counseling  services,  support  groups,  community  education, 
children' s  services,  life  skills  education  and  training,  and  emer- 
gency housing.  Maximum  length  of  stay  allowed  in  50%  of  the 
shelters  was  three  months  or  more. 

Other  agencies  that  can  help  victims  include  crisis  tele- 
phone services,  the  National  Domestic  Violence  Hot  Line, 
Department  of  Social  Services,  Legal  Advocacy  groups,  and 
religious  groups.  It  is  important  to  be  cautious  about  giving 
women  victims  written  information,  as  it  is  not  uncommon  for 
batterers  to  search  their  partners  belongings  after  an  unaccom- 
panied trip. 


Dr.  Chescheir  is  Associate  Professor  and  Acting  Chair,  Department  of  Obstetrics  and  Gynecology,  UNC  School  of  Medicine,  CB# 
7570,  MacNider  Building,  Chapel  Hill  27599-7570.  She  is  a  member  of  the  NCMS  Domestic  Violence  Committee. 
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Become  Inquisitive 

Women  rarely  disclose  a  history  of  abuse  or  battering  sponta- 
neously. Women  who  present  with  appropriate  signs  and  symp- 
toms must  be  questioned  directly.  You  could  say  "Sometimes 
we  see  injuries  like  yours  after  people  have  been  arguing.  Could 
that  have  happened  to  you?"  or  "1  notice  that  you've  missed  a 
lot  of  scheduled  appointments.  Has  someone  been  preventing 
you  from  coming  to  the  doctor?"  This  type  of  question  does  two 
things:  1 )  it  may  get  you  the  information  you  need  to  understand 
the  patient's  circumstances;  2)  if  she  is  a  victim,  you  will  have 
communicated  to  her  that  she  is  not  alone  and  that  you  are 
available  to  her  now  or  in  the  future  to  talk  about  intentional 
injury. 

Unfortunately,  it  happens  that  most  women  victims  don't 
have  overt  clinical  signs  and  symptoms.  That  makes  screening 
questions  (as  opposed  to  diagnostic  questions)  an  appropriate 
tool.  Recall  that  screening  tests  are  used  even  when  the  patient 
is  not  considered  to  be  at  high  risk  for  a  disorder  as  long  as  the 
disorder  has  significant  consequences,  is  relatively  common, 
and  something  can  be  done  if  the  patient  is  found  to  have  it. 
Domestic  violence  is  an  excellent  example  of  such  a  condition. 
Screening  for  domestic  violence  is  straightforward  and  inex- 
pensive. In  taking  the  history  from  all  patients,  include  a 
question  about  family  violence.  Some  examples  include: 

a.  Have  you  been  hit,  kicked,  or  slapped  in  the  past  year? 

b.  How  do  you  and  your  partner  resolve  arguments? 

c.  Are  you  safe  at  home? 

d.  Has  any  one  you  know  ever  hurt  you  on  purpose,  or  made 
you  do  something  sexually  you  didn't  want  to  do? 

Some  clinicians  worry  that  including  such  questions  as  part  of 
all  history -taking  will  offend  some  patients.  On  the  contrary, 
many  women  express  gratitude  that  such  questions  have  been 
asked.  Even  if  they  have  not  been  battered,  they  may  know 
someone  who  has. 


Become  an  Advocate 

Many  physicians  avoid  asking  about  domestic  violence  be- 
cause they  worry  that  it  will  ruin  their  schedule.  Others  claim 
that  there  is  no  useful  intervention,  thinking  that  the  only 
successful  outcome  is  having  the  patient  leave  the  abusive 
situation.  In  that  case,  it  is  important  to  reframe  our  definition 
of  "success"  in  the  care  of  these  women.  L.  E.  Orloff  describes 
three  levels  of  success  when  working  with  battered  women: 

1)  The  woman  reveals  her  history  to  you,  and  she  is  prepared 
to  leave  her  partner;  you  refer  her  for  a  protective  order  and 
to  stay  at  a  safe  place;  she  leaves  and  is  safe. 

2)  The  woman  reveals  her  history,  but  is  not  prepared  to  leave 
her  partner.  Nevertheless,  she  obtains  a  protective  order 
following  your  referral  to  a  domestic  violence  program.  She 
is  protected  while  she  and  her  partner  work  through  issues 
and  he  gets  treatment.  She  is  safe  in  the  relationship. 

3)  The  woman  reveals  her  history,  but  is  not  prepared  to  leave 


and  returns  to  the  batterer.  She  may  not  be  safe  at  present,  but 

she  knows  there  is  a  trusted  doctor  or  nurse  who  will  be  there 

for  her  in  the  future. 
It  may  be  challenging  to  reframe  "success"  in  this  way,  but 
doing  so  validates  many  of  the  interventions  that  we  can  make 
for  battered  women.  Various  organizations,  including  the  North 
Carolina  Medical  Society,  print  and  distribute  information 
about  domestic  violence.  We  can  display  these  in  our  offices, 
especially  in  women's  bathrooms.  Various  organizations  sell 
lapel  buttons  that  communicate  your  interest  in  domestic  vio- 
lence; we  can  wear  one.  And  at  all  times,  we  can  assure  privacy 
in  the  intake  areas  of  the  office. 

By  communicating  our  interest  and  providing  information 
to  a  patient,  we  let  her  know  that  she  is  not  alone,  that  the 
violence  is  not  her  fault,  that  the  batterer  is  responsible  for  his 
behavior.  Frequently,  victims  blame  the  batterer's  use  of  alco- 
hol or  drug  for  the  abuse.  I  find  it  interesting  to  watch  the  eyes 
of  the  victim  when  I  ask  whether  her  partner  ever  hits  a  man 
when  he  is  drunk.  She  becomes  aware  in  that  split  second  that 
even  when  intoxicated,  the  partner  chooses  to  hit  her. 

Patient  advocacy  includes  providing  information  that  will 
allow  the  patient  to  develop  an  "exit  plan."  Table  1 ,  below,  lists 
the  components  of  an  exit  plan.  North  Carolina  is  largely  rural 
and  exit  plans  should  take  into  account  the  geographic  isolation 
of  many  women. 

Victims  of  domestic  violence  often  feel  helpless  and  pow- 
erless. According  to  Schecter,^the  batterer  holds  power  over  the 
victim,  using  coercion,  terror,  violence  or  the  threat  of  violence 
to  get  his  way.  Patient  advocacy  means  giving  the  patient  power 
over  something.  It  is  not  ours  to  decide  that  a  woman  should 
leave  a  relationship.  Buel'^  said  in  a  video  produced  by  the 
American  College  of  Obstetricians  and  Gynecologists  that  bat- 
tered women  want  four  things  from  their  health  care  providers: 
1 )  Inform  her  that  you  care  about  her  safety  and  the  safety  of  her 

children. 


Table  1.  Components  of  an  exit  plan^ 

1 .  Pack  a  bag  and  place  in  a  secure  place  or  with  a  friend 
or  neighbor.  Include: 

•  a  change  of  clothes  for  victim  and  her  children 

•  toiletries, 

•  necessary  medications, 

•  an  extra  set  of  house  and  car  keys. 

2.  Cash,  checkbook,  savings  account  passbook. 

3.  Identification  papers  such  as  birth  certificates  (includ- 
ing children's),  Social  Security  cards,  voter  registration 
card,  utility  bills,  a  driver's  license,  and  the  children's 
Immunization  records  (for  school  enrollment). 

4.  If  available,  financial  papers,  such  as  mortgage,  rent 
receipts,  automobile  title. 

5.  Something  of  special  interest  to  the  child,  such  as  a 
book  or  toy. 

6.  A  plan  of  exactly  where  to  go,  regardless  of  the  time  of 
day  or  night. 
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2)  Inform  her  that  the  violence  only  gets  worse. 

3)  Inform  her  that  the  violence  is  not  her  fault. 

4)  Let  her  know  that  you  will  be  available  when  she  needs  you. 
Information  is  power.  By  giving  her  information,  you  return  a 
bit  of  power  to  the  woman. 


Become  Active 

A  number  of  organizations  are  dedicated  to  combating  domes- 
tic violence.  Membership  in  these  organizations  is  usually 
inexpensive,  but  the  strength  of  numbers  gives  voice  and  dollars 
to  their  efforts  on  behalf  of  victims  of  violence.  Table  2,  at  right, 
lists  several  such  organizations,  as  does  Health  Watch  (page 
345).  Local  domestic  violence  shelters  are  usually  underfunded. 
Financial  donations,  as  well  as  donations  of  time  and  medical 
care  for  clients,  are  important.  You  can  help. 

State  and  the  federal  governments  often  have  family  vio- 
lence legislation  in  their  agenda.  Candidates'  stump  speeches 
often  refer  to  this  issue.  We  can  hold  our  representatives 
accountable  to  follow  through  on  their  commitments.  And  we 
can  regularly  communicate  our  thoughts  about  relevant  legisla- 
tion to  lawmakers. 

When  we  have  the  opportunity  to  do  so,  we  need  to  include 
aspects  of  domestic  violence  in  presentations  to  local  civic 
groups;  to  continuing  medical  education  courses;  to  medical, 
nursing,  other  helping  profession  students.  Our  involvement 
will  make  a  difference. 


Summary 

As  physicians  we  should  continue  to  do  those  things  we  do  well. 
But  we  need  to  focus  our  efforts  in  novel  ways  in  order  to 
address  the  pervasive  and  insidious  problem  of  domestic  vio- 
lence. 

/  We  need  to  become  knowledgeable  about  the  individual  and 
public  health  consequences  of  domestic  violence  and  the 
community  resources  available  for  patients. 
/  We  need  to  be  inquisitive  in  our  practices,  learning  to 

identify  women  who  are  victims. 
/  We  need  to  become  advocates  in  our  own  practices,  commu- 
nicating to  all  patients  our  interest  in  domestic  violence  and 
our  willingness  to  help  victims. 
/  We  need  to  become  active  in  our  communities  in  efforts  to 


Table  2.  Resources  available  to  health  care  providers 
to  assist  in  caring  for  survivors  of  domestic  abuse 

♦  Domestic  Violence:  A  Directory  of  Protocols 
for  Health  Care  Providers 

Newton,  MA:  Childrens'  Safety  Network, 
Education  Development  Center,  Inc.,  1991 
Copies  available  from: 
Department  of  Mental  Health 
American  Medical  Association 
515  N.  Stalest. 
Chicago,  IL  60610 

♦  Protocol  of  Care  for  the  Battered  Woman  (1 987) 

March  of  Dimes  Birth  Defects  Foundation 
Professional  Education  Department 
1275  Mamaroneck  Ave. 
White  Plains,  NY  10605 
914/428-7100 

♦  Beyond  Crisis:  Developing  Comprehensive 
Services  for  Battered  Women  in  NC  (1 993) 

Mauney  R,  Williams  E,  Weil  M. 
Z.  Smith  Reynolds  Foundation,  Inc. 
101  Reynolda  Village 
Winston-Salem,  NC  27106-5199 

♦  National  Council  on  Child  Abuse 
and  Family  Violence 

1 155  Connecticut  Ave.  NW,  Ste  400 
Washington,  DC  20036 
202/429-6695 

♦  Family  Violence  Prevention  Fund 

383  Rhode  Island  St.,  Suite  304 
San  Francisco,  CA  94103-5133 
e-mail:  fund@igc.apc.org 
Internet:  http://www/fvpf.org/fund/ 
415/252-8900 

♦  Domestic  Violence:  More  Prevalent 
Than  You  Think  (videotape) 

Wyeth-Ayerst  Film  Library 
P.O.  Box  8299 
Philadelphia,  PA  19101 


eliminate  domestic  violence  and  to  improve  services  to 
victims.     □ 
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"Know  what  I 

need?  A  friend 

who  knows  more 

than  I  do  about 

avoiding  risl^s." 

The  facts  are  overwhelming. 

It  seems  every  newscast, 

magazine,  newspaper  and 

tabloid  carries  a  story  of  a 

malpractice  lawsuit.  There 

just  isn't  time  to  worry  about 

risks  -  especially  while  I'm 

taking  care  of  my  patients. 

What  ever  happened  to 

security  and  peace 

of  mind? 

Medical  Mutual  proved 
that  they  can  help  me 
manage  the  risk  prob- 
lems and  avoid  legal 
conflicts.  It's  not  just 
the  number  of 
patients  I  treat,  but 
how  1  manage  risks 
that  counts.  That's 
what  gives  me  the 
time  to  enjoy  life 
outside  the  office." 


I  smM  F Jj^S^^EI 


uTim 


Medical  Mutual  Insurance  Company 
of  North  Carolina 

4505  Falls  of  the  Neuse  Road 

PO  Box  98028 

Raleigh,  NC  27624-8028 

Tel:  (919)872-7117 

(800)662-7917 

Fax:(919)878-7550 


Should  Physicians  Be  Required 
to  Report  Domestic  Violence? 


David  H.  Gremillion,  MD,  FACP 


As  physicians  become  more  involved  in  identifying  and  refer- 
ring cases  of  domestic  violence  they  inevitably  face  the  profes- 
sional' and  ethical  dilemmas-'  posed  by  reporting  require- 
ments. These  requirements  may  be  well-intentioned  and  di- 
rected at  improving  victim  safety  and  detecting  crime,  but 
improper  reporting  can  escalate  violence,  erode  the  trust  be- 
tween patient  and  physician  and  create  liability  for  the  physi- 
cian. Recently  the  North  Carolina  Medical  Society  and  the 
American  Medical  Association,  seeking  to  preserve  patient 
confidentiality,  have  opposed  mandatory  reporting  of  domestic 
violence. ■*  New  and  efficient  ways  to  detect  domestic  violence 
mean  that  we  will  identify  more  cases  in  the  future.'^  Since  we 
want  to  be  perceived  as  a  resource  by  our  patients,  we  must 
familiarize  ourselves  with  current  reporting  requirements. 

In  this  article  I  examine  the  theoretical  basis  for  and 
potential  pitfalls  of  reporting  domestic  violence.  I  review  cur- 
rent North  Carolina  reporting  requirements  and  the  implica- 
tions of  such  reports  and  compare  them  to  laws  in  other  states. 


Presumptive  Rationale 
for  Mandatory  Reporting 

Mandatory  reporting  has  been  justified  on  a  number  of  grounds 
(Table  1 ).  Protection  of  the  victim  and  other  household  mem- 
bers is  the  most  commonly  cited  rationale.  It  is  viewed  by  some 
as  a  way  to  bring  cases  to  early  attention,  before  there  is 
dangerous  escalation  of  violence. 

Improved  data  collection  is  another  reason.  Statistics  on 
domestic  violence  are  deeply  flawed  and  there  are  great  dispari- 
ties between  criminal  data  and  population-based  surveys.  Man- 
datory reports  might  provide  uniform  and  consistent  data, 
allowing  identification  of  needs  and  justifying  funding.  Better 
information  might  lead  to  better  programs,  better  education, 


Table  1.  Rationales  for  mandatory 
domestic  violence  reporting 

Protecting  victims 
Collecting  statistical  data 
Making  perpetrators  accountable 
Improving  system  responsiveness 
Documenting  incidents 


and  better  system 
responsiveness. 

Mandatory  re- 
porting might  help 
make  perpetrators 
accountable  for 
their  actions  by  by- 
passing victims' 
reluctance  to  report 
and  proceed  with 

prosecution.  Documentation  of  domestic  violence  is  often 
lacking  in  medical  records,  even  in  identified  cases.  Mandatory 
reports  could,  in  theory,  improve  such  documentation  and 
provide  valuable  information  for  prosecution  or  other  action  at 
a  later  date.  A  carefully  worded  medical  progress  note  could 
serve  the  purpose  while  preserving  patient  confidentiality  and 
trust  in  the  physician. 

Laws  regulating  the  reporting  of  spouse  abuse  are  often 
modeled  on  laws  for  child  and  elder  abuse.  Society  has  a 
legitimate  interest  in  assisting  the  very  young  and  the  very  old, 
and  laws  protecting  them  (including  required  reporting  by 
physicians )  exist  in  most  states.  There  are  differences,  however, 
between  reporting  of  spouse  abuse  and  reporting  of  child  and 
elder  abuse.  Children  and  the  vulnerable  elderly  may  be  unable 
to  advocate  for  themselves  because  of  immaturity  or  disability; 
spouses  are  often  capable  of  protecting  themselves  and  may 
have  access  to  supportive  organizations  and  networks.  Part  of 
the  healing  process  for  an  autonomously  functioning  spouse  in 
an  abusive  situation  is  to  decide  how  and  when  to  make  a  life 
change.  Being  in  charge  of  that  difficult  decision  may  be  the 
only  control  a  victim  has  in  her  life;  removing  that  control  may 
provoke  a  crisis.  Paternalism  may  be  proper  in  child  abuse 
reporting,  but  for  adults  this  is  merely  another  and  perhaps 
greater  imposition  of  control  by  another. 


Dr.  Gremillion  is  with  Wake  Area  Health  Education  Center,  Department  of  Internal  Medicine,  3024  New  Bern  Ave.,  Raleigh  27620. 
He  is  Vice  Chair  of  the  NCMS  Domestic  Violence  Committee. 
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Table  2.  Potential  negative 
consequences  of 
mandatory  reporting 

Escalation  of  violence 
Retaliation  on  victim 
Deterred  clinical  care 
Data  distortion 
Revictlmization 


Potential  Problems  with  Mandatory 
Reporting  of  Domestic  Violence 

Improper  reporting  may  put  victims  in  danger  if  the  perpetrator 
seeks  to  reestablish  control  through  increased  violence  (Table 
2).  Retaliatory  violence  is  often  threatened  and  prosecution 
may  further  increase  violence  because  the  perpetrator  blames 
the  victim  for  disclosing 
the  abuse. 

From  a  practitioner"  s 
perspective  one  of  the 
strongest  disadvantages 
of  mandatory  reporting  is 
that  it  may  create  ob- 
stacles to  health  care. 
Patients  may  fear  that 
talking  to  the  doctor  will 
initiate  a  cascade  of  judi- 
cial sanctions  that  are  out  of  their  control  and  for  which  they  are 
poorly  prepared.  To  be  effective,  sanctions  must  be  timed  to 
correspond  with  victims"  family,  financial,  and  safety  prepara- 
tions. Furthermore,  abusers  may  forbid  victims  from  seeking 
health  care  if  contact  risks  mandatory  reporting  and  revelation 
of  the  abuse  (clinic  staff  should  alert  the  physician  to  the 
possibility  of  domestic  violence  when  a  male  voice  cancels  a 
female  appointment). 

There  is  a  concern  that  mandatory  reporting  may  generate 
misleading  data  because  of  physicians"  negative  or  inadequate 
adherence  to  the  requirements.  This  was  the  case  for  instance  in 
Connecticut,  which  allowed  mandatory  reporting  statutes  to 
lapse.  Low  compliance  with  mandatory  reporting  has  been 
documented  for  child  and  elder  abuse,  possibly  because  of 
practitioner  perceptions  that  such  reports  create  excessive  time 

and  administrative  bur-     | 

dens.  Poor  compliance 
by  physicians  and  den- 
tists'' may  also  be  re- 
lated to  concern  that 
reports  may  be  improp- 
erly handled,  to  privacy 
beliefs,  to  lack  of 
awareness  of  reporting 
requirements,  or  to  fail- 
ure to  consider  domes- 
tic violence  as  a  cause 
of  patients"  com- 
plaints.^ 

Practitioners  have 
been  willing  to  report 
suspected  cases  of  do- 
mestic violence  occur- 
ring in  minorities  and 
indigents  but  reluctant 
to  report  others.  The 
misleading  data  there- 


by generated  perpetuate  the  stereotype  that  domestic  violence 
is  a  problem  of  certain  marginal  populations.  The  AMA  re- 
cently opposed  mandatory  reporting  of  domestic  violence, 
instead  endorsing  state  efforts  to  implement  anonymous  public 
health  reporting  systems  for  surveillance. 

Inability  to  respond  to  a  flood  of  cases  detected  by  manda- 
tory reporting  could  overwhelm  and  thereby  discredit  current 
support  systems.  Shelters  already  turn  away  many  victims 
because  they  have  no  space.  The  judicial  system  often  has  long 
delays  in  addressing  issues  of  domestic  violence.  In  the  long 
term,  recognizing  such  unresponsiveness  may  generate  change, 
but  in  the  short  term  it  would  further  erode  confidence  in  health 
care  and  governmental  support. 

Some  criticisms  of  mandatory  reporting  of  child  and  elder 
abuse  also  apply  to  spouse  abuse.*"  Reporting  may  raise  false 
hopes  when,  in  fact,  most  agencies  are  underfunded  and  poorly 
equipped  to  deal  with  the  large  numbers  of  cases  that  emerge 
from  mandatory  reporting.  In  addition,  elder  abuse  reporting 
strains  the  physician-patient  relationship  and  deters  seeking 
care  because  patients  want  to  preserve  their  independence  and 
avoid  institutionalization.'" 


Comparison  of  Reporting  Requirements 

There  is  no  uniform  requirement  for  reporting  in  the  United 
States.  Five  states  require  physicians  to  report  domestic  vio- 
lence, and  five  have  no  statutes  relating  to  reporting  of  domestic 
violence.  Conditional  requirements  vary  even  in  those  states 
with  laws  (Table  3)  and  may  be  vague  about  what  to  report,  to 
whom,  and  by  whom.  Furthermore,  existing  laws  often  do  not 
specify  penalties  for  noncompliance  or  provide  protection  from 
liability  for  the  physicians  who  report.  Finally,  there  is  little 


Table  3.  Comparison  of  state  statutes  on  reporting  of  domestic  violence 


A.  States  with  no  reporting  statutes: 

B.  States  with  mandatory  reporting  statutes: 

C.  States  with  conditional  reporting  statutes: 


Qualifying  condition 

Firearm  injury 


Illegal  act 

Act  of  violence 
Intentional-injury 
Gravity  of  Injury 


Number  of  states 

40 


18 


AL,  LA,  SC,  WA,  WY 


CA,  Rl,  KY,  NM,  NH 


States  specifying  listed  qualifier 

AK,AZ,AR,CA,CO,CT,DE,DC,FL,HI,ID, 
IL,IN,IA,KS,ME,MD,MA,MI,MN,MS,MO, 
MT,NV,NH,NJ,NY,NC,ND,OH,OR,PA,RI, 
SD,TN,TX,UT,VT,VA,WV,WI 

AZ,CA,CO,DC,ID,IL,IA,MA,MN,NE,NH, 
NC,ND,OH,OK,PA,UT,WV,WI 

FL,HI,MI,NE,NC,OH,TN 

AK,AR,CO,GA,HI,ID,NV,OR 

AK,AZ,HI,IN,IA,KS,NY,NC,OH 
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evidence  that  patient  well-being  is  enhanced  in  states  having 
rigid  reporting  requirements. 

The  North  Carolina  reporting  requirements  are  covered  in 
General  Statutes  90-21.20  (Appendix,  at  right),  and  for  child 
abuse  in  GS7A-543  (Duty  to  report  child  abuse,  neglect,  depen- 
dence, or  death  due  to  maltreatment).  NC  physicians  are  re- 
quired to  report  all  "wounds,  injuries,  and  illnesses"  caused  by 
firearms,  knives,  or  sharp  instrument,  or  due  to  criminal  acts  of 
violence.  The  growing  trend  to  identify  domestic  violence  as  a 
criminal  act  makes  these  laws  applicable  to  domestic  violence 
cases.  NC  physicians  are  guaranteed  immunity  from  any  liabil- 
ity, civil  or  criminal,  when  they  make  a  report  in  good  faith. 

Today  NC  physicians  are  responding  to  their  abused 
patient's  needs  with  greater  awareness  and  sensitivity  than  ever 
before.  In  part,  their  response  is  effective  insofar  as  it  preserves 
patients'  confidentiality  and  autonomy.  Reporting  is  clearly 
justified  in  certain  circumstances,  but  physicians  should  always 
be  cautious  about  revealing  sensitive  information  without  the 
patient's  permission.  When  weighing  the  pros  and  cons  of 
reporting,  physicians  must  respect  patients'  wishes  and  include 
them  in  the  decision  to  the  extent  allowed  by  law.  Familiarity 
with  how  local  authorities  respond  to  reports  and  knowledge  of 
local  resource  availability  will  help  physicians  decide  how  and 
when  to  report. 

The  current  NC  statute  allows  for  judgment  and  discretion 
in  reporting.  That  helps  preserve  the  patient-physician  relation- 
ship. We  must  remain  vigilant  in  preserving  this  flexibility  by 
supporting  NC  Medical  Society  and  AMA  efforts.     Q 
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Appendix. 

G.S.  90-21.20  Reporting  by 

physicians  and  hospitals 

of  wounds,  injuries,  and  illnesses 


(a)  Such  cases  of  wounds,  injuries  or  illnesses  as  are 
enumerated  in  subsection  (b)  shall  be  reported  as  soon  as 
it  becomes  practicable  before,  during  or  after  completion 
of  treatment  of  a  person  suffering  such  wounds,  injuries, 
or  illnesses.  If  such  case  is  treated  in  a  hospital,  sani- 
tarium or  other  medical  institution  or  facility,  such  report 
shall  be  made  by  the  Director,  Administrator,  or  other 
person  designated  by  the  Director  or  Administrator,  or  if 
such  case  is  treated  elsewhere,  such  report  shall  be  made 
by  the  physician  or  surgeon  treating  the  case,  to  the  chief 
of  police  or  the  police  authorities  of  the  city  or  town  of  this 
State  in  which  the  hospital  or  other  institution,  or  place  of 
treatment  is  located.  If  such  hospital  or  other  institution  or 
place  of  treatment  is  located  outside  the  corporate  limits 
of  a  city  or  town,  then  the  report  shall  be  made  by  the 
proper  person  in  the  manner  set  forth  above  to  the  sheriff 
of  the  respective  county  or  to  one  of  his  deputies. 

(b)  Cases  of  wounds,  injuries  or  illnesses  which  shall  be 
reported  by  physicians,  and  hospitals  include  every  case 
of  a  bullet  wound,  gunshot  wound,  powder  burn  or  any 
other  injury  arising  from  or  caused  by,  or  appearing  to 
arise  from  or  be  caused  by,  the  discharge  of  a  gun  or 
firearm,  every  case  of  illness  apparently  caused  by  poi- 
soning, every  case  of  a  wound  or  injury  caused,  or 
apparently  caused,  by  a  knife  or  sharp  or  pointed  instru- 
ment if  it  appears  to  the  physician  or  surgeon  treating  the 
case  that  a  criminal  act  was  involved,  and  every  case  of 
a  wound,  injury  or  illness  in  which  there  is  grave  bodily 
harm  or  grave  illness  if  it  appears  to  the  physician  or 
surgeon  treating  the  case  that  the  wound,  injury  or  illness 
resulted  from  a  criminal  act  of  violence. 

(c)  Each  report  made  pursuant  to  subsections  (a)  and  (b) 
above  shall  state  the  name  of  the  wounded,  ill  or  injured 
person,  if  known,  and  the  age,  sex,  race,  residence  or 
present  location,  if  known,  and  the  character  and  extent  of 
his  injuries. 

(d)  Any  hospital,  sanitarium,  or  other  like  institution  or 
Director,  Administrator,  or  other  designated  person,  or 
physician  or  surgeon  participating  in  good  faith  in  the 
making  of  a  report  pursuant  to  this  section  shall  have 
immunity  from  any  liability,  civil  or  criminal,  that  might 
otherwise  be  incurred  or  imposed  as  the  result  of  the 
making  of  such  report.  (1 971 ,  c.  4;  1 977,  c.  31 ;  c.  843,  s.2.) 
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Domestic  Violence 

Working  With  the  Spouse  Abuser 


Alan  Brown,  MSW,  CCSW 


Fred  received  the  community  citizenship  award  just  before  he 
was  ordered  by  the  court  to  attend  a  batterer's  treatment 
program.  As  a  volunteer  tlrefighter,  Fred  had  single-handedly 
raised  thousands  of  dollars  to  help  a  local  family  who  recently 
lost  everything  in  a  house  fire.  His  picture  in  the  paper  con- 
firmed the  general  perception  of  Fred  as  dedicated  community 
servant — a  public  image  that  made  it  very  difficult  for  Fred's 
wife  to  file  assault  charges  against  him  for  years  of  emotional 
and  physical  abuse. 


What  is  Spouse  Abuse? 

No  matter  how  spouse  abuse  is  defined,  the  definition  must 
illuminate  the  underlying  issue  of  power  and  control.  The  use 
of  violence  should  be  viewed  as  a  deliberate  attempt  to  control 
the  thoughts,  feelings,  and  behavior  of  the  victim. '  Abuse  is  not 
merely  an  "unhealthy  way"  of  venting  angry  feelings;  rather  it 
is  an  intentional  behavior  for  which  the  abuser  must  be  held 
accountable.  The  focus  should  be  on  the  abuser's  use  offeree 
to  impose  control  on  another  person,  not  mere  loss  of  control 
over  "normal"  impulses.  An  accurate  formulation  of  Fred's 
behavior  would  state  "I  lost  control  of  my  wife — so  I  used 
violence  to  regain  control." 

Physical  injui^,  even  death,  is  too  often  the  result  of 
domestic  violence,  but  power  and  control  are  played  out  in  a 
variety  of  other  coercive  forms:  verbal  abuse  and  threats, 
intimidating  gestures,  withholding  of  money  (economic  abuse), 
manipulation  of  children,  and  isolation  of  the  victim  from 
outside  contact.  All  controlling  behaviors,  not  just  physical 
violence,  must  be  effectively  addressed  if  we  are  to  lessen  the 
problem  of  spouse  abuse.  Eliminating  violence  would  be  a 
significant  accomplishment,  but  no  one  should  see  that  as  a 


Mr.  Brown  isagroupfacilitatorfortheabusertreatmentprogram 
in  Randolph  County.  He  is  also  Associate  Director,  NC  Area 
Health  Education  Centers  (AHEC)  Program,  CB#  7165,  Wing 
C,  School  of  Medicine,  Chapel  Hill  27599-7165. 


"cure"  or  think  that  the  former  batterer  will  no  longer  be 
controlling  or  abusive. 

Let  me  give  you  some  examples:  a  65-year-old  man  who 
routinely  removed  the  spark  plug  wires  from  his  wife's  car  so 
that  she  could  not  visit  friends;  an  ex-Marine  who  cleaned  his 
guns  when  his  girlfriend  "talked  back"  to  him;  or  Pete  who 
threw  gasoline  on  his  wife  and  then  began  "playing"  with  a 
cigarette  lighter.  All  are  just  as  abusive  and  controlling  as  Fred 
who  beat  his  wife  several  times  a  year.  The  methods  are 
different  but  the  underlying  issue  is  the  same:  control. 


Who  Are  Spouse  Abusers? 

Spouse  abusers  are  representative  of  the  population  as  a  whole. 
They  may  come  from  any  socioeconomic  class,  any  race,  any 
religion.  Men  are  usually  identified  as  the  abusers  and  women 
as  the  victims,  but  there  are  cases  where  the  reverse  is  true. 

Fred' s  pleasant,  even  charming,  public  image  is  a  common 
characteristic  of  spouse  abusers.  No  single  distinct  profile 
defines  abusers,  but  commonly  seen  characteristics  include  low 
self-esteem,  an  inability  to  identify  and  express  feelings,  a 
likelihood  of  having  grown  up  in  a  violent/abusive  home, 
difficulty  with  assertiveness,  personality  disorders,  and  sub- 
stance abuse.  Like  many  abusers,  Fred  successfully  minimized, 
denied,  and  blamed  others  for  his  abusive  behavior.  "It's  her 
fault.  She  made  me  mad."  "I  didn't  mean  to.  I  just  lost  control." 
"It  was  just  a  push,  I  wasn't  violent."  Statements  like  these  are 
frequently  heard  in  treatment  programs  for  abusers. 


Can  Abusers  Be  Helped? 

Anger  does  not  cause  violence.  Violence  is  a  choice  made  by 
angry  people.  Teaching  abusers  how  to  manage  anger  can  be 
helpful,  but  learning  management  skills  is  not  the  whole  solu- 
tion. Attitudes  and  beliefs  must  be  changed  as  well.  Above  all 
else,  the  abuser  must  hear  one  clear,  consistent  message  time 
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and  time  again:  "You — and  no  one  else — are  responsible  for 
your  behavior.  One  hundred  percent  of  the  time." 

Treatments  for  batterers  range  from  individual  therapy  to 
support  groups,  but  one  widely  used  format  is  the 
psychoeducational  group.  Such  groups  offer  feedback  from 
peers,  provide  much  needed  socialization  skills,  and  eliminate 
the  fear  that  "Fm  the  only  one  with  this  problem."  Groups  are 
usually  gender-specific,  but  have  male  and  female  co-leaders  to 
allow  role-modeling  and  to  ensure  that  both  men's  and  women"  s 
perspectives  are  presented.  The  psychoeducational  format  con- 
fronts misbeliefs  about  women,  men,  and  personal  accountabil- 
ity, while  teaching  basic  skills  in  communication  and  stress/ 
anger  management. 

Effective  treatment  includes  firm,  consistent  rules.  A  ma- 
jor challenge  is  to  hold  abusers  accountable  for  their  actions. 
One  way  to  do  this  is  to  enforce  consistently  the  treatment 
program  rules.  The  concern  is  not  so  much  what  the  rules  are, 
as  it  is  that  existing  rules  are  enforced  or  not. 

By  far  the  most  controversial  form  of  treatment  for  spouse 
abuse  is  couple's  counseling.  This  immediately  defines  abuse 
as  a  relationship  issue,  and  gives  both  partners  some  degree  of 
responsibility.  Many  feel  that  this  is  equivalent  to  "blaming  the 
victim"-  but  others  suggest  that  it  presents  a  realistic  approach 
to  strengthening  the  relationship  while  addressing  the  vio- 
lence.' The  most  important  issue  of  concern  relates  to  the 
consequences  that  couple "  s  counseling  may  create  for  the  abuse 
victim.  Would  Fred's  wife  feel  safe  disclosing  information  in 
front  of  him?  What  might  happen  when  the  couple  returns  home 
after  the  session?  The  victim  may  be  at  risk  of  more  violence  be- 
cause of  what  was  said  in  a  session,  or  because  of  resentment 
that  the  abuser  was  ordered  to  attend  the  sessions  in  the  first 
place.  Couples  treatment  should  be  offered  only  after  all  aspects 
and  consequences  have  been  thought  out,  and  the  victim  is 
confident  that  there  is  little  or  no  risk  of  further  violence. 

Even  more  importantthaiTcITiTicinamrgroup  leaders,  rules 
or  method  of  intervention,  is  the  relationship  of  a  program  to  the 
courts  and  legal  system,  and  the  program's  ability  to  form 
networks  within  the  community.  The  vast  majority  of  persons 
who  receive  help  for  abusive  and  violent  behaviors  do  so  under 
court  orders.  Very  few  seek  help  voluntarily.  The  courts  are  thus 
not  only  a  primary  referral  source,  but  they  provide  the  treat- 
ment program  with  authority — authority  to  refer  participants 
back  to  court  for  noncompliance  (another  way  of  holding  the 
abuser  accountable  for  his  actions).  Domestic  violence  cannot 
be  viewed  as  just  a  family  matter;  it  is  a  community  issue  that 
must  be  met  with  interagency-community  response.'  And  a 
formal  domestic  violence  program  is  just  one  part  of  the 
"treatment"  team.  Churches,  schools,  courts,  civic  groups — the 
entire  community  must  be  active  participants. 


Summary 

Reported  "success  rates"  for  abuser  treatment  programs  vary 
greatly,  from  as  low  as  59c''  to  as  high  as  67%.'  Regardless  of 


statistics,  intervention  cannot  be  overlooked  if  domestic  vio- 
lence is  to  be  addressed.  The  primary  concern  must  always  be 
safety  for  the  victim,  but  the  cycle  of  violence  will  not  stop 
without  treatment  interventions  for  the  abuser.  Effective  screen- 
ing and  referral  of  potential  abusers  are  crucial  to  breaking  the 
cycle. 

Working  under  the  provisions  of  NC  General  Statute  50B- 
3(a),  the  North  Carolina  Council  for  Women  works  with  abuser 
treatment  programs  in  order  to  establish  eligibility  require- 
ments for  abusers.  The.se  programs,  listed  in  Health  Watch 
(pages  345-8 ),  provide  individual  and  group  counseling  for  a  set 
fee,  which  the  abuser  pays.  For  more  information  call  Joyce  W. 
Allen,  NC  Council  For  Women,  919/733-2455.     □ 
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A  Survivor's  Story 

When  Abuse  is  More  Than  Skin  Deep 


Editor's  note:  We  publish  this  story  in  hopes  of  elucidating  the  health  care  profes- 
sional's perspective  of  domestic  abuse.  The  author  remains  anonymous,  despite  her 
willingness  to  divulge  her  name.  Her  ex-husband's  name  is  a  pseudonym  and  details 
of  his  personal  life  changed.  The  views  expressed  are  the  author's  own  and  do  not 
reflect  opinions  or  views  of  the  Journal  or  the  North  Carolina  Medical  Society. 


I  grew  up  in  a  dysfunctional  family.  My  grandfather's  boyhood 
was  punctuated  by  physical  and  emotional  abuse;  as  an  adult  he 
passed  along  that  legacy.  I  never  heard  anyone  say  that  he 
physically  assaulted  my  grandmother,  but  his  constant  woman- 
izing and  disrespect  seriously  affected  her  self-esteem.  He  was 
a  physically  and  emotionally  abusive  father  to  his  children;  he 
once  threatened  to  kill  my  mother  if  she  moved  out  of  the  house. 
To  all  outward  appearances,  my  family  was  normal.  My  grand- 
father had  an  excellent  job  and  my  mother  was  a  teacher. 

My  parents  divorced  when  I  was  two.  1  did  not  see  my 
father,  a  prominent  physician,  often.  He  wrote  letters  telling  me 
how  much  he  loved  me,  how  proud  he  was  of  me.  But  he  never 
showed  me  that  love,  that  pride.  He  was  never  present  at  any 
occasion  that  was  important  to  me.  It  took  me  years  to  realize 
that  I  couldn't  win  his  love;  in  the  meantime  I  kept  trying. 

From  my  family  I  learned  that  appearances  were  every- 
thing; that  one  did  not  talk  about  what  happened  behind  closed 
doors;  that  men  can  do  what  they  want;  that  women  are 
powerless  to  do  anything  except  suffer  in  silence.  From  my 
father  I  learned  that  words  are  supposed  to  mean  more  than 
actions  and  that  only  mothers  have  a  moral  obligation  to  take 
care  of  their  children. 

I  felt  different  from  my  close  friends  because  nearly  all  of 
them  were  raised  in  two-parent  families.  I  always  felt  incom- 
plete; part  of  my  life,  missing.  I  felt  ashamed  that  my  own  father 
had  chosen  to  not  include  me  in  his  life.  I  knew  that  my  mother 
felt  isolated  and  lonely  because  she  was  often  the  only  divorced 
woman  in  her  group.  I  made  up  my  mind  to  have  a  good 
marriage  and  family  life — and  then  I  met  John  (a  pseudonym). 


A  "New"  Life 

John  was  different  from  any  man  I  had  ever  met.  He  was 
worldly,  sophisticated,  and  traveled  extensively.  He  told  me 
that  he  respected  me  too  much  to  hurt  me  and  that  he  would  not 
"pressure  me  to  do  anything  I  wasn't  ready  for."  After  we 
married,  he  told  me  that  he  didn't  want  to  "abuse  the  privilege" 


Guest  Editor's  note:  Physicians  are  accustomed  to 
thinking  of  domestic  violence  as  physical  injury  or  illness. 
Few  of  us  recognize  the  acute  and  chronic  effects  of 
emotional  and  economic  abuse  on  an  individual  by  "some- 
one who  loves  them."  Abuse  affects  patients'  ability  to 
objectively  assess  their  situation,  or  ask  for  the  help  to 
break  the  cycle  of  violence. 

This  is  a  first-person  account  of  one  such  victim;  her 
abuse  was  never  visible  to  the  people  she  met  every  day, 
but  her  injuries  were  as  real  and  debilitating  as  any  broken 
bone  or  chronic  illness.  Understanding  the  dynamics  of 
emotional  abuse  can  help  health  care  providers'  ability  to 
diagnose  and  treat  these  patients  before  escalation  to 
physical  violence  occurs. 

—Peggy  E.  Goodman,  MD.  FACEP, 

Chair,  Domestic  Violence  Committee, 

North  Carolina  Medical  Society 


of  sexual  relations.  It  did  not  take  me  long  to  realize  that  there 
was  a  problem,  but  never  once  did  I  think  that  the  problem  was 
his.  I  thought  it  was  something  wrong  with  me  that  caused  my 
new  husband  to  stay  away. 

I  found  out  John  was  gay  five  years  after  our  wedding  (and 
after  the  birth  of  our  first  child).  He  admitted  to  "making 
mistakes,"  but  said  they  wouldn't  happen  again.  Five  years 
later,  John  began  a  long-lasting  affair  with  a  man  who  wanted 
John  to  leave  his  family.  John  refused,  and  a  nightmare  took 
shape.  For  three  months  I  thought  I  was  going  crazy.  When  I 
answered  the  telephone,  the  caller  would  hang  up;  if  John 
answered,  there  would  be  a  conversation.  The  doorbell  would 
ring,  and  no  one  would  be  there.  On  Christmas,  the  telephone 
rang  all  day.  Many  times  I  asked  John  what  was  going  on.  He 
said  I  was  getting  "paranoid."  Two  weeks  later,  I  was  startled 
by  a  loud  crash  of  shattering  glass.  John  ran  downstairs  imme- 
diately. I  grabbed  both  children  and  followed  him.  At  the  foot 
of  the  stairs  lay  a  molotov  cocktail.  John  picked  it  up  and  doused 
the  flames.  He  called  the  police  and  when  they  arrived,  he  took 
them  outside.  The  officers  questioned  me,  but  I  could  not  help 
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them.  Later  John  told  me  that  the  poHce  had  arrested  a  suspect 
who  had  gone  to  trial  and  had  been  placed  in  jail  for  a  long  time. 

I  have  few  memories  of  the  next  18  years.  I  couldn't 
remember  anything.  I  couldn't  concentrate.  I  became  anxious 
when  the  telephone  or  doorbell  rang.  I  dreaded  the  Christmas 
season,  because  it  brought  back  all  those  memories.  I  was  never 
allowed  to  talk  about  my  fears  or  my  terror.  I  had  to  keep  quiet. 

John's  emotional  manipulation  was  ongoing,  and  he  was 
also  financially  controlling.  Early  on,  I  closed  our  joint  check- 
ing account  because  it  was  constanUy  overdrawn.  One  day  I 
asked  for  money  for  formula  for  our  first  child  and  he  told  me 
that  we  dido' t  have  any  money.  Shortly  afterward,  I  found  a  new 
leather  jacket  in  his  closet.  When  I  asked  him  about  it,  he  burst 
into  laughter  and  said  that  it  had  been  there  a  while  and  that  his 
coworkers  were  taking  bets  to  see  how  long  it  would  take  for  me 
to  find  it.  I  bristled  with  humiliation  and  embarrassment. 

I  tried  to  get  help.  I  went  to  clergymen  and  therapists.  None 
were  helpful.  I  felt  powerless,  as  though  I  had  nowhere  to  turn. 
When  1  would  threaten  to  tell  someone  about  John's  behavior, 
he  would  laugh  at  me.  He  said  that  no  one  would  believe  me.  He 
told  me  that  society  was  not  as  narrow-minded  as  I;  that  if  I  said 
anything,  people  would  just  laugh. 

I  first  tried  to  leave  John  in  1973. 1  took  my  daughter  to  my 
mother's  home,  and  told  her  that  1  had  left.  I  did  not  tell  her  the 
reasons  why,  but  I  did  tell  her  that  it  was  serious.  My  mother  said 
that  my  place  was  with  my  husband;  that  I  couldn't  stay  with 
her;  that  1  needed  to  go  back  home.  She  said  that  she  would  not 
get  involved.  Feeling  that  I  had  no  place  to  turn,  I  went  back. 

I  stayed  with  John  until  1984.  By  then,  I  had  completed  a 
doctorate  in  educational  psychology,  and  had  earned  a  master' s 
degree  in  community  public  health.  I  felt  ready  to  leave,  ready 
to  be  responsible  financially  for  the  children.  I  knew  that  I 
couldn't  count  on  John  to  help  me.  I  taught  at  a  university  for 
four  years,  but  never  bought  a  house  or  did  anything  that  really 
suggested  a  sense  of  permanence.  I  know  now  that  1  was  afraid 
that  the  man  who  threw  the  firebomb  was  after  me.  Deep  down 
I  felt  that  if  he  could  kill  me  he  could  have  John  to  himself.  I  was 
always  ready  to  run  away. 

I  divorced  John  in  1 988.  By  1 989  one  child  had  been  diag- 
nosed with  a  conduct  disorder,  one  had  been  diagnosed  with 
attention  deficit  disorder,  and  my  third  had  been  falsely  diag- 
nosed with  vitiligo.  1  felt  burdened  and  overwhelmed;  I  had  to 
get  help,  so  I  went  back  to  John.  Within  a  week  I  knew  it  was 
a  mistake.  I  felt  trapped  again.  1  had  given  up  my  job;  the 
children  had  just  started  at  new  schools.  I  couldn't  uproot  them. 

It  took  three  more  years  to  get  the  courage  to  leave  again. 
This  time  I  knew  that  I  had  tried  everything  to  make  the 
relationship  work.  My  children  and  I  left  for  good  in  August 
1992.  That  Christmas,  John  decided  that  he  wanted  to  see  the 
boys.  My  sons  asked  him  about  the  firebombing  and  he  told 
them  that  it  had  been  a  robbery.  I  knew  that  this  was  not  true,  so 
I  set  out  to  learn  the  truth.  After  several  months  I  got  a  copy  of 
the  police  report,  and  reading  it,  I  burst  into  tears;  John  was 
listed  as  the  victim  and  the  children  and  I  were  named  as 
witnesses.  The  offense  was  aggravated  arson.  The  police  de- 


scribed the  firebombing  as  "some  sort  of  domestic  trouble 
between  John  and  an  ex-friend."  No  charges  were  filed.  When 
I  tried  to  obtain  a  copy  of  a  restraining  order  mentioned  in  the 
police  report,  1  was  told  that  when  the  charges  were  dropped,  the 
restraining  order  was  lifted.  1  was  devastated  to  learn  that  the 
man  that  I  had  vowed  before  God  to  love  and  honor  had  put  my 
life  and  the  lives  of  his  children  in  danger  to  protect  his  secret. 


Starting  to  Heal  the  Wounds... 

Reading  the  police  report  was  the  catalyst  that  began  my 
healing.  In  1 994, 1  went  to  my  first  battered  women's  group  and 
also  started  individual  therapy.  I  was  diagnosed  with  posttrau- 
matic stress  disorder  (PTSD).  My  recovery  has  been  very 
difficult  because  1  have  had  to  relive  my  marriage.  When  I  first 
began  therapy  I  would  awaken  in  the  middle  of  the  night, 
frightened  to  death.  Many  times  I  would  dream  that  somehow 
John  had  broken  into  my  home  and  was  laughing  at  me.  At  other 
times  I  dreamt  that  someone  was  knocking  at  the  door.  I  would 
open  it  to  find  John  standing  there,  the  size  of  a  giant. 

After  seeing  the  police  report,  certain  PTSD  symptoms 
became  exaggerated.  1  kept  myself  busy,  because  idle  time  was 
a  window  through  which  flashbacks  came.  The  biggest  reac- 
tions occurred  at  the  anniversary  dates  of  the  firebombing.  I 
remember  walking  into  a  Wal-Mart  one  evening  in  late  Octo- 
ber. Before  I  knew  it  1  found  myself  standing  in  front  of  a 
Christmas  display.  I  couldn't  move  for  a  few  minutes — I  just 
stood  quietly  staring  at  the  display,  tears  flowing  down  my  face. 
I  fled  the  store,  and  took  several  minutes  to  pull  myself  together 
enough  to  drive  home.  From  that  day  on  1  planned  shopping 
trips  carefully  to  avoid  Christmas  displays.  Two  years  ago,  I 
didn't  celebrate  Christmas  at  all.  I  knew  this  was  disappointing 
to  my  youngest  child,  but  I  was  absolutely  unable  to  cope  with 
the  panic  I  constantly  felt. 

During  this  very  difficult  time,  1  lost  my  college  teaching 
job.  I  was  not  able  to  keep  my  health  insurance.  I  felt  I  had  to  be 
healthy  until  my  son  graduated  from  high  school  in  1998, 
because  I  knew  that  if  1  became  ill  or  if  1  died,  John  would  force 
him  to  relocate.  I  prayed  and  then  willed  my  body  to  stay  well, 
but  it  didn't  work. 


...and  Opening  New  Ones 

In  September  1996,  I  was  diagnosed  with  Stage  III  breast 
cancer.  The  hardest  thing  I  have  ever  had  to  do  was  to  tell  my 
son  that  I  had  cancer  and  would  have  to  have  surgery.  I  had  no 
job,  no  insurance.  I  became  a  client  of  Social  Services.  Medic- 
aid paid  for  my  treatments.  John  has  never  paid  more  than  $300 
a  month  in  child  support.  Even  now  we  rely  on  Medicaid,  food 
stamps,  and  my  mother's  generosity  to  help  us  get  through  until 
I  can  find  a  job.  It  is  a  humiliating  and  humbling  experience. 
I  became  estranged  from  my  daughter  and  lost  contact  with 
my  older  son.  They  were  both  angry  because  I  refused  to 
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pretend  that  there  was  no  problem.  It  didn't  take  me  long  to  hear 
John's  words  and  beliefs  coming  from  my  daughter's  mouth. 
Both  she  and  her  brother  have  told  me  that  they  would  probably 
feel  differently  if  I  had  been  physically  abused,  but  since  it  was 
"just  emotional,"  I  should  have  "just  left." 

In  October  1996,  John  called  me  for  the  first  time  in  years. 
He  wanted  to  see  his  children.  I  told  him  that  1  was  getting  ready 
for  my  first  chemotherapy  treatment,  which  would  involve  a 
five-hour  drip  of  a  particularly  aggressive  drug.  I  asked  him  not 
to  come.  I  didn't  need  any  emotional  problems  just  then.  After 
chemotherapy,  the  side  effects  of  the  drug  made  my  knees 
unbearably  painful.  Walking  was  torture,  and  I  was  very  sick. 
I  felt  awful,  and  was  up  most  of  that  night.  John  came  that 
weekend,  although  I  didn't  find  out  about  it  until  a  week  later. 
My  daughter  allowed  him  to  come  to  my  home  to  pick  her  up. 
When  I  questioned  my  children  about  their  actions,  my  older 
son  told  me  that  he  wanted  to  see  his  father  and  that  I  should  "get 
over  it."  For  my  own  sake,  I  cannot  have  my  two  older  children 
in  my  life  right  now.  They  seem  to  come  with  a  price — John. 

I  worry  about  my  youngest  son.  Because  John  has  not  been 
around  him  much,  he  has  not  been  able  to  influence  him  as  much 
as  he  has  the  other  children.  My  son  has  missed  the  support  and 
love  of  a  father.  He  has  adopted  the  fathers  of  several  of  his 
buddies,  and  the  other  day  he  mentioned  that  one  of  these 
fathers  had  done  more  for  him  than  his  own  father.  I  had  an 
opportunity  to  observe  him  recently  interacting  with  a  male 
relative;  I  saw  in  his  big  brown  eyes  the  longing  for  approval 
and  attention.  Silent  tears  streamed  down  my  face.  I  am  so  hurt 
that  he  has  to  go  through  this.  I  also  hurt  for  my  other  children. 
I  fear  what  lies  ahead  for  them  when  they  finally  have  to  deal 
with  the  truth.  I  love  my  children  and  I  would  do  anything  I 
could  to  help  them.  But  I  will  not  ignore  what  happened  to  me 
and  to  them.  They  have  been  victimized  as  much  as  I. 

My  fear  of  John  is  not  nearly  as  strong  as  it  was,  but  since 
it  is  difficult  to  keep  him  out  of  my  life  completely,  he  can 
continue  to  do  what  he  wants.  He  still  thinks  that  he  has  control 
over  me.  When  I  started  speaking  out  about  his  abuse,  he  wrote 
a  letter  chastising  my  actions.  Quite  by  accident  I  learned  that 
when  we  were  separated  and  talking  about  divorce,  he  taped  our 
conversations.  I  found  an  unlabeled  tape  just  last  year  on  which 
John  and  I  are  having  an  argument — he  insisting  that  the 
argument  be  taped,  I  refusing.  I  was  horrified  that  he  had  done 
so  anyway,  and  now  I  wonder  what  other  tapes  he  might  have. 

As  a  part  of  my  healing,  I  attended  a  support  group  and 
meetings  of  P-FLAG  (Parents  and  Friends  of  Lesbians  and 
Gays).  It  didn't  take  me  long  to  realize  that  John's  behavior  had 
nothing  to  do  with  being  bisexual.  I  have  recovered  enough  to 
know  that  most  men  are  not  like  John.  I  know  that  most  men  are 
good  and  decent;  I  still  hold  out  hope  of  finding  someone  who 
will  love  and  respect  me. 

John  works  at  a  major  trauma  center  in  another  state.  He  has 
been  prominently  featured  in  advertising  touting  the  institution' s 
caring  approach  to  patients.  He  is  often  called  upon  for  advice 
on  how  to  handle  patients.  It  bothers  me  that  he  could  actually 
be  responsible  for  the  care  of  battered  women. 


The  Legacy  of  Emotional  Abuse 

Physical  abuse  leaves  visible  wounds.  Emotional  abuse  scars 
the  heart.  The  cycles  of  violence  that  lead  to  physical  abuse 
usually  include  a  period  of  calm  before  the  next  beating  occurs. 
Emotional  abuse  never  lets  up.  It  is  ongoing,  and  the  result  is 
constant  anxiety  and  stress.  Life  feels  chaotic  and  out  of  control 
almost  all  of  the  time. 

I  haven't  shared  much  of  my  story  with  my  doctors.  I  was 
afraid  that  they  weren't  trained  to  deal  with  this  subject,  and  my 
story  is  complicated.  How  could  someone  unfamiliar  with 
domestic  violence  understand  how  an  incident  from  20  years 
ago  still  affects  me  today?  I  have  shared  part  of  my  story  with 
my  general  physician,  my  oncologist,  and  my  radiation  oncolo- 
gist. They  have  been  very  supportive,  but  I  rely  on  my  therapist 
to  guide  me  through  my  emotional  recovery.  I  was  ashamed  of 
my  experiences  and  feelings  for  so  long,  that  if  a  doctor  had 
asked  me  outright  about  abuse,  I  would  have  said  no.  Given  my 
history  of  being  hurt  by  men,  I  don' t  know  if  I  could  have  trusted 
a  male  physician  enough  to  confide  in  him. 

I  want  health  care  professionals  to  know  that  abuse  is  more 
than  just  beatings,  shootings,  stabbings.  I  want  doctors  to  be 
aware  of  agencies  that  assist  victims,  so  they  can  appropriately 
refer  patients  they  believe  could  benefit  from  these  services. 

On  one  occasion,  before  I  left  John,  I  sought  medical  help 
for  heavy  vaginal  bleeding.  My  doctor  put  me  through  a  series 
of  tests  and  biopsies,  all  of  which  came  back  negative.  My 
doctor  told  me  that  I  needed  to  deal  with  whatever  else  was 
bothering  me  because  I  was  "killing  myself  with  stress,"  but  he 
made  no  effort  to  pursue  the  subject  beyond  treating  my 
physical  ailment.  If  doctors  think  stress  might  be  causing 
physical  and  psychological  problems,  they  might  ask  their 
patients  whether  they  are  afraid  of.  or  are  being  hurt  by  anyone. 
Gently  probing  questions  elicit  more  response  from  suspected 
victims.  Remember,  I  was  afraid  that  much  of  what  happened 
to  me  was  my  fault;  I  was  afraid  my  doctor  would  confirm  those 
feelings  by  telling  me  I  was  making  too  much  of  a  fuss. 


Concluding  Thoughts 

Although  my  past  experiences  with  John  left  me  feeling  pow- 
erless, people  have  commented  on  my  strength  and  courage  in 
facing  cancer.  Not  many  people  know  of  the  years  I  spent 
praying  to  die  to  escape  my  pain.  I  was  not  suicidal  (perhaps  I 
was  a  coward);  I  just  didn't  want  to  wake  up  the  next  morning. 
Cancer  is  a  known  enemy.  Doctors  can  tell  you  how  to  fight  it. 
Much  is  known  about  cancer  and  there  is  an  arsenal  of  weapons 
to  fight  it.  I  respect  the  power  of  cancer,  and  I  am  fighting  for 
all  I  am  worth  to  survive.  But  how  can  one  fight  an  enemy  who 
stands  before  God  and  vows  to  love  you?  Could  I  really  have 
been  prepared  for  John?  Could  a  different  family  background 
have  let  me  see  and  avoid  what  lay  in  store?  I  don't  know,  but 
I  do  know  that  now  I  am  on  the  road  to  healing.  I  have  hope.  I 
feel  strong.     □ 
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Every  minute  Physicians  and  key  practice  per- 
sonnel spend  on  paperwork  (or  just  searcliing  for 
misplaced  files)  reduces  profitability  and  adds  to 
stress.  Still,  the  importance  of  prompt,  in-depth 
clinical  charts  is  clear.  They're  an  unavoidable 
and  crucial  part  of  contemporary  healthcare. 

Now/,  one  easy-to-use  PC  program  will  simplify 
and  unify  your  total  medical  information  flow. 
Transcribe,  Inc.'s  proven  E-Chart™  software  is 
engineered  to  dramatically  improve  efficiency. 

Rather  than  increasing  the  physician's  burden, 
E-Chart™  enables  the  entire  practice  to  be  more 
productive.  It's  an  inexpensive  solution  everyone 
can  use.  The  process  is  simple:  when  you  get 
85%  of  the  documentation  done  for  you,  you  can 
easily  afford  15  seconds  for  the  finishing  touch. 

E-Chart™  makes  technology  work  for  the  practice 
by  making  it  transparent  to  the  provider.  Unlike 
alternatives,  we  learned...  doctors  don't  want  to 
do  documentation  -  ttiey  want  it  done.  The  choice 
is  uncomplicated:  If  you  prefer  patients  to  paper- 
work, put  the  practice  on  Transcribe:  E-Chart™. 


How  can  we  be  so  confident  E-C/ia/f™  is  the 
answer  to  the  medical  records  mess?  Testimoni- 
als from  delighted  doctors  across  America  who 
use  Transcribe:  E-Chart™  every  day  to  give  them 
back  time  for  the  really  important  things  in  life. 

/  was  always  behind:  worse,  the  staff  coiddn  't  read  most  of 
what  I  did  hand  them.   Now  all  the  progress  notes,  op  re- 
ports and  letters  to  colleagues  are  done  each  day.  Plus,  I  'm 
seeing  more  patients'.   I  'd  never  go  back  to  documenting  any 
other  way.   TranScribe:  E-Chart  is  a  real  stress  reducer. 
Bob  Kukla,  DPM  -  Podiatry 

/  began  using  the  software  for  my  psychiatric  practice  notes 
almost  immediately.   I  use  it  constantly. 
David  Goode,  MD  -  Psychiatry 

Xo  time  to  prepare  We  still  passed  Humana  and  Blue  Cross 
inspections  with  ease.  They  said  "these  notes  are  beautifid". 
Ed  Madrid,  MD  -  Pediatrician 

Would  you  like  to  sound  this  satisfied  too?  Call  today... 


www.e-chart.com  ^  TEL:  704.396.4229 


FAX:  704.396.4727 


TEL:  800.982.9128 
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Official  Call 

House  of  Delegates 

-Meetings  Scheduled- 


Notice  to: 

Delegates,  Alternate  Delegates,  Officials  of  the  North  Carolina  Medical  Society, 
Component  Medical  Societies  and  Specialty  Societies 

Session  of  the  house  of  delegates 

will  convene  at  the 
Pinehurst  Resort  and  Country  Club,  Pinehurst,  NC,  at  the  following  times: 

Friday,  November  14,  1997  -  8:30  am  -  opening  session 
Sunday,  November  16, 1997  -  9:00  am  -  second  session 

A  member  of  the  Credentials  Committee  will  be  present  at  the  Meeting  Registration 

Desk  on  Thursday,  November  13,  1997,  from  3-5  pm,  and  Friday,  November  14, 

1997,  from  8-9  am,  to  certify  Delegates.  Delegates  must  bring  their  Credential 

Cards  for  presentation  at  the  Registration  Desk.  Delegates  must  wear  their  badges  to 

be  seated  in  the  House  of  Delegates. 

Reference  Committee  Hearings 

Reference  Committee  hearings  are  scheduled  to  begin: 
Friday,  November  14,  1997  -  2:00 pm 


Caroyln  R.  Ferree,  MD,  President 

Charles  L.  Garrett,  Jr.,  MD,  President  Elect 

John  A.  Fagg,  MD,  Speaker 

Jeffrey  W.  Runge,  MD,  Vice  Speaker 

Don  C.  Chaplin,  MD,  Secretary-  Treasurer 

Robert  W.  Seligson,  Executive  Vice  President 
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The  Difference  BETWEEN  This  Page 
And  That  One  Could  Cost  You  $50,000. 


Have  Tour  Billing  People 
Spotted  The  Difference? 


The  changes  often  appear  to  be  slight,  but  we  kno\\' 
better.  And  you  know  the  feeling:  You're  just  not 
getting  all  that's  due  to  \'ou,  and  exen  when  \'ou  do 
get  reimbursed,  it  often  doesn't  seem 
to  be  all  it  should  be.  Well,  we're  experts 
at  getting  )'ou  all  that  is  riglitftill)'  )'olu-s. 


l^^^iA 


We  don't  take  "No"  for  an  answer  from  any  insurer 
widiout  a  ftiU  explanation,  and,  with  our  years  of 
experience,  we  know  ht)w  to  spot  the  weaknesses  in 
ph\'sicians'  billing  systems.  At  the  very 
least,  we  should  talk.  It'll  cost  you  notli- 
uig.  And  it  could  s;et  \'ou  tliousands. 


INNOVATIVE 


MANAGEMENT 


ALTERNATIVES 


3500  Virginia.  Beach  Blvd  •  Suite  600  •  Virginia  Beach,  VA  • 
Call  Susan  Harris  at  757-340-3489  or  800-390-0440 
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P  H  Y  I  C  I  A  N  S 


ROUNDTABLE 


The  Compromise  of  Compassionate  Care 

North  Carolina  Poet's  Essay  Illuminates 
Doctors'  Role  in  Caring  for  the  Terminally  III 


Alan  Shapiro 


Editor's  note:  Mr.  Shapiro  is  Professor,  Department  of  Englisfi,  UNC-Ctiape!  Hill,  where  he  teaches  Creative  Writing, 
Modern  English,  and  American  Poetry.  The  following  article,  from  a  chapter  called  "The  Doctor,"  is  excerpted,  with  permission, 
from  his  new  book.  Vigil,  which  will  be  published  this  fall  by  University  of  Chicago  Press. 

Mr.  Shapiro  has  authored  seven  other  books  of  literature  and  poetry  and  has  won  several  national  awards,  including  the 
1996  Pushcart  Price,  the  Lila  Wallace-Reader's  Digest  Writers  Award,  and  two  fellowships  in  poetry  from  the  National 
Endowment  for  the  Arts. 

The  piece  concludes  with  commentaries  we  solicited  from  eight  North  Carolina  physicians.  Their  thoughts  further 
illuminate  the  doctor-patient  relationship  against  the  backdrop  of  Mr.  Shapiro's  poignant  tale.  We  encourage  Jouma/readers 
to  submit  additional  commentary  as  letters  to  the  editor. 


In  his  prison  diary.  Dialogue  with  Death,  Arthur  Koestler 
describes  how  his  physical,  hfe-and-death  dependence  on  his 
warders  grew  into  a  psychological  and  spiritual  dependence 
over  the  course  of  his  imprisonment,  such  that  he  came  to  think 
of  them  as  "naturally"  superior  beings,  and  of  himself  as 
"naturally"  inferior: 

I  did  not  know  how  quickly  one  comes  to  regard  a 
privileged  stratum  of  men  as  beings  of  a  higher  biological 
species  and  to  take  their  privileges  for  granted  as  though 
they  were  natural  endowments.  Don  Ramon  has  the  key 
and  I  am  in  the  cage;  Don  Ramon  as  well  as  1  look  upon 
this  state  of  things  as  entirely  natural  and  are  far  from 
regarding  it  as  in  any  way  an  anomaly.  And  if  a  crazy 
agitator  were  to  come  and  preach  to  us  that  all  men  are 
equal,  we  should  both  laugh  him  to  scorn;  Don  Ramon 
with  all  his  heart,  I,  it  is  true,  only  halfheartedly — but  all 
the  same  I  should  laugh. 

What  Koestler  says  here  about  the  relation  between  prisoner 
and  guard,  the  atavistic  dependency  one  comes  to  feel  toward 
those  who  have  total  power  over  one's  existence,  was  true  in  a 
way  of  Beth's  relationship  with  all  her  doctors,  her  oncologist 
especially.  In  the  same  way  that  for  Koestler  the  "whole  mood 
of  a  night  or  an  afternoon  [would  depend]  on  the  tone  of  voice 
of  Angelito  or  the  warder"  when  they'd  bring  him  food  ("I  react 
to  friendly  or  unfriendly  waves  like  a  seismograph"),  my 


sister's  moods,  her  hopes,  her  view  of  the  world,  understand- 
ably depended  not  only  on  her  doctor's  findings  but  on  the 
doctor's  tone  of  voice,  his  every  gesture. 

Reduced  by  her  disease  to  almost  infantile  helplessness, 
she  came  to  see  her  doctor  as  an  all-knowing  and  all-powerful 
parent.  Since  her  survival  depended  on  his  expertise,  it  was 
impossible  for  her  not  to  invest  that  expertise  with  almost 
magical  potency. 

But  in  the  course  of  that  unavoidable  projection  of  author- 
ity, something  peculiar  happened.  Dr.  P  became  not  just  her 
potential  savior  but  also  her  potential  judge.  More  than  anyone 
else,  early  and  late  in  her  disease,  he  determined  how  she  felt 
about  herself.  When  she  was  doing  well,  meaning  when  she 
responded  well  to  the  treatment  he  prescribed,  he  bolstered  her 
self-esteem  by  saying  he  was  proud  of  her.  she  was  his  best 
patient,  she  was  his  favorite  patient.  But  if  he  were  the  benevo- 
lent deity  when  she  was  doing  well,  when  she  responded  to  his 
treatment,  he  became  the  deus  abscouditus  when  the  cancer  had 
metastasized,  and  it  was  clear  that  she  was  going  to  die.  Her 
status  as  patient  may  have  changed,  but  her  emotional  attach- 
ment to  her  doctor  hadn't.  If  anything,  in  the  final  stages  of  her 
illness,  her  need  for  his  human  empathy,  his  care,  his  interest  in 
her,  if  not  for  his  encouragement,  was  stronger  than  ever  at  the 
very  point  that  he  had  disappeared.  In  her  last  days  in  the 
hospital,  and  even  after  she  had  moved  into  the  hospice,  over 
and  over  Beth  would  ask  for  Dr.  P.  She'd  continue  saying  that 
Dr.  P  didn't  like  her  anymore,  he  didn't  want  to  see  her,  that  she 
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had  obviously  let  him  down.  In  Beth's  mind  pleasing  her 
oncologist  and  getting  well  had  become  one  and  the  same  thing. 

Beth  of  course  by  then  had  been  infantilized  by  the  tumor 
in  her  brain,  as  well  as  by  massive  amounts  of  morphine.  But  it 
wasn't  just  the  drugs  and  the  disease  that  made  her  feel  some- 
how responsible  for  failing  to  get  better,  that  made  her  feel 
unworthy  of  the  treatment  her  doctor,  in  all  his  wisdom,  had 
provided.  That  dependency  and  helplessness  were  also  encour- 
aged, I  think,  partly  by  the  chronic  combination  of  high-tech 
treatments  and  hyperspecialized  language:  the  repeated  bone 
scans  and  MRIs  that  told  nothing  and  everything,  the  hours 
she'd  spent  in  waiting  rooms,  bored,  anxious,  anticipating  two 
minutes  of  a  doctor's  attention,  the  feeling  that  her  body  was 
inseparable  from  the  plastic  tubes  and  monitors  without  which 
she  couldn't  live,  not  to  mention  the  bewildering  complexities 
of  navigating  the  exclusions  of  her  insurance  coverage.  Every- 
thing about  her  treatment  undermined  her  sense  of  agency  and 
power.  In  falling  ill,  Beth  came  to  feel  that  she  was  serving  the 
needs  and  interests  of  the  medical  profession,  not  being  served 
by  them. 

On  top  of  all  her  mortal  grief  and  terror,  Beth  toward  the 
end  of  her  life  also  felt  a  wholly  artificial  and  unjustified  sense 
of  guilt  about  her  body  and  her  illness.  However  much  that  guilt 
was  a  symptom  of  her  disintegrating  mind,  it  was  also  an 
emotional  reflection  or  effect  of  the  treatment  she'd  received, 
the  emotional  equivalent  of  the  category  into  which  she  had 
been  put  when  she  had  gone  beyond  the  reach  of  cure  or 
palliation.  On  her  medical  record  she  officially  became  a 
treatment  failure — not  someone  whom  the  treatment  failed,  but 
someone  who  had  failed  the  treatment. 


About  two  weeks  after  we  had  moved  into  the  hospice,  I  awoke 
to  find  Dr.  P  standing  by  Beth's  bed.  It  was  a  little  after  seven 
in  the  morning.  I  have  no  idea  how  long  he'd  been  standing 
there.  In  silence,  he  was  looking  down  at  Beth,  his  expression 
grim  but  controlled.  Beth  was  awake.  She  was  looking  up  at 
him,  waiting  for  him  to  speak,  it  seemed.  After  a  while,  he  said. 
"Let's  see  what  they  have  you  on."  And  he  pulled  out  from 
beneath  her  pillow  the  automative  syringe  driver,  or  morphine 
pump,  the  thread-thin  IV  tube  running  from  it  to  her  shoulder. 
"Ah-huh,"  he  said,  "very  good."  Then  he  checked  her  chart  and 
after  another  moment  said,  "So."  Then  more  silence.  Then  his 
beeper  went  off.  He  glanced  at  it,  said  he  had  to  go,  but  that  he'd 
be  back  soon  in  a  day  or  so  to  see  how  she  was  doing.  He  never 
so  much  as  looked  at  me  as  he  walked  out.  That  was  the  last  time 
we  would  see  him. 

All  the  same,  I  was  glad  that  he  had  come.  I  was  glad  to  see 
him  standing  there  uncomfortably,  fumbling  with  emotions  that 
squared  so  awkwardly  with  his  professionalism.  Dr.  P  was  an 
excellent  doctor.  Most  of  Beth's  physicians  were.  I  have  no 
doubt  that  the  medical  attention  he  gave  my  sister  was  beyond 
reproach.  As  I  watched  him  hem  and  haw  ineptly  at  my  sister's 


bedside,  I  wondered  about  his  other  patients.  How  many  did  he 
have?  How  many  of  them  at  the  moment  were  dying  like  Beth, 
or  soon  to  be  dying?  Of  course  it  would  have  been  impossible 
for  him  to  reciprocate  their  feelings,  to  attach  himself  emotion- 
ally to  each  of  them  as  they  had  no  doubt  attached  themselves 
to  him.  To  survive  in  that  particular  subspecialty,  to  provide  his 
patients  with  the  best  possible  care,  some  measure  of  detach- 
ment would  of  course  be  necessary.  At  the  same  time,  didn't  he 
owe  his  patients  what  he  or  the  nature  of  his  profession  had 
encouraged  them  to  desire  and  expect?  If,  while  they  responded 
to  his  treatment,  he  was  going  to  allow  his  patients  to  perceive 
him  as  a  God,  hero,  or  omnipotent  parent  dispensing  praise  and 
hope  and  self-esteem,  didn't  his  obligations  toward  them  as  a 
fellow  human  being,  as  someone  with  whom  they'd  been 
intimately  involved  for  months  or  years,  continue  even  after,  as 
a  doctor,  there  was  nothing  else  that  he  could  do? 

Why  hadn't  he  returned  any  of  Russ's  calls  two  weeks  ago 
when  Beth  was  hospitalized?  And  yet  it  took  him  less  than  thirty 
seconds  to  return  Bill  Redwine's  call,  a  fellow  doctor,  when  he 
called  on  our  behalf.  That  fact  almost  more  than  any  other 
typified  for  me  a  skewed  allegiance,  that  the  doctor  placed  his 
obligation  to  his  colleagues,  and  to  the  medical  profession 
itself,  above  his  obligation  to  his  patient,  and  to  his  patient's 
family.  Why  didn't  he  wait  till  we  were  there  with  Beth  before 
he  broke  the  news  to  her  that  she  had  only  days  or  weeks  to  live? 
And  why  did  he  prescribe  that  last  dose  of  chemotherapy  that, 
according  to  Bill  Redwine.  would  only  sicken  the  tumors  on  the 
lining  of  her  brain  but  not  kill  them?  Did  that  last  treatment 
extend  her  life?  By  how  much,  a  day  or  two?  In  doing  so.  it  also 
ravaged  her  mouth  and  throat  with  sores,  so  that  she  paid  for 
those  potential  extra  days  with  extra  suffering. 

In  How  We  Die.  Sherwin  Nuland  describes  the  way  oncolo- 
gists and  subspecialists  in  general  are  conditioned  by  their 
training  as  well  as  temperament  to  perceive  their  patients  as 
problems  to  be  solved,  as  riddles  to  be  mastered,  more  than 
people  to  be  cared  for.  According  to  Nuland.  oncologists  are 
driven  by  a  preternatural  fear  of  death.  Each  patient  they  bring 
back  from  the  brink  of  extinction  seems  to  confirm  their  own 
invulnerability.  Those  patients,  on  the  other  hand,  who  "fail 
them"  dramatize  the  limits  of  their  power,  the  frailty  of  their 
illusion  of  immunity  from  death  that  their  professionalism 
helps  them  to  sustain.  Not  to  withdraw  from  their  patients  when 
they  become  a  riddle  that  will  not  be  solved  is  to  confront  their 
own  mortality.  Even  more  than  the  fear  of  lawsuits,  it  is  the  fear 
of  death  that  compels  the  doctor  to  prolong  life,  at  almost  any 
cost,  even  after  there's  no  hope  of  victory,  even  when,  as  in 
Beth's  case,  the  prolongation  only  meant  more  suffering  and 
pain. 


♦? 


•> 


After  Beth  died,  and  I  returned  home  to  my  family  in  Chapel 
Hill.  I  received  hundreds  of  condolence  cards  and  letters  from 
friends  and  acquaintances  around  the  country.  I  was  surprised 
at  how  much  consolation  I  received  from  even  the  most  cursory 
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expressions  of  sympathy.  Oddly  enough,  almost  the  only  per- 
son I  did  not  hear  from  was  my  wife's  brother,  a  neuro- 
ophthalmologist  who  lives  in  a  nearby  town.  After  several 
weeks  passed,  I  wrote  my  brother-in-law  expressing  how  hurt 
and  disappointed  I  was  by  his  failure  so  much  as  to  acknowledge 
my  sister's  death.  He  didn't  answer  my  letter.  When  my  wife 
called  to  ask  him  why.  he  first  said,  '"What  letter?"  pretending 
he  hadn't  read  it,  then  he  went  on  to  say  that  he  had  glanced  at 
it  and  since  he  saw  that  it  had  to  do  with  an  uncomfortable 
subject,  he  put  it  aside.  When  she  pressed  him  to  elaborate,  he 
said  that  he  could  see  that  the  letter  expressed  what  he  called  "a 
dysfunctional  response  to  the  death  of  someone  he  didn't 
know"  and  he  didn't  feel  at  all  obliged  to  answer.  Eventually, 
he  did  respond,  coldly  but  dutifully,  after  a  good  deal  of  pressure 
from  his  parents. 

Now  I  should  add  that  my  brother-in-law  is  an  excellent 
doctor,  one  of  the  top  neuro-ophthalmologists  in  the  country.  A 
teaching  physician  at  a  prestigious  university  hospital,  he's 
renowned  for  spending  hours  upon  hours  with  his  patients,  and 
for  ignoring  the  hospital  administration's  demands  that  he  work 
in  a  more  cost-efficient  manner,  that  he  generate  more  revenue 
by  herding  more  patients  in  and  out  of  his  office  in  a  given  day. 
He  refuses  to  compromise  the  rigorous  standards  of  his  profes- 
sionalism in  the  name  of  money. 

I  wonder,  though,  if  there  isn't  a  connection  between  his 
indisputable  excellence  as  a  doctor,  and  his  "discomfort"  with 
the  sort  of  feelings  I  demanded  from  him,  between  the  rigorous 
standards  by  which  he' s  lived  the  better  part  of  his  existence  and 
his  assumption  that  any  expression  of  feeling  beyond  the 
bounds  of  what  his  discipline  demands  must  be  "dysfunc- 
tional." The  biomedical  nature  of  the  word  "dysfunction"  is 
itself  a  reflection  of  his  hyperspecialized  view  of  life,  of  his 


tendency  to  view  even  nonmedical  experience  through  the 
narrow  lens  of  his  expertise. 

"It's  not  that  he  doesn't  feel  anything,"  my  father-in-law 
explained,  trying  to  appease  me.  "It's  that  he  feels  too  much,  he 
just  doesn't  know  how  to  show  it."  Initially.  I  dismissed  this 
argument,  still  too  aggrieved  by  his  failure  to  show  even  a 
modicum  of  sympathy  for  me  or  for  my  family.  But  now  as  I 
think  about  how  Dr.  P  stood  paralyzed  with  awkwardness  by 
my  sister's  bedside,  I  wonder  if  my  father-in-law  isn't  right,  to 
some  extent.  Dr.  P  and  my  brother-in-law  are  products  of  the 
hyperspecialized  culture  of  medicine,  a  culture  within  which 
they  have  spent  most  of  the  waking  hours  of  their  adult  life,  and 
a  good  part  of  their  adolescence.  Within  the  margins  of  their  role 
as  problem  solver,  as  biomedical  guru,  they  feel  what  their 
profession  enables  them  to  feel;  they're  even  comfortable  with 
feelings  like  compassion  so  long  as  it's  a  doctor's  compassion, 
the  compassion  of  someone  in  control,  of  someone  still  effec- 
tual, of  someone  with  a  problem  that's  still  capable  of  being 
solved. 

It  could  be,  as  I  suspected  at  the  time,  that  my  brother-in- 
law  just  didn't  feel  enough  to  write  me  when  I  returned  from 
Houston.  And  it  could  be  that  Dr.  P  was  simply  awkward  in  the 
face  of  someone  whom  he  couldn't  help.  But  what  I  now  choose 
to  think  is  that  they  both  were  capable  of  feeling,  but  were 
incapable  of  knowing  what  to  do  with  how  they  felt.  Though  it 
seemed  he  struggled  to  maintain  his  superior  role  as  doctor  at 
my  sister's  bedside,  checking  the  morphine  pump,  examining 
her  chart,  her  status  as  a  treatment  failure  forced  him  to  face  her 
not  as  a  doctor  but  as  a  needy,  fearful,  fellow  human  being,  as 
just  another  mortal  citizen  among  the  dying.  She  was  asking 
him,  as  I  had  asked  my  brother-in-law,  to  speak  a  language  that 
he  couldn't  master.     Q 


Commentary 


J.  Trig  Brown,  MD,  MPH,  Chief,  Internal  Medicine, 
Carolina  Permanente  Medical  Group,  Clinical 
Associate  Professor,  UNC  Dept.  of  Medicine 

It  is  a  privilege  to  comment  on  this  excerpt  from  Alan  Shapiro"  s 
new  book.  Vigil.  The  author  provides  physicians  with  an 
important  message.  He  clearly  shows  how,  in  the  terminal 
phase  of  his  sister's  illness,  the  medical  professionals  failed  in 
their  most  important  task,  to  comfort  always.  This  is  not  a 
message  physicians  want  to  hear,  but  it  is  one  we  should  thank 
him  for  delivering.  With  his  writer's  eye  and  mastery  of  words, 
he  paints  a  vivid  picture  of  how  "'. .  .Beth  came  to  feel  that  she 
was  serving  the  needs  and  interests  of  the  medical  profession, 
not  being  served  by  them."  This  is  a  tragedy. 

Is  Beth' s  an  isolated  case?  I  am  sure  it  is  not.  Fortunately, 
it  is  not  an  altoaether  common  outcome  either.  Most  of  the 


physicians  I  have  worked  with,  in  a  variety  of  settings  over  20 
years,  have  had  communication  skills  that  enabled  them  to 
connect  emotionally  and  therapeutically  with  their  patients  and 
their  patients'  families. 

Did  the  doctors  I  have  known  learn  their  skills  in  medical 
school  or  during  their  residency  training?  I  doubt  it.  Were 
Beth's  physicians  asleep  during  class  or  absent  on  the  days  that 
""interpersonal  communication"  was  taught?  Of  course  not.  But 
it  is  probably  fair  to  say  that  if  you  have  not  learned  how  to 
interact  with  people  on  intimate,  human  terms  by  the  time  you 
enter  medical  school,  it  is  too  late. 

The  lessons  Mr.  Shapiro  gives  us  for  dealing  with  dying 
patients  are  not  complex:  be  there  at  the  end.  acknowledge  the 
family's  pain,  return  the  family's  phone  calls  promptly,  gather 
the  family  for  support  before  discussing  the  patient's  poor 
prognosis,  do  nothing  to  prolong  the  suffering  and  pain.  Leam- 
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ing  these  lessons  does  not  require  a  new  curriculum,  an  innova- 
tive seminar  series,  or  major  alterations  in  the  residency  training 
program. 

Mr.  Shapiro's  observations  are  acute  and  his  lessons  very 
important,  but  I  do  not  agree  with  his  inclusion  of  Sherwin 
Nuland's  explanation  of  physicians'  behavior.  Nuland  opines 
that ". .  .subspecialists  in  general  are  conditioned  by  the  training 
as  well  as  temperament  to  perceive  their  patients  as  problems  to 
be  solved,  as  riddles  to  be  mastered,  more  than  people  to  be 
cared  for."  This  explanation  places  too  much  confidence  in  the 
medical  training  experience.  Yes,  our  training  can  take  credit 
for  teaching  us  how  to  listen  to  a  heart  but  not  for  teaching  us  to 
have  heart.     □ 


6.  Ralph  Corey,  MD,  FACP,  Associate  Professor  of 
Medicine,  Director,  Internal  Medicine  Residency 
Training  Program,  &  Jennifers.  Li,  MD,  Assistant 
Professor  of  Pediatrics,  Duke  University 

We  read  Alan  Shapiro's  essay  with  a  sense  of  unease  and 
embarrassment.  Embarrassment  because  of  the  failure  of  the 
medical  community  to  adequately  serve  the  expectations  of  the 
patient  and  her  family.  Unease  because  of  the  degree  of  Mr. 
Shapiro's  anger,  anger  directed  not  only  at  the  physician  caring 
for  his  sister,  but  as  well  at  a  physician  family-member  who 
failed  to  respond  with  the  support  Mr.  Shapiro  expected.  It  is 
obvious  that  Mr.  Shapiro  has  been  through  a  very  difficult  and 
sad  experience  with  a  prolonged  illness  and  loss  of  his  sister. 
His  anger  may  be  a  phase  of  the  grieving,  healing  process.  But 
this  essay  also  brings  forth  the  concern  that  his  anger  arises,  at 
least  in  part,  because  physicians  are  not  empathetic  "enough," 
not  as  empathetic  as  former  generations,  not  as  compassionate 
as  they  can  be  taught  to  be. 

Before  we  go  too  far  along  the  road  of  guilt  and  self- 
incrimination,  however,  we  must  remember  that  this  is  an 
anecdote,  one  person's  experience.  As  such,  it  gives  us  no  clue 
as  to  how  widespread  is  the  lack  of  compassion  in  the  medical 
community.  We  do  know  from  other  data  that  patients'  satisfac- 
tion with  doctors  is  declining.  Unfortunately,  it  is  very  difficult 
to  determine  whether  this  decline  results  from  less  empathy  on 
the  part  of  doctors  or  from  higher  demands  and  expectations  on 
the  part  of  the  general  public.  Similarly,  we  know  that  the 
number  of  malpractice  lawsuits  has  gone  up  tremendously 
during  the  past  20  years  and,  again,  we  wonder  whether  this  is 
due  to  physicians'  failure  to  care  for  patients  or  to  society's 
feeling  that  life  should  be  easier,  suffering  should  not  exist, 
sickness  should  be  easily  cured. 

This  brings  us  to  one  of  the  most  important  aspects  of  Mr. 
Shapiro's  chapter:  the  care  of  the  dying  patient.  Because  both 
technology  and  our  therapeutic  armamentarium  have  progressed 
rapidly,  patients  and  physicians  themselves  feel  that  there  must 
always  be  something  more  that  can  be  done.  Even  when  all 


options  have  been  eliminated,  there  is  an  expectation  that  we 
can  trick  death.  Many  physicians  in  this  situation  feel  helpless; 
failures;  unable  to  face  their  own  inadequacies.  They  thus  are 
unable  to  face  their  patients  with  the  only  the  ancient  things  left 
to  give:  time  and  compassion. 

How  can  we  improve  this  situation?  Can  we  teach  compas- 
sion? Can  we  change  the  personalities  of  medical  students  or 
housestaff?  Can  the  medical  school,  as  an  institution,  teach 
family  values,  empathy,  human  kindness?  And  in  this  era  of 
disgruntled  teachers,  working  under  increasing  loads  and  on 
frenzied  schedules,  how  can  medical  students  ever  get  to  see 
that  the  most  valuable  gift  that  doctors  have  to  give  a  patient  is 
our  time  and  attention? 

We  don't  have  answers  to  any  or  all  of  these  questions.  We 
do  feel  that  compassion  and  kindness  must  be  modeled,  not 
lectured  about.  Our  students  must  see  us  spend  time  helping, 
listening  to,  and  supporting  our  patients.  Only  then  can  we 
expect  a  breed  of  physicians  better  than  ourselves.     □ 


Peter  R.  Lichstein,  MD,  Professor  of  Medicine, 
Vice  Chair  for  Educational  Affairs,  Residency 
Program  Director,  Department  of  Medicine, 
ECU  School  of  Medicine 

The  trouble  with  prisons  is  not  that  they  break  hearts. 

Hearts  are  meant  to  be  broken,  but  like  their  own  walls, 

prisons  turn  the  hearts  of  those  within  to  stone. 

— Oscar  Wilde 

Mr.  Shapiro's  story  of  his  sister's  illness  left  me  with  a  deep 
sadness  for  the  patient  and  her  physician.  Both  seemed  impris- 
oned by  suffering,  with  no  clue  about  how  to  escape. 

The  brief  excerpt  leaves  many  questions  unanswered:  Did 
the  patient  have  a  primary  care  physician?  If  so.  where  was  that 
doctor  during  the  illness?  What  led  to  the  patient's  dependency 
and  her  physician's  apparent  need  to  dominate — a  dynamic  in 
which  the  patient  felt  more  a  prisoner  of  her  physician  than  of 
her  disease.  What  a  tragic  situation! 

This  case  represents  an  extreme  example  of  what  can  go 
wrong  with  the  doctor-patient  relationship.  I  know  many  doc- 
tors whose  hearts  are  more  open;  who  are  able  to  give  voice  to 
their  feelings;  who  know  themselves  well  enough  to  avoid 
using  patients  as  pawns  in  their  own  psychological  struggles; 
and  who.  most  importantly,  do  not  abandon  their  patients  as 
death  approaches.  Nevertheless,  Mr.  Shapiro's  story  should  not 
be  ignored.  It  is  telling  us  something  important  about  what 
patients  and  families  need  from  their  doctors.  We  must  take 
notice. 

Doctors  need  training  in  the  compassionate  care  of  all 
patients,  including  those  who  are  dying.  We  cannot  assume  that 
good  people  will  "just  naturally"  know  how  to  proceed  in  such 
difficult  matters.  Specific  training  should  include  how  to  break 


NCMJ  September/October  1997.  Volume  58  Number  5         335 


bad  news,  how  to  talk  with  patients  and  families  about  death, 
and  how  to  involve  them  in  making  decisions  about  end-of-life 
care.  Patients  must  be  encouraged  to  voice  their  values  and 
wishes,  and  these  should  be  used  in  tailoring  a  treatment  plan. 
I  think  it  is  fair  to  say  that  these  issues  are  at  least  touched  on  in 
the  curricula  of  most  medical  schools  and  residency  programs; 
I  know  that  medical  ethics  and  communication  skills  are  em- 
phasized at  East  Carolina  University.  There  is  support  for  such 
education  from  professional  organizations  like  the  American 
Board  of  Internal  Medicine.  But  since  self-awareness  is  an 
important  dimension  of  learning,  all  doctors — like  those  in  Mr. 
Shapiro's  story — could  benefit  from  personal  reflection  and 
discussion  of  these  issues  with  others. 

Still,  there  is  reason  to  be  concerned  about  the  effective- 
ness of  formal  teaching  because  the  work  only  begins  in  the 
classroom.  Interpersonal  skills  must  be  modeled  at  the  bedside, 
practiced,  and  critiqued.  Teaching  physicians  must  demon- 
strate and  reinforce  compassionate  care  on  the  wards  and  in  the 
clinic.  Clinical  teachers  must  accept  no  less  from  their  students 
and  residents. 

In  my  experience,  the  attention  of  students  is  best  captured 
when  their  own  patient  is  the  focus  of  learning:  when  their  own 
patient  is  dying.  Of  course,  a  few  students  just  don't  seem  to  get 
it.  Therefore,  we  must  encourage  admissions  cominittees  to 
select  students  who  have  an  interest  in  and  aptitude  for  interper- 
sonal relationships,  and  medical  school  faculties  should  do  a 
better  job  weeding  out  students  who  do  not  support  the  human 
values  our  patients  demand. 

But  I  do  not  think  that  doctors,  in  general,  lack  feelings,  and 
I  certainly  do  not  agree  with  Mr.  Shapiro's  musings  about  "a 
connection  between  [my  brother-in-law's]  indisputable  excel- 
lence as  a  doctor,  and  his  "discomfort'  with  the  sort  of  feelings 
I  demanded  from  him."  Doctors,  like  everyone  else,  sometimes 
feel  awkward,  angry,  sad,  or  anxious — feelings  that  need  not  be 
denied  for  fear  they  will  be  blinding.  In  fact,  most  doctors  learn 
that  feelings  often  lead  to  understanding,  connection,  and 
fulfillment. 

Of  course,  it  is  true  that  doctors  are  trained  to  solve 
problems.  At  times,  this  means  that  the  patient's  illness  will  be 
viewed  as  a  puzzle  to  be  mastered,  and  treatment  as  a  game  to 
be  won.  But  good  doctors  blend  their  zeal  for  solving  problems 
with  an  abiding  allegiance  to  the  patient  as  a  person  needing 
care.  Their  relationships  with  patients  continue  over  time,  and 
they  care  for  their  patients  even  when  cure  is  not  possible. 
Patients  need  such  doctors  and  so  do  our  students.     Q 


Darlyne  Menscer,  MD,  Department  of  Family 
Practice,  Carolinas  IVIedical  Center,  Charlotte 

As  a  residency  faculty  member  for  15  years.  I  have  found  that 
physicians  vary  as  widely  as  the  general  population  in  their 
ability  to  express  empathy.  This  happens  despite  genuine  ef- 
forts by  medical  school  admission  committees  in  recent  years 


to  consider  communication  skills  as  a  criterion  for  admission. 

Feelings  of  empathy  are  not  always  easily  translated  into 
behavior.  In  medical  schools  and  most  residency  programs, 
physicians-in-training  receive  at  least  some  instruction  about 
the  psychological  needs  of  terminal  patients  and  their  families. 
However,  in  the  actual  clinical  situation,  young  doctors  often 
get  conflicting  advice  from  their  physician  mentors.  Few  doc- 
tors have  a  chance  to  consider  and  reflect  on  the  critical 
questions:  Is  it  appropriate  for  doctors  to  reveal  their  own 
emotions — perhaps  shed  tears — in  front  of  patients  or  families? 
Is  this  a  weakness  or  a  strength?  How  do  physicians  deal  with 
the  emotional  drain  of  supporting  dying  patients  and  their 
families?  Does  professional  "distance"  help? 

For  most  primary  care  physicians,  managing  a  terminally 
ill  patient  is  one  of  many  regular  tasks.  Often  the  physician  has 
known  the  patient  for  years  before  the  terminal  diagnosis  is 
made,  and  may  also  care  for  other  family  members.  In  those 
instances,  physician  and  patient  have  a  history  working  to- 
gether, a  history  that  precedes  diagnosis  of  any  serious  illness. 

For  oncologists — such  as  the  physician  Mr.  Shapiro  de- 
scribes— all  patients  have  serious  illnesses.  Despite  advances 
in  cancer  treatment,  at  any  one  time  a  significant  percentage  of 
an  oncologist' s  patients  are  terminal.  In  some  cases,  patient  and 
oncologist  have  had  a  long  relationship  during  which,  at  least 
for  some  time,  the  cancer  has  been  in  remission.  But  in  other 
cases,  the  oncologist  has  known  the  patient  for  only  a  short  time, 
has  been  able  to  offer  only  palliation  (and  at  the  cost  of  con- 
siderable toxicity).  Even  when  the  improbability  of  improve- 
ment is  emphasized  from  the  beginning,  some  patients — espe- 
cially younger  ones — find  the  diagnosis  of  cancer  so  devastat- 
ing that  they  are  willing  to  try  anything  at  least  once.  As  a  result, 
not  only  do  oncologists  have  a  larger  percentage  of  terminally 
ill  patients  than  physicians  in  primary  care,  they  often  have  had 
no  long-term  relationship  with  a  patient  before  the  final  phase 
of  the  illness.  I  am  not  an  oncologist,  but  it  seems  to  me  that  it 
would  be  asking  a  lot  of  such  specialists  to  meet  all  the 
emotional,  as  well  as  medical,  needs  of  all  terminally  ill  cancer 
patients  and  their  families — even  with  the  help  of  hospice. 

If  the  patient  has  an  established  primary  care  doctor,  one 
who  was  involved  before  the  diagnosis  of  cancer,  one  who 
made  the  referral  for  specialist  care,  I  believe  that  doctor  should 
maintain  the  relationship  with  patient  and  family,  even  though 
the  oncologist  may  make  many  medical  decisions.  Then,  if 
treatment  is  not  successful,  the  primary  care  physician  can  help 
the  patient  and  family  during  the  terminal  phases  of  the  illness. 
Often  responsibility  for  pain  management  and  other  specifics  of 
care  can  be  transferred  to  the  primary  care  physician. 

Emotional  support  for  the  patient  and  family  can  come 
from  multiple  physicians.  If  at  least  one  of  them  has  known  the 
patient  through  good  times  and  bad.  and  if  that  physician  has 
fewer  terminal  patients,  providing  such  support  is  less  draining. 
I  feel  that  this  system  best  provides  patients  and  families  with 
the  support  they  need  in  a  manner  that  physicians  can  sustain. 
The  approach  is  not  new,  but  it  is  far  from  the  norm  and  deserves 
wider  discussion.     Q 
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William  G.  Porter,  MD,  Department  of  Internal 
Medicine,  Carolinas  Medical  Center,  Charlotte, 
Member,  Journal  Editorial  Board 


What  better  way  to  begin  a  discussion  of  how  (and  how  not)  to 
break  bad  news'?  What  better  way  than  stories  to  remind 
seasoned  clinicians  and  beginning  students  alike  that  an  atten- 
tive ear,  a  warm  touch,  just  being  there  to  the  end.  are  more 
important  to  the  relief  of  suffering  than  a  morphine  drip.     Q 


Reading  Alan  Shapiro's  essay,  I  was  reminded  of  DeWitt 
Stetten's  memoir'  about  gradually  going  blind.  One  of  his 
discoveries  was  how  indifferent  his  ophthalmologists  were  to 
blindness.  So  long  as  a  glimmer  of  vision  remained,  the  doctors 
labored  mightily  to  preserve  it,  but  once  the  final  darkness 
descended,  the  disease  and  its  victim  no  longer  engaged  them. 
The  patient  had  to  discover  for  himself  how  to  be  a  blind  man. 

Shapiro' s  sister' s  dependency  on  her  physician  did  not  end 
when  the  disease-centered  treatments  stopped  working.  Indeed, 
she  needed  him  then  more  than  ever.  Why,  then,  did  he  with- 
draw? Was  it.  as  Shapiro  suggests,  that  dying  patients  require 
physicians  to  speak  a  language  they  have  not  mastered?  If  so. 
how  might  we  learn — or  be  taught — to  speak  it? 

Sometimes  we  leani  it  from  our  elders.  Dr.  Byrd  Leavell. 
the  senior  hematologist  who  taught  me  at  the  University  of 
Virginia,  would  enter  the  room  of  a  dying  patient,  sit  down  at  the 
bedside,  take  the  patient's  hand  and  ask  how  things  were  going. 
He  would  listen  to  whatever  the  patient  and  family  had  to  say, 
betraying  no  sense  of  being  in  a  hurry,  because  he  wasn't.  Then 
he  would  say  something  like,  "Let's  see  what  we  can  do  to  help 
you  feel  better;  I'll  keep  a  close  check  on  things."  He  had  done 
little  of  "substance,"  yet  you  could  feel  the  patient's  spirits 
lifting  as  he  rose  to  leave.  And  it  took  surprisingly  little  time. 

But  not  every  physician  will  be  lucky  enough  to  have  such 
a  compassionate  mentor.  And  such  mentoring,  while  helpful,  is 
not  enough  in  itself.  Hence,  compassion  and  empathy  need  to  be 
taught  in  medical  school.  Not  in  a  dark  room  with  slides,  or  in 
a  pedantic,  jargon-freighted  exegesis  of  "sick  roles"  and  the 
stages  of  grief,  but  by  example  at  the  bedside,  and  by  stories. 

In  his  essay,  "The  Nature  of  Suffering  and  the  Goals  of 
Medicine,"  Eric  Cassell  points  out  that  what  little  we  know 
about  the  ways  people  react  to  illness  "has  been  learned  largely 
from  literature,  not  medicine."-  That  is  why  at  some  medical 
schools,  students  read  and  discuss  stories  about  how  people 
react  to  illness,  aging,  and  impending  death.  I  can  think  of  no 
better  way,  short  of  personal  experience,  to  learn  about  them. 

On  Doctoring,^  the  anthology  of  essay  s,  stories,  and  poems 
given  to  all  medical  students  by  the  Robert  Wood  Johnson 
Foundation,  would  make  an  excellent  text  for  a  seminar  on 
patient-physician  communication.  The  book  is  filled  with  ex- 
amples, from  the  Old  Testament  to  Kafka,  oT  human  suffer- 
ing— the  opportunities  and  challenges  it  presents  for  physi- 
cians. Take  Raymond  Carver's  poem,  "What  the  Doctor  Said": 

He  said  it  doesn't  look  good 

he  said  it  looks  bad  in  fact  real  bad 

he  said  I  counted  thirty-two  of  thern  on  one  lung  before 

I  quit  counting  them 

I  said  I'm  glad  I  wouldn't  want  to  know 

about  any  more  being  there  than  that..." 
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Twenty  years  ago  one  of  my  former  medical  students,  by  then 
head  of  a  distinguished  university  oncology  unit,  asked  me  to 
attend  a  three-day  retreat  with  him,  the  members  of  his  division, 
former  residents,  and  fellows.  The  meeting  was  in  an  excellent 
resort  area  and  the  invitation  included  my  wife.  I  told  my  former 
student  that  I  had  no  special  expertise  in  oncology  and  gave  him 
the  names  of  several  persons  whom  I  knew  would  add  more  to 
the  retreat  than  I  could.  He  thanked  me,  but  insisted  that  I  come. 

At  the  retreat,  I  met  old  friends  and  attended  all  sessions, 
but  added  little  in  the  way  of  medical  expertise.  Mid-way 
through  the  program,  my  former  student  and  I  had  a  long  one- 
on-one  session.  I  asked  him  why  he  chose  me.  "It's  very 
simple,"  he  said.  "You  once  watched  me  refuse  to  let  my  patient 
die.  Then,  you  gave  me  permission  to  let  her  go,  and  helped  me 
not  to  feel  guilty."  Twenty  years  later,  he  was  still  grateful  for 
my  help. 

Early  in  my  medical  career,  I  watched  my  oncologist 
friends  care  for  patients  with  childhood  leukemia.  At  first,  all  of 
the  patients  died.  That  was  not  surprising:  to  kill  the  cancer 
cells,  the  children  themselves  were  brought  close  to  death.  After 
many  failures  a  few  survived.  Years  later,  the  success  rate 
approaches  90%.  Oncologists  cannot  die  with  each  of  their 
patients.  They  do  the  best  they  can,  but  no  doctor  can  be  all 
things  to  all  patients. 

The  world  is  better  for  the  few  people  like  Professor 
Shapiro  who.  through  poetry,  make  our  world  more  human  and 
add  to  the  joy  of  living.  Fortunately  for  doctors,  most  of  our 
patients  have  nervous  systems  that  are  less  sensitive  than  Mr. 
Shapiro's;  they  go  through  life  with  less  suffering.  Since  all 
patients  are  different,  the  doctor  tries  to  adapt  his  care  to  make 
the  best  fit  with  his  patients'  nervous  systems.  Inevitably,  the 
doctor  will  fail  many  times.  At  best,  the  doctor  knows  that  he. 
and  not  his  patient,  has  failed.     □ 
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Robert  J.  Sullivan,  Jr.,  MD,  Assistant  Professor, 
Division  of  Geriatrics,  Associate  Professor, 
Department  of  Community  and  Family  Medicine, 
Duke  University  Medical  Center 

I  know  that  physicians  should  be  responsive  to  patient  needs 
beyond  the  technical  aspects  of  care.  I  want  to  believe  that 
Shapiro's  story  represents  a  unique  experience,  but  I  know  that 
is  not  true.  I  know  that  my  colleagues  and  I  behave  in  the  manner 
described  all  too  often.  I  believe  that  there  are  many  reasons 
why  this  happens. 

From  my  experience  on  a  medical  school  admissions 
committee  and  my  experience  teaching  first-year  medical  stu- 
dents, I  know  that  they  arrive  at  medical  school  wanting  to  be 
competent  and  complete  physicians.  Most  of  them  have  empha- 
sized science  in  their  undergraduate  training,  so  they  arrive  with 
somewhat  limited  resources  in  the  field  of  humanities.  Then 
they  are  immersed  in  an  environment  where  technical  skills  are 
valued,  and  humanitarian  instincts  are  overlooked.  The  pres- 
sure to  be  competent,  to  never  miss  a  diagnosis,  and  to  handle 
the  clinical  load  determine  the  day's  priorities.  Few  students 
make  time  to  explore  the  broader  issues  involved  in  being  a 
physician.  And  almost  never  are  they  encouraged  to  explore 
how  the  program  itself  affects  them  as  individuals  or  how  a 
patient's  illness  can  influence  their  own  sense  of  well-being. 

As  a  result  of  their  background  as  students  and  residents, 
physicians  arrive  at  clinical  practice  with  deep-seated  feelings 
of  uncertainty  (often  hidden  from  themselves  and  from  others). 
Their  daily  practice  incorporates  many  behaviors  designed 
primarily  to  protect  themselves  from  exposure.  When  a  patient 
fails  to  recover,  their  first  reaction  is  to  question  the  program  of 
treatment  rather  than  to  acknowledge  the  inevitability  of  the 
disease  process.  This  preoccupation  effectively  precludes  po- 
tentially difficult  interactions  with  patients,  or  having  to  deal 
with  their  own  fallibility  and  fears  of  death.  Thus  physicians 
often  ignore  both  patient  needs  and  their  own,  to  the  detriment 
of  both. 

In  my  opinion,  the  lack  of  compassion  Shapiro  describes  is 
not  confined  to  interactions  surrounding  terminally  ill  patients, 
but  the  imminence  of  death  provides  a  unique  opportunity  for 
the  doctor  to  abandon  science  and  relate  to  the  patient  on  a 
humane  level .  Our  medical  education  system  should  seize  those 
chances  to  help  students  understand  the  issues,  critical  as  they 
are  to  the  heart  of  medicine.  To  do  so  would  be  of  value  across 
the  spectrum  of  medical  endeavor.  Effective  implementation 
would  require  intense  faculty  involvement  with  students  on 
their  clinical  rotations,  rather  than  leaving  them  to  deal  with 
death  situations  guided  only  by  interns  or  residents  who  them- 
selves lack  training  in  or  experience  with  the  dying  process.  We 
must  do  this  if  we  are  to  recover  from  the  dreadful  situation 
described  by  Shapiro. 


Physicians  need  a  whole  array  of  specific  skills  related  to 
the  dying  process.  A  search  of  the  literature  under  the  title  of 
"palliative  care"  uncovers  a  number  of  helpful  studies  worthy 
of  attention  in  the  medical  curriculum — concepts  applicable  to 
medical  practice  far  beyond  deathbed  situations.  Fortunately, 
the  movement  toward  primary  care  practice  has  renewed  our 
attention  to  these  issues.  Stronger  medical  school  curriculums 
for  generalists  will  certainly  provide  new  opportunities  to  offer 
our  students  humanities  experiences  and  opportunities  to  look 
at  and  reflect  on  the  pressures  involved  in  being  a  physician.  My 
hope  is  for  a  new  breed  of  physician,  one  capable  of  reaching 
beyond  the  technical  aspects  of  practice  to  relate  to  the  patient 
and  family  as  human  beings.     Q 


Edward  B.  Yellig,  MD,  FACP,  Internist, 
Raleigh  Internal  Medicine,  Clinical  Professor 
of  Medicine,  UNC  School  of  Medicine 

It  costs  so  much  to  be  a  full  human  being  that  there  are 

very  few  that  have  the  enlightenment  or  the  courage  to 

pay  the  price. . . .  One  has  to  abandon  altogether  the 

search  for  security  and  reach  out  to  the  risk  of  living  with 

both  anns.  One  has  to  embrace  the  world  like  a  lover. 

One  has  to  accept  pain  as  a  condition  of  existence.  One 

has  to  court  doubt  and  darkness  as  the  cost  of  knowing. 

One  needs  a  will  stubborn  in  conflict,  but  apt  always  to 

total  acceptance  of  every  consequence  of  living  and 
dying.     — Morris  L.  West,  The  Shoes  of  the  Fisherman 

Alan  Shapiro  describes  an  oncologist.  Doctor  P,  who  treated  his 
sister  for  cancer  prior  to  her  death.  Sadly,  compassion  eludes 
Doctor  P  as  his  patient  lies  dying.  He  refuses  to  abandon  the 
biomedical  laws  that  govern  his  trade,  and  be  human  at  a  time 
when  being  humane  is  all  that  is  asked.  He  did  not  know  George 
Engel's  dictum,  which  reversing  the  common  phrase,  says 
"Don't  just  do  something,  stand  there."  Being  present  and  fully 
human,  feeling  and  acknowledging  the  events  of  the  moment. 
These  are  all  that  is  required  of  the  physician  at  the  time  of  death. 
Physicians  who  risk  compassion  risk  a  part  of  themselves. 
By  compassion  I  mean  recognizing  and  appreciating  the  hu- 
manness  within  and  between  ourselves  and  our  patients.  I  mean 
the  "me"  and  the  "you"  together,  dealing  with  one  issue. 
Patients  value  beyond  measure  the  "presence"  of  a  physician.  I 
mean  being  physically  present,  being  close,  having  full  eye 
contact,  offering  a  comforting  touch.  Compassion  and  empathy 
have  become  desirable  goals  for  patients  and  for  students,  who 
now  demand  more  than  mere  science  of  a  physician-patient 
relationship.  Even  as  medicine  reaches  higher  and  higher  for 
technical  wonders,  there  is  a  cry  that  the  men  and  women  who 
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wield  these  wonders  remain  sensitive,  merciful,  concerned,  and 
available. 

Where  do  today's  doctors  learn  compassion?  A  colleague 
of  mine  told  me  about  his  experience  teaching  in  a  seminar  on 
empathy.  Using  role-playing,  scripts,  experiential  learning,  and 
video-prompted  discussion,  he  did  his  best  to  "teach"  this 
human  emotion.  In  the  end,  '"it  was  a  bust,"  he  said.  I  am  not  sure 
why,  but  perhaps  compassion  is  something  that  one  has  at  birth; 
perhaps  physicians  are  born  compassionate  or  compassionless, 
and  admissions  officers  should  screen  for  a  genetically  compas- 
sionate subtype  in  candidates  for  medical  school.  Or  perhaps 
physicians  learn  empathy  from  their  families  of  origin  or  from 
personal  experiences;  perhaps  from  enlightenment:  perhaps 
from  the  modeling  that  they  see  in  the  thoughtful  concern  of 
faculty  and  community  physicians.  I  suspect  that  when  students 
see  compassion,  they  absorb  it;  when  they  do  not  see  it  and 
instead  see  rigid  adherence  to  a  narrow  biomedical  model  of 
illness,  they  adopt  and  portray  those  values  instead. 

To  teach  compassion  means  to  be  comfortable  in  front  of 


students  with  one's  own  feelings,  faults,  and  frailties.  The 
relationship  a  teacher  develops  with  a  student  creates  the 
medium  for  learning  compassion.  Within  this  context,  then,  lies 
a  "curriculum"  for  learning  about  human  boundaries  (those 
psychological  ones),  transference  and  countertransference, 
dependency  and  regression — issues  that  escaped  Doctor  P. 

Now  Doctor  P  knew  about  patient  dependency  issues, 
about  the  superficial  aspects  of  power  and  control,  but  he  was 
not  aware  of  the  same  needs  buried  deep  within  himself.  He  had 
not  learned  about  the  power  that  comes  with  collaboration,  from 
working  with  rather  than  just /or  the  patient.  He  had  not  yet 
learned  about  the  strength  and  satisfaction  that  comes  with 
including  the  patient  and  her  family  into  the  decision-making, 
especially  the  critical  decisions  at  the  end  of  life.  Given  quiet 
time  and  space,  patients  and  families  are  able  to  discover  their 
own  needs;  given  a  physician's  receptive  ear,  they  are  able  to 
express  those  needs.  It  is  in  this  setting  that  families  and 
physicians  find  the  strength  for  "total  acceptance  of  every 
consequence  of  living  and  dying."     □ 
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THE   ANATOMY   OF   MANAGED   CARE 


Scapegoats  for  the  Organization? 

Physicians,  Managed  Care,  and  Medical  Malpractice 


Kenneth  De  Ville,  PhD,  JD 


A  managed  care  revolution  is  irrevocably  transforming  the 
delivery  of  health  care  in  this  country.  Managed  care  organiza- 
tions (MCOs)  contain  costs  by  influencing,  channeling,  and 
limiting  decision-making  by  physicians.  By  so  doing,  MCOs 
appropriate  to  themselves  an  element  of  medical  authority. 

Under  a  fee-for-service  system,  the  physician  and  patient 
function  as  sole  decision-maker.  Under  this  system,  malprac- 
tice liability  for  patient  injury  falls  on  the  individual  physician. ' 
The  medical  and  legal  culture  created  by  fee-for-service  is 
rapidly  coming  to  an  end,  but  the  malpractice  liability  system 
has  not  adjusted  to  the  basic  changes  in  the  way  medical 
decisions  are  made.-  Medical  malpractice  law  is  still  (and 
disproportionately)  focused  on  the  individual  treating  physi- 
cian. Furthermore,  a  variety  of  legal  and  practical  hurdles  make 
it  difficult — sometimes  impossible — to  hold  MCOs  liable  for 
injuries  that  result  from  cost-containment  policies.  As  a  result, 
the  physician's  legal  situation  has  become  more  complicated, 
and  the  MCO  has  avoided  commensurate  legal  risks.  In  a  way, 
physicians  serve  as  liability  "scapegoats"  for  MCOs.  Carol  L. 
O'Brien,  attorney  for  the  American  Medical  Association,  la- 
mented in  the  New  York  Times:  "[MCOs]  are  shifting  virtually 
all  of  the  risk  of  patient  care  to  physicians,  even  though  [they] 
can  force  doctors  to  change  their  clinical  decisions  by  threaten- 
ing to  terminate  their  contracts."^ 

In  this  article  I  examine  the  notion  of  physician  as  "liability 
scapegoat"  and  speculate  on  the  most  likely  and  suitable  path  of 
legal  development  and  reform  over  the  next  several  years. 


The  Predicament  of  the 
Physician  Under  Managed  Care 


the  MCO.  Physicians  probably  also  have  a  responsibility  to  act 
as  financial  advocate  for  the  patient,  and  try  to  convince  the 
MCO  that  the  recommended  treatment  is  necessary. ''■''  If  all 
attempts  to  secure  payment  fail,  physicians  must  tell  patients 
that  they  can  pay  out-of-pocket  for  the  medical  care.  Physicians 
who  follow  these  guidelines  and  document  that  in  the  medical 
record,  probably  will  not  lose  a  malpractice  suit  for 
undertreatment. 

That  oversimplified  summary  of  MCO-physicians'  legal 
duties  fails  to  depict  fully  the  doctors'  current  dilemma.  For 
example,  MCOs  may  react  unfavorably  to  repeated  recommen- 
dations for  care  that  the  MCO  is  trying  to  limit  (through 
utilization  review,  practice  guidelines,  or  otherwise).  Vigorous 
patient  advocacy  may  undermine  physicians'  job  security. 
Moreover,  outright  refusal  to  pay  accounts  for  only  a  portion  of 
the  MCO  cost-containment  measures  currently  in  place — many 
allow  physicians  to  recommend  treatment,  then  penalize  those 
doctors  through  the  withholding  or  deferral  of  bonuses,  or 
removing  them  from  MCO  employment. 

Current  law  and  MCO  cost-containment  strategies  can  put 
physicians  in  a  double  bind,  making  them  choose  between  rec- 
ommending a  treatment  that  threatens  their  income  or  job  sec- 
urity, or  not  recommending  it  and  facing  threat  of  a  malpractice 
suit.  This  is  especially  unfair  since  MCOs  are  insulated  from 
their  own  cost-containment  decisions.  MCOs  have  devised 
legal  "golden  parachutes"  that  allow  them  to  bail  out  of  the  lia- 
bility related  to  their  cost-containment  strategies.  The  difficulty 
in  holding  MCOs  liable  for  undertreatment  demonstrates  the 
problem  of  a  new,  highly  administered,  cost-conscious  medical 
practice  based  on  the  ideological  supports  of  the  old  one.'- 


The  small  amount  of  inconclusive  case  law  on  the  topic  implies  Golden  ParachuteS  for  Liability 
that  physicians  working  for  MCOs  must  recommend  all  treat- 
ments and  diagnostic  tests  that  are  deemed  necessary  and  within  Courts  have  traditionally  held  that  institutions  (such  as  MCOs) 
the  standard  of  care — even  if  their  costs  will  not  be  covered  by  are  not  licensed  to  practice  medicine,  and  therefore  could  not  be 
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medically  negligent.  A  lawyer  who  frequently  represents  man- 
aged care  groups  recently  claimed,  "HMOs  normally  cannot 
make  medical  decisions. . .  .Those  determinations  must  be  made 
by  treating  physicians.... The  HMO  should  not  be  liable  for  the 
alleged  malpractice  of  the  doctors."'  There  was  once  some  logic 
to  this  stance,  but  new  institutional  practices  have  made  it  less 
tenable.  Some  forms  of  cost-containment,  like  utilization  re- 
view, do  constitute  the  practice  of  medicine  because  they 
determine  whether  a  particular  diagnostic  or  treatment  modal- 
ity is  worth  the  cost. 

MCOs  have  escaped  liability  for  a  variety  of  other  reasons. 
Courts  usually  hold  employers  liable  for  the  actions  of  their 
agents  and  employees — a  practice  referred  to  as  vicarious  or 
agency  liability.  Health  plans  and  hospitals  have  not  been  held 
vicariously  liable  for  the  actions  of  affiliated  physicians  be- 
cause physicians  have  been  deemed  professionals — indepen- 
dent contractors — not  employees.  The  traditional  view  of  phy- 
sicians as  independent  contractors  has  made  it  difficult  to  hold 
managed  care  plans  liable  for  the  actions  of  physicians. 


ERISA 

Perhaps  the  greatest  barrier  to  holding  MCOs  at  least  jointly 
liable  for  medical  malpractice  and  undertreatment  is  the  1974 
Employment  Retirement  Income  Security  Act  ( ERISA)."  ERISA 
was  passed  by  Congress  to  regulate  and  protect  employee 
pension  and  benefit  plans.  In  order  to  allow  effective  national 
regulation  of  employer-provided  benefit  plans.  ERISA  pre- 
empts or  supersedes  all  state  law  relating  to  employee  benefit 
plans,  including  health  benefits.  Under  ERISA,  federal  rem- 
edies for  abuses  of  employee  benefit  plans  are  limited  to  the 
dollar  value  of  the  benefits  that  should  have  been  provided.  For 
example,  if  an  employee  health  insurance  package  does  not 
furnish  what  it  promises,  the  wronged  employee  can  sue  in 
federal  court  to  secure  the  promised  benefits.  But  the  employee 
cannot  sue  in  state  court,  because  the  claim  "relates"  to  an 
employer-provided  benefit  plan.' 

ERISA  was  drafted  in  a  medical  world  still  dominated  by 
traditional  indemnity  insurance,  but  today  employer-provided 
health  care  is  dominated  by  MCOs.  ERISA,  which  applies  to 
two-thirds  of  all  employee  health  plans,  has  become  an  impor- 
tant, even  central,  factor  in  suits  against  MCOs.  For  example,  in 
1993  an  MCO  was  sued  for  delaying  pre-certification  of  a 
patient's  heart  surgery.  During  the  delay,  the  patient  died.  A 
federal  court  ruled  that  the  claim  was  preempted  by  ERISA, 
meaning  that  the  patient's  family  could  not'sue  in  state  court. 
Since  the  cause  of  action  was  related  to  plan  benefits,  the 
plaintiffs  could  not  recover  tort  or  malpractice  damages  from 
the  MCO.  The  legal  claim  was  limited  to  the  dollar  value  of  the 
services  denied.'*  In  a  similar  case,  a  woman  with  a  complicated 
pregnancy  was  discharged  from  hospital  to  home  care  because 
the  MCO  plan  did  not  authorize  inpatient  coverage.  She  ulti- 
mately lost  her  32-week  fetus.  The  Fifth  Circuit  Court  ruled  that 
her  malpractice  suit  against  the  MCO  was  preempted  by  ERISA." 


ERISA  does  not  apply  to  individual  suits  against  physi- 
cians. As  a  result,  ERISA  provides  a  dramatic  defense  for 
MCOs  and  at  the  same  time  leaves  dissatisfied  patients  with 
only  one  target — the  treating  physician. 


Potential  Reactions  to  Physician's  Plight 

Some  might  argue  that  the  liability  system  needs  no  reforming. 
After  all,  the  threat  of  liability  is  an  effective  check  on  overzeal- 
ous  cost-containment.  Physicians  should  not  contract  with 
MCOs  whose  cost-containment  mechanisms  force  them  to 
provide  suboptimal  care:  they  should  not  associate  with  MCOs 
that  penalize  them  for  providing  necessary  care  or  for  acting  as 
a  patient  advocate.  This  argument  disregards  the  current  reality 
that  health  care  is  provided  in  an  institutional  or  group  setting. 
It  ignores  physicians"  lack  of  options  about  where  and  how  to 
practice.  It  falls  too  harshly  on  physicians  who  must  enforce  the 
cost-containment  measures  that  society  is  demanding.  Finally, 
it  ignores  the  fact  that  wrongful  conduct  by  institutions  may  go 
unpunished  and  undeterred. 


Wholesale  Legislative  Reform? 

Should  legislatures  undertake  legislative  reform  of  the  mal- 
practice system  to  account  for  managed  care?  Should  states 
revamp  the  tort  structure  relating  to  medical  malpractice  to 
account  for  physicians"  cost-containment  actions,  perhaps  by 
weighing  in  evidence  of  the  practice  guidelines  produced  by 
independent  professional  boards?  This  would  provide  a  lower 
limit  to  practice  below  which  MCO  care  could  not  drop  without 
risking  liability,  and  protect  physicians  who  practiced  within 
those  guidelines.  Still,  there  are  problems  in  presuming  that 
care  is  not  negligent  merely  because  practice  guidelines  were 
followed.  Practice  guidelines  are  not  yet  methodologically 
sophisticated  enough  to  rely  on  for  definitive  guidance.'" 

Other  legislative  reforms  are  possible.  Haavi  Morreim  has 
proposed  dividing  the  standard  of  care  into:  a  "standard  of 
medical  expertise,"  and  a  "standard  of  medical  utilization.""  The 
standard  of  medical  expertise  would  judge  a  physician's  skill, 
care,  training,  and  judgment,  and  require  that  procedures  be 
performed  non-negligently.  On  the  other  hand,  treatment  deci- 
sions based  on  allocation  of  resources  would  be  judged  by  a 
standard  of  medical  utilization  established  by  third-party  deci- 
sions about  desirable  and  affordable  levels  of  resource  use." 

Another  legislative  reform  would  allow  physicians  to 
claim  institutionally  imposed  cost-containment  measures  as  a 
defense.  Whenever  foregone  treatment  became  an  issue  in  a 
malpractice  case,  physicians  could  cite  the  allocation  policies 
of  the  plan  and  justify  the  application  of  those  principles  to  the 
patient  in  question. '- 

All  these  proposals  would  represent  a  fundamental  re- 
structuring of  the  cuiTent  legal  approach  to  medical  malprac- 
tice. All  are  problematic.  Allocation  decisions  are  not  entirely 


NCMJ  September/October  1997.  Volume  58  Number  5         341 


distinct  from  treatment  decisions  since  they  involve  medical 
judgments;  medical  judgments  are,  in  part,  allocation  deci- 
sions."''' It  would  be  difficult  to  weigh  the  economic  reason- 
ableness of  treatment  decisions  involving  individual  instances 
of  resource  allocation — if  such  economic  hairsplitting  could 
even  be  accurately  completed.  Such  complicated  decisions  may 
not  even  be  necessary.  In  some  respects  the  "standard  of  care" 
enunciated  by  medical  experts  has  always  incorporated  judg- 
ments about  both  a  medical  science  component  and  a  value 
component — whether  the  treatment  or  diagnostic  test  was  worth 
doing,  all  things  considered."  The  medical  profession  has  been 
able  to  adapt  its  standard  of  care  to  historical,  scientific,  social, 
and  regional  variations.  The  basic  principle  (to  "act  as  a  reason- 
ably prudent  physician  would")  allows  the  profession  to  make 
judgments — even  in  the  context  of  managed  care — for  a  par- 
ticular patient,  in  a  particular  plan.''' 

Enterprise  Liability 

Enterprise  liability  represents  another  legislative  reform  op- 
tion. Enterprise  liability  holds  that  if  health  care  is  delivered  in 
a  highly  controlled  environment  that  profoundly  restricts  indi- 
vidual autonomy,  then  institutions  rather  than  individuals  should 
be  liable  for  patient  injuries.  Enterprise  liability  would  make 
health  plans  liable  for  negligent  injuries  caused  by  affiliated 
physicians  or  other  institutional  providers.  Physicians  and  other 
health  professionals  would  be  completely  immune  from  suit. 
MCOs,  institutions,  and  licensure  boards  would  take  over  fully 
the  job  of  monitoring  and  disciplining  negligent  health  care 
providers." 

Enterprise  liability  is  a  radical  solution,  but  it  is  not 
preposterous.  It  represents  a  rational  and  coherent  reaction  to 
tightly  controlled,  organizational  health  care,  and  the  demise  of 
the  individual,  autonomous  practitioner.  Since  institutional 
providers  control  the  care  provided  under  their  auspices,  they 
may  be  best  situated  to  monitor  and  correct  problems.  Enter- 
prise liability  would  discourage  severe  rationing  of  care,  and 
keep  MCOs  from  pushing  cost-containment  to  the  point  of 
damaging  patient  care.  If  cost-containment  measures  did  en- 
danger patient  well-being,  enteiprise  liability  would  assure  that 
physicians  did  not  bear  the  brunt  of  the  legal  risk. 

Despite  the  benefits,  there  are  a  number  of  drawbacks. 
Enterprise  liability  would  solidify  institutional  control  over 
physicians,  further  decreasing  professional  autonomy.  Enter- 
prise liability  also  defies  the  logic  of  the  legal  system.  Physi- 
cians who  are  genuinely  negligent  should  be  culpable  for  that 
negligence.  Without  individual  liability,  tort  law  loses  its  power 
to  deter  individual  actors.  And  holding  MCOs  and  institutions 
solely  liable  might  increase  both  the  number  of  suits  and  the  size 
of  awards. 

The  practical  hurdles  to  implementing  enterprise  liability 
are  daunting.  Enterprise  liability  might  not  have  the  same 
justification,  impact,  and  effectiveness  in  differing  managed 
care  and  institutional  configurations.  And  some  practitioners 


will  not  fall  under  the  full  and  all-inclusive  control  of  an 
institution  or  plan.  A  nationwide  system  of  enterprise  liability 
would  require  abrogation  of  negligence  law  in  50  states — a 
profound  legislative  and  political  challenge.  So,  while  enter- 
prise liability  has  some  attractions,  its  many  problems  make  it 
an  unlikely,  and  probably  unworthy,  candidate  for  reform. 


Incremental  Common  Law  Reform 

If  wholesale  reform  of  the  tort  system  is  inadvisable,  what  can 
be  done?  There  are  good  arguments  for  amending  ERISA 
(while  preserving  its  beneficial  aspects).  This  would  allow 
recovery  of  damages  from  MCOs  whose  negligent  or  wrongful 
cost-containment  policies  cause  injury.  Former  US  Secretary  of 
Labor  Robert  B.  Reich  has  called  for  such  legislative  action.' 

I  believe  that  most  change  will  and  should  come  not 
through  legislative  adjustment,  but  through  the  courts  and  the 
evolution  of  the  common  law.  Law  is  a  remarkably  flexible 
social  institution,  albeit  sometimes  a  bit  slow."  '■*  As  courts  face 
cases  implicating  not  only  physicians  but  also  organizations, 
they  will  extend  liability  to  MCOs."'  After  all,  hospitals,  too, 
were  once  virtually  immune  from  suit.  It  is  perhaps  a  great  irony 
that  plaintiffs'  attorneys  may  play  a  major  role  in  assuring  that 
the  physician's  risk  will  ultimately  also  be  the  MCOs"  risk. 

The  notion  of  physicians  as  "liability  scapegoats"  for 
MCOs  is  a  misperception  of  what  is  currently  occurring  in  the 
courts.  MCOs  are  escaping  liability,  but  not  nearly  as  easily,  or 
as  frequently,  as  many  believe.  '^  In  non-ERIS A  contexts,  courts 
are  holding  MCOs  liable  via  vicarious  liability.  Courts  once 
distinguished  between  "employees"  and  professionals  (who 
were  independent  contractors).  Now,  courts  have  found  a 
number  of  ways  to  hold  institutions  like  MCOs  liable  for  acts  of 
affiliated  physicians.  The  more  control  an  institution  exercises 
over  the  work  of  the  physician,  the  more  readily  courts  find 
liability.  This  transformation  has  already  occurred  in  hospital 
law,  and  is  now  beginning  to  occur  in  managed  care.  The  central 
test — the  test  of  control — is  applicable  in  highly  administered 
MCOs.  Courts  have  found  that  MCOs  which  exercise  a  substan- 
tial degree  of  control  may  be  subject  to  claims  when  a  physician 
injures  a  patient.  Courts  recognize  that  MCOs  monitor  and 
control  physicians"  actions,  and  have  imposed  vicarious  liabil- 
ity to  reflect  institutional  participation  in  the  medical  decision- 
making process.  "^■'^P'"-^'' 

MCOs  have  also  been  held  liable  through  the  theory  of 
ostensible  agency.  Not  yet  applicable  in  all  jurisdictions,  osten- 
sible agency  (or  apparent  agency )  holds  institutions  responsible 
for  the  actions  of  physicians,  even  if  there  is  no  employer- 
employee  relationship.  Ostensible  liability  is  imposed  ;/  the 
patient  believed  that  a  physician  acted  under  the  institution's 
authority,  and  if  the  institution  gave  the  patient  reason  to  believe 
that  it  controlled  the  care  provided  by  the  physician.  The 
promotional  and  advertising  literature  of  MCOs  often  speak  of 
"total""  or  "complete  care"  programs,  so  ostensible  agency  may 
be  fairly  easy  to  prove."''''-''"' 
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When  courts  rule  that  MCOs  are  Hable  for  the  actions  of 
physicians,  they  strongly  discourage  MCOs  from  demanding 
irresponsible  cost-containment  by  affiliated  physicians.  If  an 
MCO  implements  a  negligent  cost-containment  strategy,  both 
the  MCO  and  the  treating  physician  can  face  damage  claims 
when  patients  are  injured.  The  more  control  an  MCO  exerts,  the 
more  likely  it  is  to  be  held  responsible  for  injuries  to  patients. 
Physicians  remain  liable  when  they  deliver  substandard  care, 
but  they  are  not  placed  in  legal  peril  because  of  rigorous 
institutional  cost-containment  measures. 


Direct  Liability 

"Direct  liability"  stems  from  the  duty  to  refrain  from  negligent 
actions  or  omissions  that  pose  a  risk  of  harm.  Courts  have  found 
MCOs  directly  liable  in  a  variety  of  contexts,  including  the 
negligent  selection,  retention,  and  supervision  of  medical  staff. " 
Once  the  ERISA  barrier  has  been  hurdled,  MCOs  have  been 
held  liable  for  negligently  designed  and  implemented  utiliza- 
tion review  and  other  cost-containment  mechanisms.  If  an 
MCO' s  utilization  review  or  other  policies  lead  to  decisions  that 
cause  injury  to  a  patient,  the  MCO  may  be  held  liable.''^-*-' 
Some  trial  courts  have  allowed  assertions  that  financial  incen- 
tives and  disincentives  can  corrupt  a  physician's  judgment  and 
lead  to  wrongful  injury. "p"'''  Actions  based  on  the  negligent 
design  and  implementation  of  cost-containment  strategies  pro- 
vide powerful  disincentives  against  pressing  cost-containment 
too  far. 

Physicians  have  a  moral  and  legal  duty  to  counteract 
irresponsible  pressures  from  a  MCO,  to  inform  patients  about 
necessary  care,  and  to  encourage  the  MCO  to  provide  such  care. 
Who  will  make  decisions  about  the  appropriateness  of  behavior 
by  physicians  placed  in  such  a  position?  Mostly,  other  physi- 
cians who  can  testify  as  to  what  "a  reasonably  prudent  physician 
would  do  in  the  same  or  similar  circumstances."  Juries  can 
weigh  competing  evidence  from  expert  witnesses  and  decide 
the  case.  In  theory,  this  allows  the  profession,  through  experts, 
to  determine  its  own  legal  standards  of  conduct, '  'p-"*  and  to  take 
the  changed  context  of  managed  care  into  consideration.'"* 


ERISA  Redux 

ERISA's  preemption  provision  remains  a  hurdle,  but  an  in- 
creasing number  of  rulings  have  allowed  actions  to  proceed 
even  without  legislative  amendment  of  ERISA."" "  The  courts 
are  still  divided  on  the  issue,  but  some  plaintiffs  have  been 
allowed  to  sue  MCOs  under  vicarious  liability,  ostensible 
agency,  and  negligent  supervision  theories.-"  It  is  likely  that 
courts,  as  they  understand  better  the  dynamics  of  the  new 
delivery  system,  will  continue  to  allow  such  actions. '"^'^ 

Recall  that  ERISA  bars  state  tort  actions  relating  to  whether 
the  benefits  of  a  health  plan  were  withheld,  but  not  necessarily 
complaints  relating  to  the  quality  of  the  benefits  delivered. 


ERISA  will  probably  continue  to  bar  suits  that  refer  unequivo- 
cally to  a  benefit  claimed,  such  as  a  refusal  to  pay  for  bone 
marrow  transplantation  in  breast  cancer.  These  suits  will  have 
to  be  litigated  through  the  federal  courts  under  ERISA,  and  are 
unlikely  to  affect  the  liability  of  the  treating  physicians.  How- 
ever, suits  claiming  that  an  MCO's  negligent  or  wrongful 
behavior  caused  them  to  suffer  a  low  quality  of  medical  treat- 
ment, may  succeed.  Federal  courts  may  hold  that  ERISA  does 
not  apply  and  that  plaintiffs  can  sue  in  state  court.  If  this  occurs, 
MCOs  will  be  discouraged  from  instituting  cost-containment 
strategies  that  put  themselves  and  their  affiliated  physicians  at 
risk  of  suit. 


Courts  or  Legislatures? 

Liability  reform  for  the  new  health  delivery  environment  will 
depend  on  whether  courts  or  legislatures  can  deal  with  the 
issues  more  effectively.  Legislatures  are  effective  fact-finding 
and  debating  forums  in  which  to  develop  policy  that  reflects  the 
public  will.  On  the  other  hand,  by  shaping  the  common  law  and 
interpreting  statutes,  courts  may  provide  a  superior  and  less 
problematic  mechanism.  Courts  and  the  common  law  system 
can  adapt  existing  law  to  new  situations  and  arrangements  as 
they  arise. 

There  are  negative  consequences  of  relying  on  common 
law  rather  than  decisive  legislative  action.  Court-initiated  re- 
form takes  considerable  time  before  all  the  issues  are  fully 
resolved.  This  does  little  to  assuage  the  short-term  pain  caused 
by  an  outmoded  legal  system  under  which  physicians  have  to 
operate  in  an  environment  of  legal  uncertainty  and  increased 
risk.  But  MCOs,  too,  work  under  some  legal  uncertainty,  which 
may  blunt  more  aggressive  and  problematic  cost-containment 
measures. 

There  are  problems  with  legislative  remedies,  too.  Legis- 
lative reforms  result  not  only  from  reasoned  deliberation  but 
from  compromise  and  political  pressure  as  well.  The  unin- 
tended consequences  of  rapidly  drafted  legislation  are  legion, 
and  especially  so  in  the  current  environment  of  perpetually 
changing  health  delivery  mechanisms.  Vagueness  on  one  hand, 
and  hyper-specificity  on  the  other,  are  endemic  to  statutory 
law — especially  that  relating  to  the  medical  profession,  which 
by  its  nature  is  a  case-by-case  endeavor.  It  is  not  at  all  clear  that 
statutory  reform  would  provide  greater  legal  certainty  regard- 
ing physicians'  liability  in  an  MCO  environment. 


Conclusion 

A  liability  system  becomes  ineffective  and  inappropriate  when 
the  underlying  professional,  economic,  and  social  relationships 
to  which  it  applies  are  changed.  Because  MCOs  and  physicians 
now  jointly  deliver  health  care,  both  are  in  position  to  optimize 
the  risks  and  benefits  associated  with  paiticulai'  patient's  medi- 
cal condition. 'P^''^  This  means  that  physicians  should  not  be 
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solely  liable,  but  should  share  liability  with  MCOs.  Such  an 
expansion  of  liability  is  taking  place;  it  will  ensure  that  MCOs 
cannot  use  physicians  as  liability  scapegoats  and  ultimately  will 


distribute  liability  risks  to  the  appropriate  parties  dependant  on 
the  type  of  medical  relationship  in  which  they  participate.     □ 
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THE  BEST-KEPT  SECRET  OF  LIFE  INSURANCE  MAY  BE  COSTING  YOU  MONEY! 

Did  you  ever  look  at  a  life  insurance  policy's  first  year  cash  value  in  relation  to  the  premium  you 
paid  and  wonder,  "WHERE  DID  THE  MONEY  GO?" 

What  happens  when  the  traditional  commissions  ancj  a  substantial  part  of  the  other  expense  loads 

in  a  life  Insurance  policy  are  removed? 

LOOK  >  >  >  >  Male,  Age  45,  Non-smoker,  $500,000  Policy,  Increasing  Death  Benefit 

First  Year  Maximum  Planned  Premium  =  $20,016,  Cash  Surrender  Value  =  $20.123!!! 
First  Year  Death  Benefit  =  $520,016 

(First  Year  Minimum  Premium  =  $3,1 50,  Cash  Surrender  Value  =  $2.498) 
Surrender  Charge  In  Both  Cases  =  $0 

Note:  The  premiums  and  values  in  this  illustration  were  taken  from  one  company,  which  offers  this  coverage. 
Actual  premiums  and  values  will  vary  by  age,  company,  policy  and  interest  rate. 

Whether  you  want  to  design  the  policy  for  cost-effective  coverage  or  asset  accumulation  with  high  early 
liquidity,  low-load  insurance  provides  greater  latitude  in  planning  strategies  such  as:  Deferred 
Compensation  /  Buy-Sell  Agreements  /  Estate  Planning  /  Private  Pension  Plans 


Plan  First  Financial  Services,  LLC 

E.  Lawrence  Hull,  CFP 

Registered  Representative 
Investment  Advisor  Representative 
(91 9)  790-8464  or  (800)  343-9564 


Select  Capital  Corporation 

Securities  Broker/Dealer  Member  NASD/SIPC 

Select  Advisors,  Inc. 

Registered  Investment  Advisor 

6200  Falls  of  Neuse  Road,  Surte  200 

Raleigh,  NO  27609-3563 
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Domestic  Violence 


SERVICE  PROVIDERS 

& 

ABUSER  TREATMENT  PROGRAMS 


Editor 's  note: 

This  installment  of  Health 
Watch  features  a  comprehen- 
sive and  inclusive  resource  to 
treatmetU  programs  that  aid 
and  assist  both  victims  and 
perpetrators  of  domestic 
violence  and  abuse.  It  is 
intended  for  health  care 
professionals  to  use  when 
referring  patients  to  the  proper 
sendees  in  their  areas. 

Tliere  are  two  sections, 
both  listed  by  county.  Tlie  first, 
supplied  by  the  North  Carolina 
Coalition  Against  Domestic 
Violence  (919-956-9124)  lists 
domestic  violence  seiyice 
providers.  The  second, 
provided  by  the  North 
Carolina  Council  for  Women 
(919-733-2455),  lists  abuser 
treatment  programs. 


DOMESTIC   VIOLENCE 
SERVICE  PROVIDERS 

ALAMANCE  COUNTY 
Family  Abuse  Services 
PO  Box  2192 
Burlington,  NC  27216 
Office:  (910)  226-5982 
Crisis:  (910)  228-0360 

ALEXANDER  COUNTY 
(see  Iredell  County) 

-ALLEGHANY.  ASHE,  and 
AVERY  COUNTIES 
(see  Watauga  County) 

ANSON  COUNTY 
(see  Richmond  County) 

BEAUFORT  COUNTY 
Options  to  Domestic  Violence  & 
Sexual  Assault 
PO  Box  1387 
Washington.  NC  27889 
Office:  (919)  946-3219 
Crisis:  800-682-0767 

BERTIE  COUNTY 
(see  Hertford  County) 

BLADEN  COUNTY 
(see  surrounding  counties) 


BRUNSWICK  COUNTY 
Hope  Harbor  Home 
PO  Box  230 
Supply,  NC  28462 
Office:  (910)  754-5726 
Crisis:  (910)  754-5856 

BUNCOMBE  COUNTY 

Helpmate 

34  Wall  St...  Ste  702 

Asheville.NC  28801 

Office:  (704)  254-2968 

Cnsis:  (704)  254-0516 

BURKE  COUNTY 

Options 

PO  Box  2512 

Morganton,NC  28680 

Cnsfs  &  Office:  (704)  438-9444 

CABARRUS  COUNTY 

CVAN  Battered  Women's  Program 

PO  Box  1749 

Concord,  NC  28026-1749 

Office:  (704)  788-1 108 

Cnsis:  (704)  788-2826 

CALDWELL  COUNTY 

Shelter  Home  of  Caldwell  County 

PO  Box  426 

Lenoir.  NC  28645 

Crisis  &  Office:  (704)  758-1 


CAMDEN  COUNTY 
(see  Pasquotank  County) 

CARTERET  COUNTY 

Carteret  County  Domestic  Violence 

Program 

PO  Box  2279 

Morehead  City,  NC  28557 

Office:  (919)  728-3788 

Crisis:  (919)  393-6361 


CASWELL  COUNTY 
Caswell  Family  Violence 
Prevention  Program 
PO  Box  639 
Yanceyville,  NC  27379 
Crisis  &  Office:  (910)  694-5655 

CATAWBA  COUNTY 

First  Step  Domestic  Violence 

Program 

17Hwy70SE 

Hickory,  NC  28602 

Crisis  &  Office:  (704)  322-1400 

CHATHAM  COUNTY 
Family  Violence  &  Rape  Crisis 
Services 
PO  Box  1105 
Pittsboro.NC  27312 
Office:  (919)  542-5445 
Crisis:  (919)  929-0479 
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CHEROKEE  COUNTY 

REACH,  Inc 

PO  Box  977 

Murphy,  NC  28906 

Crisis  &  Office:  (704)  837-8064 

CLAY  COUNTY 
(see  Cherokee  County) 

CLEVELAND  COUNTY 
Abuse  Prevention  Council 
PO  Box  2589 
Shelby,  NC  28151 
Office:  (704)  487-9325 
Crisis:  (704)  481-0043 

COLUMBUS  COUNTY 
Families  First 
POBox  1776 
Whiteville,  NC  28472 
Office:  (910)642-5996 
Crisis:  (910)641-0444 

CRAVEN  COUNTY 
Coastal  Women's  Shelter 
POBox  13081 
New  Bern,  NC  28561 
Office:  (919)  638-4509 
Crisis:  (919)  638-5995 

CUMBERLAND  COUNTY 

CARE-Family  Domestic  Violence 

Program 

I45"Ro\van  St..,  Suite  A-1 

Fayetteville,  NC  28301 

Crisis  &  Office:  (910)  323-4187 

CURRITUCK  COUNTY 
(see  Pasquotank  County) 

DARE  COUNTY 
Outer  Banks  Hotline 
POBox  1417 
Manteo,  NC  27954 
Office:  (919)473-5121 
Crisis:  (919)473-3366 

DAVIDSON  COUNTY 

Family  Services  Center  of  Davidson 

County 

POBox  1231 

Lexm!;ton,NC  27293-1231 

Office":  (910)  243-1934 

Crisis:  (910)  243-1628 

DAVIE  COUNTY 

Davie  County  Domestic  Violence 

Sendees 

180S.  Main  St.,  Suite  115 

Mocksville,  NC  27028 

Office:  (704)  634-3450 

Crisis;  (704)634-4357 

DUPLIN  COUNTY 

Sarah's  Refuge 

PO  Box  368 

Warsaw,  NC  28398 

Crisis  &  Office:  (910)  293-3206 

DURHAM  COUNTY 
Orange/Durham  Coalition  for 
Battered  Women 
POBox  688 
Durham,  NC  27702-0688 


Office:  (919)  688-4015 
Crisis:  (919)  688-2372 

EDGECOMBE  COUNTY 

My  Sister's  House 
POBox  1702 
Rocky  Mount,  NC  27802 
Office:  (919)  977-2892 
Crisis:  (919)  446-2400 

FORSYTH  COUNTY 
Family  Services  Shelter 
PO  Box  604 

Winston  Salem,  NC  27102 
Office;  (910)  724-3979 
Crisis:  (910)  723-8125 

FRANKLIN  COUNTY 
Safe  Space 
102  S.  Main  St, 
Louisburg,  NC  27549 
Office:  (919)497-5444 

GASTON  COUNTY 

Gaston  County  DSS  Battered 

Spouse  Shelter 

POBox  10 

Gastonia,NC  28053-0010 

Office:  (704)  866-3500 

Crisis:  (704)  866-3300  or  865-2323 

GATES  COUNTY 
(see  Pasquotank  County) 

GRAHAM  COUNTY 
(see  Cherokee  County) 

GRANVILLE  COUNTY 
(see  surrounding  counties) 

GREEN  COUNTY 

(see  surrounding  counties) 

GUILFORD  COUNTY 

Family  Service  of  High  Point 
1401  Long  St. 

High  Point,  NC  27262-2541 
Office:  (910)  889-6161 
Cnsis:  (910)  889-7273 
Shelter:  (910)  841-8255 

GUILFORD  COUNTY 
Family  &  Children's  Services 
301  E.  Washington  St. 
Greensboro,  NC  27401 
Office:  (910)  333-6910 
Crisis  Line:  (910)  274-7316 
or  273-7273 
DV  services:  (910)  279-8955 

HALIFAX  COUNTY 
Hannah's  Place 
POBox  1392 

Roanoke  Rapids,  NC  27870 
Office:  (919)  537-2882 
Crisis:  (919)  537-2909 

HARNETT  COUNTY 
SAFE  of  Harnett  County 
PO  Box  728 
Lillington,  NC  27546 
Crisis''&  Office:  (910)  893-7233 


HAYWOOD  COUNTY 
REACH  of  Haywood  County 
PO  Box  206 

Waynesville,  NC  28786 
Crisis  &  Office:  (704)  456-7898 

HENDERSON  COUNTY 
Mainstay 
125  Main  St. 

Hendersonville,  NC  28792 
Crisis  &  Office:  (704)  693-3840 

HERTFORD  COUNTY 
Roanoke-Chowan  SAFE 
PO  Box  98 
Ahoskie,NC  27910 
Office:  (919)  332-4047 
Crisis:  (919)  332-1933 

HOKE  COUNTY 

(see  surrounding  counties) 

HYDE  COUNTY   • 
(see  Dare  County) 

IREDELL  COUNTY 

Fifth  Street  Shelter  Ministries 

HOOFitthSt. 

Statesville,  NC  28677 

Office:  (704)  872-4045 

Crisis:  (704)  872-3403 

JACKSON  COUNTY 
REACH  of  Jackson  County 
POBox  1828 
Sylva.NC  28779 
Office:  (704)  586-8969 
Crisis;  (704)  586-2458 

JOHNSTON  COUNTY 

Harbor 

PO  Box  1903 

Smithfield,  NC  27577 
Office:  (919)934-0233 
Cnsis:  (919)  934-6161 

JONES  COUNTY 
(see  Onslow  County) 

LEE  COUNTY 

Haven 

POBox  3191 

Sanford,  NC  27330 

Crisis  &  Office:  (919)  774-8923 

LEE  COUNTY 
Lee  Hispanic  Task  Force 
223  Carthage  St. 
Sanford,  NC  27330 
Office:  (919)775-5447 
Crisis:  (919)774-8923 

LENOIR  COUNTY 
SAFE  in  Lenoir  County 
PO  Box  3092 
Kinston,NC  28502-3092 
Crisis  &  Office:  (919)  523-5573 

LINCOLN  COUNTY 
Lincoln  Coalition  Against  DV 
PO  Box  476 
Lmcolnton,  NC  28092 
Office:  (704)  736-8422 
Crisis:  (704)736-1224 


MACON  COUNTY 
REACH  of  Macon  County 
PO  Box  228 
Franklin,  NC  28744 
Office:  (704)  369-5544 
Crisis:  (704)  369-91 16 

MADISON  COUNTY 
Helpmate  of  Madison  County 
PO  Box  457 
Marshall,  NC  28753 
Office:  (704)  649-2027 
Crisis:  (704)  649-2446 

MARTIN  COUNTY 
(see  surrounding  counties) 

McDOWELL  COUNTY 
Family  Services  of  McDowell 
County 
POBox  1572 
Manon,  NC  28752 
Office:  (704)  652-8538 
Crisis:  (704)  652-6150 

MECKLENBURG  COUNTY 

UFS-The  Shelter  for  Battered 

Women 

POBox  220312 

Chariotte,  NC  28222 

Crisis  &  Office;  (704)  332-2513 

MECKLENBURG  COUNTY 
UFS-Victim  Assistance 
720  E.  4th  St. 
Chariotte,  NC  28202 
Office:  (704)  336-4126 
Crisis;  (704)  332-2513 

MITCHELL  COUNTY 

SAFEPLACE 

PO  Box  544 

Spruce  Pine,  NC  28777 

Crisis  &  Office:  (704)  765-4044 

MONTGOMERY  COUNTY 
Crisis  Council 
PO  Box  0 
Troy,NC  27371 
Office:  (910)  572-3749 
Crisis;  1-800-551-5497 

MOORE  COUNTY 

Friend  to  Friend 

POBox  1508 

Carthage,  NC  28387 

Crisis  &  Office;  (910)  947-3333 

NASH  COUNTY 

(see  Edgecombe  County) 

NEW  HANOVER  COUNTY 
Domestic  Violence  Shelter  & 
Services 
POBox  1555 
Wilmington,  NC  28402 
Crisis  &  Office;  (910)  343-0703 

NORTHAMPTON  COUNTY 
(see  Halifa.x  County) 
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ONSLOW  COUNTY 
Onslow  Women's  Center 
POBox  1622 
Jacksonville,  NC  28541 
Cnsis  &  Office:  (910)  347-4000 

ORANGE  COUNTY 

Orange  County  Domestic  Violence 

Coordinator 

POBox  8181 

Hillsborouah.  NC  27278 

Office:  (919)  732-8181 

Orange/Durham  Coalition  for 

Battered  Women 

PO  Box  688 

Durham.  NC  27702-0688 

Office:  (919)  688-4015 

Crisis:  (919)  929-7122 

PAMLICO  COUNTY 
(see  Cra\'en  Coimty) 

PASQUOTANK  COUNTY 

Albemarle  Hopeline 

PO  Box  2064 

Elizabeth  City,  NC  27906-2064 

Office:  (919)  338-5338 

Cnsis:  (919)  338-3011 

PENDER  COUNTY 

Safe  Haven  of  Pender  County 

PO  Box  657 

Bursaw,  NC  28425 

Cnsis  &  Office:  (910)  259-8989 

PERQUIMMANS  COUNTY 
(see  Pasquotank  County) 

PERSON  COUNTY 
SafeHaven  of  Person  County 
PO  Box  624 
Roxboro.  NC  27573 
Office:  (910)  597-8699 
Crisis:  (910)  599-7233 

PITT  COUNTY 

New  Directions 

PO  Box  8429 

Greenville,  NC  27835-8429 

Office:  (919)  758-4400 

Crisis:  (919)  752-381 1 

POLK  COUNTY 

Steps  to  Hope 

POBox  518 

Columbus,  NC  28722 

Crisis  &  Office:  (704)  894-2340 

I  RANDOLPH  COUNTY 

i  Randolph  County  Family  Crisis 

Center 

POBox  2161 

Asheboro,  NC  27204-2161 

Crisis  &  Office:  (910)  629-4159 

RICHMOND  COUNTY 
Rainbow  House 
101  Rockingham  Road 
Rockingharn.  NC  2S379 
Crisis  &  Office:  (910)  582-1935 


RICHMOND  COUNTY 

Womenfolk  Unlimited 

PO  Box  26 

Hamlet,  NC  28345 

Cnsis  &  Office:  (910)  5824873 

ROBESON  COUNTY 

Southeastern  Family  Violence 

Center 

PO  Box  642 

Lumberton,  NC  28359 

Crisis  &  Office:  (910)  739-8622 

ROCKINGHAM  COUNTY 
HELP,  Inc. 
POBox  16 

Wentworth,NC  27375 
Crisis  &  Office:  (910)  342-3331 

ROWAN  COUNTY 

Rape,  Child  &  Family  .Abuse  Crisis 

Council 

131  W.  Council  St. 

Salisbury,  NC  28144 

Office:  (704)  636-4718 

Crisis:  (704)  636-6142 

RUTHERFORD  COUNTY 
Family  Resources  of  Rutherford 
County 
PO  Box  845 

Spindale.NC  28160 

Cnsis  &  Office:  (704)  245-8595 

SAMPSON  COUNTY 

U-Care 

POBox  761 

Clinton,  NC  28329 

Office:  (910)  596-0931 

Cnsis:  (910)  596-1345/1346/1347 

SCOTLAND  COUNTY 
(see  Robeson  County) 

STANLY  COUNTY 
(see  Montgomery  County) 

STOKES  COUNTY 

Stokes  Family  Violence  &  Services 

PO  Box  55 

Danbury,NC  27016 

Crisis  &  Office:  (910)  593-9323 

SURRY  COUNTY 

Surry  Task  Force  on  Domestic 

Violence 

POBox  1643 

Mt.  Airy,  NC  27030 

Crisis  &  Office:  (919)  786-6155 

SWAIN  COUNTY 
Swain/Qualla  SAFE 
POBox  1416 
Brtvson  City,  NC  28713 
Office:  (704)  488-9038 
Crisis:  (704)  488-6809 

TRANSYLVANL\  COUNTY 

SAFE  of  Transylvania  County 

POBox  2013  ' 

Brevard,  NC  28712 

Crisis  &  Office:  (704)  885-7233 


UNION  COUNTY 
Turning  Point  of  Union  County 
PO  Box  952 
Monroe,  NC  28111 
Office:  (704)  283-9150 
Cnsis:  (704)  283-7233 

VANCE  COUNTY 

(see  surrounding  counties) 

WAKE  COUNTY 

Interact 

600  Wade  Ave. 

Raleigh,  NC  27605 

Office:  (919)  828-7501 

Crisis:  (919)  828-7740 

WARREN  COUNTY 
(see  surrounding  counties) 

WASHINGTON  COUNTY 
(see  Beaufort  County) 

WATAUGA  COUNTY 

OASIS 

POBox  1591 

Boone,  NC  28607 
Office:  (704)  264-1532 
Crisis:  (704)  262-5035 
or  800-268-1488 

WAYNE  COUNTY 
The  Shelter  of  Wayne  Co 
POBox  1581 
Goldsboro,  NC  27533 
Office:  (919)  736-1313 
Crisis:  (919)  735-4357 

WILKES  COUNTY 
SAFE,  Inc. 
PO  Box  445 
Wilkesboro.  NC  28697 
Office:  (910)  667-7656 
Crisis:  (910)  838-7233 

WILSON  COUNTY 

Wesley  Shelter 
PO  Box  1423 
Wilson,  NC  27893 
Office:  (919)  291-2344 
Cnsis:  (919)  237-5156 

WILSON  COUNTY 

OIC 

PO  Box  547 

Wilson,  NC  27893 

Office:  (919)  291-0038 

Crisis:  (919)  237-5156 

YADKIN  COUNTY 

Yadkin  County  Family  Domestic 

Violence 

POBox  1053 

Yadkinville,  NC  27055 

Office:  (910)  679-2071     . 

Crisis:  (910)  679-2500 

YANCEY  COUNTY 
Family  Violence  Coalition  of 
Yancey  Counrv 
POBox  602 
Burasville,  NC  28714 
Office:  (704)682-5655 


ABUSER  TREATMENT 
PROGRAMS 

ALAMANCE  COUNTY 
Alamance-Caswell  Area  Program 
1946MartmSt. 
Buriington.NC  27217-2995 
Service  Site:  IMS.  Maple  St.,  Suite 
D,  Graham,  NC  27253-2812 
Contact:  John  Moon/Gary  Ander, 
(910)513-4200 

ALEXANDER  COUNTY 
Family  Violence  Prevention 
Services 
PO  Box  306 

TaylorsvillcNC  28681-0306 
Contact:  David  W.  Maupm, 
(704)632-7364 

BEAUFORT  COUNTY 

Options  to  Domestic  Violence/ 

Sexual  Assault 

POBox  1387 

Washington,  NC  27889-1387 

Contact:  Kim  Backs, 

(919)946-3219 

BUNCOMBE  COUNTY 

Help,  Inc. 

34  Wall  St.,  #72 

Asheville.NC  28801-2705 

Contact:  Janice  C.  Wilson, 

(704)254-2968 

Domestic  Violence  Men's  Program 
25  Victoria  Road 
Asheville.NC  28801 
Contact:  Joel  Misler, 
(704)253-7066 

CALDWELL  COUNTY 

Abuser  Treatment  Program 

Caldwell  Psychological  Group 

PO  Box  3038 

Lenoir,  NC  28645-3038 

Service  Site:  St.  Stephen's  Lutheran 

Church,  1406  Harper  Ave.  NW, 

Lenoir,  NC  28645-5486 

Contact:  Jerry  Cole, 

(704)  757-3302,  ext.  312 

CARTERET  COUNTY 

Neuse  Family  Service  Center 

500  N.  35th  St. 

Morehead  City,  NC  28557-3175 

Contact:  Judy  Tenell, 

(919)726-0515 

CASWELL  COUNTY 

Caswell  Parish,  Inc. 

Caswell  Family  Violence 

Prevention  Program 

Family  .Abuser's  Counseling  and 

Treatment  Prosram 

POBox  639 

Yanceyville,  NC  27379-0639 

Service  Site:  1038  Main  St., 

Yance>'\'ille.  NC  27379-8789 

Contact:  Mae  C.  Crumpton, 

(910)694-5655 
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CATAWBA  COUNTY 
Family  Guidance  Center 
First  Step  Domestic  Violence 
Program 

17  US  Highway  70  SE 
Hickory,  NC  28602-5255 
Contact:  Ann  C.  Peele/ 
Sherry  Barnes.  (704)  322-1400 

CLEVELAND  COUNTY 
United  Family  Services 
822  Churchill  Drive 
Shelby.  NC  28150-6006 
Service  Site:  Cleveland  County 
Courthouse,  100  Justice  Place, 
Shelby,  NC  28150-4662 
Contact:  Pat  St.  Charies. 
(704)487-1278 

CRAVEN  COUNTY 

Family  Service  Center 

MCAS.  Cherry  Point- 

PSC  Box  8022 

Cherry  Point,  NC  28533-0022 

Contact:  Carolyn  P.  Diaz 

/Lt.  Col.  Porter,  (919)466-4401 

CUMBERLAND  COUNTY 

Cumberland  County  Department  of 

Social  Service  Family  Violence 

Prosram/CARE  Center 

PO  Box  2429 

Fayetteville,  NC  28302-2429 

Senice  Site:  145  Rowan  St.,  Suite 

A- 1,  Fayetteville,  NC  28301-4952 

Contact:  E.C.  Modlin/ 

Crystal  M.  Black,  (910)  323-4187 

DAVIDSON  COUNTY 

Davidson  County  Domestic 

Violence  Ser\'ices,  Inc. 

PO  Box  1231 

Lexington,  NC  27293-1231 

Service  Sites:  153  W.  Center  St.. 

Lexington.  NC  27292-3009,  and 

203  W.  2nd  Ave.,  Lexington.  NC 

27292-2307 

Contact:  Anna  Hayes, 

(910)243-1934 

DURHAM  COUNTY 
Family  Counseling  Service  of 
Durham,  Inc. 

CHANGE/Domestic  Violence 
Counseling 

3308-F  Chapel  Hill  Blvd. 
Durham,  NC  27707-2643 
Contact:  John  Garmatz, 
(919)403-3534 

FORSYTH  COUNTY 
Family  Services,  Inc. 
610  Coliseum  Drive 
Winston-Salem,  NC  27106 
Contact:  Michael  Turner, 
(910)722-8173 


FRANKLIN  COUNTY 
Area  Mental  Health.  Developmental 
Disabilities  and  Substance  Abuse 
Program  of  Vance,  Warren, 
Granville  and  Franklin  Counties 
The  RESOLVE  Program 
Franklin  County  Clinic 
107  Industrial  Drive,  Suite  B 
Louisburg,  NC  27549-2307 
Contact:  Donald  R.  Ricketts, 
(919)496-4111 

GASTON  COUNTY 

Family  Senace  Inc.  of  Gaston 

County 

214  E.Franklin  Blvd. 

Gastonia,  NC  28052-4106 

Contact:  Dewey  T.  Matherly/ 

Lisa  W.  Reynolds,  (704)  864-7704 

GUILFORD  COUNTY 

Family  Service,  Inc. 

1401  Long  St. 

High  Point,  NC  27262-1541 

Contact:  Cathy  B.  Purvis, 

(910)889-6161 

HENDERSON  COUNTY 
Mainstay,  Inc. 
PO  Box  359 

Hendersonville,  NC  28793-0359 
Service  Site:  125  S.  Main  St., 
Hendersonville.  NC  28792-5083 
Contact:  Adeline  Robertson. 
(704) 693-3840 

LEE  COUNTY 
HAVEN  in  Lee  County 
PO  Box  3191 
Sanford.NC  27331-3191 
Sen'ice  Site:  525  Carthage  St., 
Sanford,NC  27330-4104 
Contact:  Susan  S.  King, 
(919)774-8923 

MECKLENBURG  COUNTY 
Blue  Ridge  Behavior  Systems 
Family  Counseling  and  Enrichment 
10025  Katelyn  Drive 
Charlotte,  NC  28269-8105 
Ser\'ice  Site:  821  Baxter  St.,  Suite 
312,  Charlotte.  NC  28202-2713 
Contact:  William  Tvson/ 
Ellen  1.  Koski-Ponton.  (704)  549- 
4395 

New  Options  for  Violent  Actions 

(NOVA) 

3623  Latrobe  Dnve.  Suite  1 10 

Charlotte.  NC  2821 1-1 187 

Contact:  Lois  L.  Warren. 

(704)  336-4344 

MITCHELL  COUNTY 
Blue  Ridge  Center 
123  School  Road 
BakersviUe.  NC  28705-9533 
Contact:  William  D.  SuddutW 
Kevin  J.  Nybakken.  (704)  688-2210 


NEW  HANOVER  COUNTY 
People  Stopping  Violence 
2505  S.  17th  St. 
Wilmington.  NC  28401 
Contact:  Henry  Wright. 
(910)792-0022 

PERSON  COUNTY 

Safe  Haven  of  Person  County,  Inc. 

PO  Box  624 

Roxboro,  NC  27573-0624 

Service  Site:  Person  County 

Memorial  Hospital,  615  Ridge 

Road,  Roxboro,  NC  27573-4699 

Contact:  Margaret  Queen/ 

Cathy  Griffith,  (910)  597-8699 

PITT  COUNTY 

Pitt  County  Mental  Health,  Div. 
Disabilities  &  Substance  Abuse 
Spouse  Abuse  and  Family 
Education 

203  Government  Circle 
Greenville,  NC  27834-7706 
Contact:  Stephen  K.  Creech/' 
Connie  Haddock,  (919)  413-1600 

POLK  COUNTY 

Steps  to  Hope,  Inc. 

PO  Box  518 

Columbus,  NC  28722-0518 

Service  Site:  Ward  St.,  Columbus, 

NC  28722-9401 

Contact:  Rachel  Ramsey, 

(704) 894-2340 

RANDOLPH  COUNTY 
Randolph  County  Family  Crisis 
Center 
PO  Box  2161 

Asheboro.NC  27204-2161 
Ser\ice  Site:  218  S.  Main  St., 
Asheboro.  NC  27203-5760 
Contact:  Elaine  Haigler. 
(910)629-4159 

RICHMOND  COUNTY 
Sandhills  Center  for  Mental  Health. 
Development  Disabilities  and 
Substance  Abuse  Ser\ices 
PO  Box  631 

Rockingham.  NC  28380-0631 
Ser\'ice  Site:  1 16  S.  Lawrence  St.. 
Rockingham.  NC  28379-3657 
Contact":  Robert  W.  Hill, 
(910)895-2462 

ROCKINGHAM  COUNTY 
The  Ecumenical  Family  Life  Center 
PO  Box  941 

Reidsville.NC  27323-0941 
Ser\'ice  Site:  307  W.  Morehead  St., 
Reidsville.NC  27320-2521 
Contact:  William  B.  Ellison/ 
FayeB.EUison.  (910)  349-8986 

ROWAN  COUNTY 

The  Rape,  Child  and  Family  Abuse 

Crisis  Council 

The  Family  Crisis  Council 

131  W.  Council  St. 

Salisbury,  NC  28144-4320 

Contact:  Elizabeth  Cress  Parton/ 

JanieR.  Rollins.  (704)636-4718 


SAMPSON  COUNTY 
U  Care  Inc. 
PO  Box  761 

Clinton,  NC  28329-0761 
Service  Site:  309  Lisbon  St„ 
Clinton,  NC  28328-41 18 
Contact:  Pam  Gonzalez, 
(910)596-0624 

STOKES  COUNTY 

Forsyth-Stokes  Mental  Health 

Authority 

Stokes  Mental  Health  Center 

Alternative  Sentence  Abuse 

Program 

PO  Box  59 

Danury,NC  27016-0059 

Service  Site:  Stokes  Community 

Services  Bldg.,  NC  Highway  89, 

Danbury,NC  27016 

Contact:  Kerry  MacLeod, 

(910)593-8109 

SURRY  COUNTY 
Delphi  Counseling  Services 
PO  Box  263 

201  N.  Main  St.,  Suite  307 
Mt.  Airy,  NC  27030 
Contact:  Georg  M.  Delp, 
(910)  786-4500 

TRANSYLVANIA  COUNTY 
The  Pisgah  Institute  for  Psycho- 
therapy and  Education,  PA 
75  Zillicoa  St. 
AshevillcNC  28801-1075 
Service  Site:  306  Water  Oaks 
Suites,  Brevard,  NC  28712 
Contact:  Phillip  Ellis, 
(704)254-9494 

UNION  COUNTY 
Blue  Ridge  Behavior  Systems 
Family  Counseling  and  Enrichment 
10025' Katelyn  Drive 
Charlotte,  NC  28269-8105 
Service  Site:  107  Winchester  Ave., 
Monroe,  NC  281 10-3160 
Contact:  William  Tyson/Ellen 
Koski-Ponton.  (704)  549-4395 

WAKE  COUNTY 

Family  Services  Center.  Inc. 

Domestic  Offenders  Sentence  to 

Education 

401  Hillsborough  St. 

Raleigh.  NC  27603-1727 

Contact:  George  H.  O'Neal/ 

Trenna  Perkins,  (919)  821-0790 

WAYNE  COUNTY 
The  Shelter  of  Wayne  County,  Inc. 
417  E.  Ash  St. 
Goldsboro,  NC  27530-3709 
Service  Site:  415  E.  Ash  St., 
Goldsboro,  NC  27530-3709 
Contact:  Barbara  Barlotta-Amold, 
(919)736-1313 

WILKES  COUNTY 
New  River  Mental  Health 
1226  School  St. 
Wilkesboro,  NC  28697-2625 
Contact:  Jim  Poteat.  (910)  667-8798 
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Oceanfront, 

Creekside,  & 

Marshview 

Homesites 


Historic  Jeremy  Cay  at  Edingsxille  Beach 
offers  South  Carolina's  most  beautiful  ocean- 
front  and  oceanxiew  homesites.  Dirt  roads 
wind  lazily  amontf  oaks,  palmettos,  and  tidal 
lagoons,  and  offer  residents  some  of  the 
most  majestic  scenery  ever. 
It  is  a  place  of  seclusion 
and  natural  heLUit\  ,  w  here 
families  can  enjoy  the  creeks, 
marshes,  and  two  miles  of 
pri\  ate  beach  that  surround 
this  pristine  island. 


i  (-,#•' FOLLY 
BEACH 


IfSyf^yC^  KIAWAH 

FDKTn   I)  .StABROOK 

1  V  &       ^TV  }la,7i>^ukf<s 


Come  see  for  i  xni rself 
why  Jeremy  Cay  and 
Tide  Hammocks  are 
two  of  coastal  South 
Carolina  s  fastest 
sellii  li^  propeiiies. 


The  Hammocks  at  Jeremy  Inlet  draws  its 
name  from  the  geographic  term  "hammock," 
which  is  used  to  describe  an  area  higher  than 
its  surroundings,  characterized  by  rich  soil  and 
hardwooel  xeyetation.  Here,  "i"antic  oaks  rise 
proudly  above  these  magnifi- 
cent homesites  and  tropical 
\egetation  enhances  the  spec- 
tacular \iews  of  the  marsh, 
creek,  and  ocean.  Indi\  idual 
dock  sites  and  controlled 
access  pro\  iele  added  \'alue. 


AI    EDINGSVILLL 


^Tne^y{arhrnijcks 

^y  '  VX  \  I      .1  K  K  K  .\l  \        1  N  1,  V.  1 


The  Sli\  age  Company  •  One  Hamm<)cl<s  Waw  Kdisto  l.sianLi,  SC  2943H 
(S()3)  869-1556  •  l-S(J()-4~5-J556  •  FAX:  (803)  <Sh'M557 


PUBLIC      HEALTH 


Reporting  Occupational  Illnesses 
and  Injuries  in  North  Carolina 

An  Update  for  Physicians 


Bill  Jones,  MPH,  RS,  and  Susan  A.  Randolph,  MSN,  RN,  COHN-S 


Surveillance — the  collection,  analysis,  and  dissemination  of 
information  on  cases  of  occupational  disease,  disability,  and 
death — is  the  cornerstone  of  efforts  to  prevent  work-related 
injuries  and  illnesses.'  By  monitoring  incidence  and  trends,  we 
can  define  the  impact  and  scope  of  specific  illnesses  or  injuries; 
we  can  identify  common  causes  and  factors  surrounding  those 
illnesses  or  injuries;  we  can  improve  clinical  practice  and 
control  workplace  hazards. 

Physicians  who  diagnose  and  treat  complaints  have  access 
to  pertinent  information  about  the  patients'  occupational  situa- 
tion and  what  may  have  contributed  to  development  of  the 
symptomatic  conditions.  Such  information  can  help  us  under- 
stand the  cause  of  disease  or  injury,  and  that  understanding  can 
then  lead  to  interventions  at  the  workplace  to  reduce  exposure 
to  health  hazards.  In  November  1994,  the  Journal  published  the 
"Mandatory  Reporting  of  Occupational  Health  Problems  in 
North  Carolina."-  This  paper  updates  the  earlier  one  in  light  of 
the  three  years  of  data  available  and  the  lessons  learned. 


Reportable  Occupational  Illnesses 
and  Injuries  in  North  Carolina 

Since  January  1,  1994,  North  Carolina  law  mandates  that 
certain  occupational  illnesses  and  injuries  be  reported  to  the 
Occupational  Surveillance  Branch,  Division  of  Epidemiology, 
Department  of  Environment,  Health  and  Natural  Resources 
(DEHNR).  The  reportable  conditions  are: 

1 .  Diagnoses  of  silicosis  or  asbestosis 

2.  Blood  lead  levels  >40  )ag/dL  in  patients  >18  years  of  age. 

3.  Serious  and  preventable  injuries  caused  by  tractors,  farm 


The  authors  are  with  the  North  Carolina  Department  of  Environ- 
ment, Health,  and  Natural  Resources,  Division  of  Epidemiology, 
Occupational  and  Environmental  Epidemiology  Section,  P.O. 
Box  29601 ,  Raleigh  NC  27626-0601 . 


equipment,  or  machinery  that  occur  while  working  on  a  farm. 

Physicians  and  laboratories  providing  diagnostic  service 
are  required  to  report  these  events  or  related  findings.  Medical 
facilities  are  strongly  encouraged  to  report  as  well.  Reports  of 
blood  lead  levels  for  children  are  made  to  the  Childhood  Lead 
Poisoning  Prevention  Program  in  the  Division  of  Environmen- 
tal Health  and  are  covered  separately  by  state  law. 

The  Occupational  Health  Surveillance  Program  uses  the 
comprehensive  model  known  as  SENSOR  (Sentinel  Event 
Notification  Systems  for  Occupational  Risk)  that  was  devel- 
oped with  support  from  the  National  Institute  for  Occupational 
Safety  and  Health  (NIOSH).'  The  Program  gathers  data  from 
many  sources  about  the  reported  condition.  Depending  on  the 
condition  under  surveillance,  we  supplement  provider-based 
reports  with  information  from  death  certificates,  workers"  com- 
pensation claims,  newspaper  clippings,  medical  examiners' 
data,  and  others.  Table  1 ,  next  page,  summarizes  reports  re- 
ceived during  1994-1996. 

Silicosis:  The  disease  caused  by  the  inhalation  and  deposition 
of  crystalline  silica  in  the  lungs  is  progressive  and  incurable. 
Silicosis  has  long  been  recognized  as  a  preventable  occupa- 
tional illness,  but  it  continues  to  occur.  In  1 992,  there  were  255 
silicosis-associated  deaths  in  the  United  States.""  Several  na- 
tional agencies — NIOSH,  Occupational  Safety  and  Health  Ad- 
ministration (OSHA),  Mine  and  Safety  Health  Administration 
(MSHA)  and  the  American  Lung  Association — have  made  the 
elimination  of  silicosis  and  the  hazardous  workplace  conditions 
that  lead  to  its  development  a  priority  item  in  their  agendas. 

Reports  of  silicosis  are  obtained  from  physicians,  hospi- 
tals, death  certificates,  workers'  compensation  claims,  and  the 
medical  surveillance  component  of  the  North  Carolina  Dusty 
Trades  Program.  We  attempt  to  confirm  each  report  by  obtain- 
ing a  work  history  and  having  chest  radiographs  reviewed  by  a 
NIOSH-certified  radiologist.  To  date  (including  some  1997 
cases)  we  have  21  confirmed  cases  in  quarry,  foundry,  mica 
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Table  1.  Occupational  illness  and 

injury  reports* 

by 

source, 

1994-1996 

Source: 

Condition: 

Asbestosis 

Vital 
records 

89 

Hospital 

340 

Workers 
comp. 

222 

Physician 
89 

Laboratory 
n/a 

Othert 
1 

Total 

741 

Elevated  blood  lead  level 

n/a 

11 

n/a 

2 

1489 

n/a 

1502 

Farm  injury/death 

3 

84 

0 

6 

n/a 

164 

257 

Silicosis 

20 

14 

10 

2 

n/a 

2 

48 

Total 

112 

449 

232 

99 

1489 

167 

2548 

*  Duplicate  reports  excluded. 
t  Includes  reports  from  Dusty 

Trades  Progr 

am,  Farm  Injury  Project,  newspaper  clippings,  or 

medical  examiners 

data. 

mining  and  processing,  andalusite  and  pyrophyllite 
processing  and  packaging  workers,  as  well  as  work- 
ers involved  in  the  manufacturing  of  ceramic  tile, 
mirrors,  matches,  and  graphite  electrodes.  Two  cases 
were  exposed  at  out-of-state  worksites;  16  were  ex- 
posed at  worksites  enrolled  in  the  Dusty  Trades 
Program.  Men  predominate  (20  of  21  cases)  and  the 
average  age  was  68  years  (range  51-88). 


Table  2.  Elevated  blood  lead  level  reports  received,  1996 


Blood  lead  levels 

(|ig/dL  whole  blood)      Reports 

25-39t  210 


Individuals*     New  cases* 

130  80 


40-49 
50-59 


>60 


Totals 


Asbestosis:  This  progressive,  incurable — but  pre- 
ventable— fibrotic  disease  of  the  lung  is  caused  by 
asbestos  exposure.  In  1992,  959  deaths  were  associ- 
ated with  asbestosis."*  Our  surveillance  approach  for 
asbestosis  is  similar  to  that  for  silicosis.  Reports  of  the 
condition  are  obtained  from  physicians,  hospitals, 
death  certificates,  workers'  compensation  claims, 
and  the  medical  surveillance  component  of  the  North 
Carolina  Dusty  Trades  Program.  From  January  1, 
1 994,  to  December  31,1 996,  we  received  74 1  reports 
of  asbestosis  (713  in  men).  The  average  age  was  61  years,  and 
where  race  was  known,  88%  of  the  reports  occurred  in  whites. 

Elevated  adult  blood  lead  levels:  Lead  toxicity  is  a  public  health 
concern  for  both  children  and  adults.  Recent  research  shows 
that  lead  levels  formerly  considered  safe  are  not.^  Concern 
centers  around  the  chronic  and  long-term  effects  of  excessive 
body  lead  burdens  in  adults.  One  of  the  US  Public  Health 
Service's  Healthy  People  2000:  National  Health  Promotion 
and  Disease  Prevention  Objectives  aims  to  lower  blood  lead 
levels  in  occupationally  exposed  adults  to  below  25  |J.g/dL. 

The  mandatory  reporting  level  for  adults  in  North  Carolina 
is  40  jJ^g/dL  or  greater,  but  we  strongly  encourage  reporting  at 
25  M-g/dL.  Many  physicians  routinely  report  the  lower  blood 
lead  levels  and  work  with  our  staff  to  provide  early  interven- 
tions. In  one  case,  a  physician  became  concerned  about  the 
work  enviroimrient  and  health  effects  for  the  patient  whose 
blood  lead  report  was  below  40  |ig/dL.  As  a  result  of  specific 
discussion  about  the  workplace  and  work  practices,  the  physi- 


215 
53 
16 

494 


88 

36 

15 

269 


42 

11 

10 

143 


*  Individuals  =  ttie  number  of  persons  for  whom  reports  were  received  for  the 
time  pehod  indicated,  excluding  multiple  reports  for  the  same  person  (if 
more  than  one  report  is  received,  highest  blood  level  is  represented).  New 
cases  =  the  number  of  persons  entered  in  the  system  in  the  current  year 
who  were  not  in  the  system  in  the  immediate  past  year. 

t  Reporting  of  lead  levels  from  25  to  39  (jg/dL  is  voluntary. 


cian  and  patient  were  able  to  lower  his  blood  lead  level,  and  a 
referral  to  the  Department  of  Labor  ensured  that  proper  work- 
place precautions  were  being  followed.  This  is  an  excellent 
example  of  how  timely  reporting  and  consultation  can  help  in 
treatment  and  prevention. 

North  Carolina  and  24  other  states  participate  in  a  NIOSH 
surveillance  program  for  adult  blood  lead  levels  called  ABLES 
(Adult  Blood  Lead  Epidemiology  and  Surveillance).  In  1996, 
ABLES  received  26,692  reports  of  blood  lead  levels  >25  jig/dL 
or  greater  in  adults.''  Table  2  shows  NC's  blood  lead  level 
reports  for  1996.  The  269  individuals  worked  in  battery  manu- 
facturing, plastic  colorants  manufacturing,  valve  manufactur- 
ing, metal  salvage,  radiator  repair,  lead  oxide  manufacturing, 
painting,  foundry  operations,  construction,  and  stained  glass 
manufacturing.  The  reported  individuals  were  typical  of  the 
working  population  with  respect  to  age;  most  were  men;  racial 
distribution  was  about  even  between  blacks  and  whites. 

Each  person  identified  by  the  program  receives  informa- 
tion about  lead  exposure,  blood  lead  testing,  and  how  to 
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minimize  exposure.  This  material  complements  information 
the  patient  receives  from  the  health  care  provider  and  at  the 
workplace.  We  are  developing  treatment  guidelines  and  ways 
to  reduce  exposure  to  lead  at  the  worksite  that  should  be 
available  in  autumn  1997. 

Serious  farm  injuries:  Most  serious  and  preventable  farm 
injuries  are  caused  farm  equipment  or  farm  machinery.'  '^  Inju- 
ries are  generally  caused  by  tractor  roll-overs,  tractor  run-overs, 
or  limb  entanglements  in  or  amputations  by  farm  equipment  or 
machinery.  In  addition  to  fatalities,  injuries  often  lead  to  at  least 
temporary  hospitalization,  disability,  or  incapacity  to  work  or 
go  to  school.  Farm  injuries  are  an  important  pediatric  problem; 
more  than  25,000  US  children  and  adolescents  are  injured  each 
year  and  nearly  300  die.  Injuries  involving  machinery  (usually 
agricultural  equipment)  caused  one-third  of  all  deaths  in  chil- 
dren and  almost  half  in  those  less  than  10  years  of  age.'' 

Farm  injury  data  are  collected  from  the  state  medical 
examiners'  database,  death  certificates,  newspaper  clippings, 
physician  reports,  and  others.  Fatality  data  are  easiest  to  collect, 
but  they  do  not  include  many  who  are  seriously  injured  or 
disabled,  nor  do  they  accurately  reflect  the  number  of  children 
injured  while  working  on  farms.  We  found  that  most  of  the  76 
North  Carolinians  who  died  of  farm  injuries  were  white  men 
aged  60  years  and  older  (range  3-95  years).  The  youngest,  age 
three,  was  a  second  rider  on  a  tractor.  Most  of  the  deaths 
followed  severe  crushing  injuries,  head  trauma,  or  multiple 
injuries  from  tractor  roll-overs  or  run-overs,  and  most  occurred 
in  July. 

The  181  individuals  who  suffered  serious  farm  injuries 
were  generally  white  men  aged  40-49  (range  2-84  years);  the 
two-year-old  was  a  second  rider  on  a  tractor.  The  injuries  were 
fairly  evenly  divided  between  tractors  and  farm  equipment/ 
machinery  such  as  corn  pickers,  augers,  power  take-off  devices, 
tobacco  harvesters  and  transplanters,  combines,  hay  balers,  and 
bush  hogs.  Most  injuries  occurred  in  May  and  June.  Types  of 
injuries  included  fractures,  amputations,  avulsions,  severe  lac- 
erations, internal  injuries  and  trauma,  and  head  injuries. 

Many  farm  injuries  can  be  prevented  simply  by  turning  the 
machine  off  before  dismounting,  staying  clear  of  moving  parts, 
not  removing  safety  shields  from  equipment,  properly  hitching 
tow  chains  on  a  tractor,  avoiding  operating  a  tractor  near  a  ditch 
or  on  a  steep  incline,  leaving  hydraulic  equipment  in  the  down 
position,  avoiding  loose  or  tattered  clothing  that  can  be  caught 
by  moving  parts,  and  prohibiting  second  riders  on  tractors  or 
farm  equipment.  Simple  safety  precautions  can  save  lives  and 
prevent  disabling  injuries. 


What  We  Have  Learned 

Timely  reports  are  important.  This  was  illustrated  by  our  ability 
to  help  treat  the  patient  (and  his  family)  when  moderately 
elevated  blood  lead  levels  were  reported  by  an  alert  physician. 
Timely  reporting  also  assists  with  farm  injury  follow-up,  before 


details  surrounding  the  injury  event  fade  over  time. 

We  need  access  to  additional  sources  of  data  to  better 
define  disease  and  farm  injury  trends  and  to  identify  worksite 
hazards,  especially  since  many  single  sources  of  data  are 
limited.  Because  each  disease  has  a  unique  International  Clas- 
sification of  Disease  (ICD-9)  code  and  because  injuries  have 
External  Cause  of  Injury  and  Poisoning  (E)  codes,  access  to 
hospital  discharge  data  makes  sense.  Other  states  have  found 
great  public  health  value  in  reviewing  hospital  discharge  data.' 
We  are  exploring  the  use  of  trauma  registries,  emergency 
medical  service  providers"  reports,  and  highway  patrol  reports. 

The  silicosis  and  asbestosis  cases  noted  in  this  paper  do  not 
reflect  current  exposure  conditions.  There  is  a  20-  to  40-year 
latency  period  from  exposure  to  development  of  disease,  and 
the  cases  we  see  today  reflect  exposure  conditions  which  often 
no  longer  exist.  The  worksite  may  have  closed,  may  no  longer 
use  silica  or  asbestos,  or  may  have  changed  work  practices  to 
reduce  hazardous  exposures.  But  despite  knowing  the  cause  of 
silicosis  and  asbestosis,  despite  knowing  how  to  prevent  those 
disorders,  cases  are  still  being  diagnosed.  A  good  occupational 
history  is  essential  to  diagnosis. 

The  blood  lead  level  of  an  adult  does  not  necessarily 
correlate  with  the  take-hoine  lead  risk  for  children  because  of 
factors  such  as  personal  hygiene  (hand  washing)  at  work, 
changing  work  clothes,  and  avoiding  eating  or  drinking  in  lead- 
contaminated  areas.  Take-home  exposure  of  children  has  been 
documented  even  when  the  adults'  blood  lead  level  was  rela- 
tively low.  Health  care  providers  should  discuss  work  practices 
and  precautions  against  take-home  lead  risk  whenever  a  patient 
indicates  that  he  works  with  lead  and  has  young  children  at 
home. 

Information  about  farm  injuries  to  children  is  sparse.  Many 
children  work  on  family  farms  but  are  not  classified  as  "work- 
ers." Our  data  indicate  that  one  child  in  the  group  aged  0-9  died 
and  10  were  seriously  injured  by  tractors  or  farm  equipment/ 
machinery.  How  could  these  injuries  be  prevented?  First,  health 
care  providers  and  others  concerned  about  agricultural  health 
and  safety  must  stress  the  need  to  prohibit  passenger  riders  on 
tractors  or  other  farm  equipment.  Second,  providers  need  to  talk 
with  parents  (or  grandparents)  about  what  constitutes  age- 
appropriate  tasks  for  children  on  the  farm.  Such  a  discussion 
could  prevent  needless  injury,  disability,  or  death  of  a  child.  We 
would  be  happy  to  provide  guidance  on  this  important  issue. 


How  to  Report 

Physicians  must  report  silicosis,  asbestosis.  or  serious  farm 
injury  within  15  working  days  after  diagnosis.  Physicians  must 
also  report  elevated  blood  lead  levels  in  adults  if  the  performing 
laboratory  does  not  report  (for  example,  out-of-state  laborato- 
ries). Because  silicosis,  asbestosis,  elevated  adult  blood  lead 
levels,  and  farm  injuries  are  almost  always  occupationally 
related,  any  diagnosis  should  be  reported,  regardless  of  whether 
the  occupational  link  is  known.  Reports  are  made  on  surveil- 
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lance  forms  provided  by  or  approved  by  the  Occupational 
Surveillance  Branch  within  DEHNR  (800/200-7090).  Required 
information  includes  diagnosis  or  laboratory  result;  patient's 
name,  address,  telephone  number,  date  of  birth.  Social  Security 
number,  race,  gender,  and  job  title;  employer's  name,  address, 
telephone  number,  and  type  of  business;  and  the  name,  address, 
and  telephone  number  of  the  reporting  physician,  laboratory,  or 
hospital.  Reports  can  be  mailed  to  the  Occupational  Surveil- 
lance Branch  or  faxed  to  919/733-9555.  Staff  are  willing  to 
discuss  possible  electronic  transmission  of  reports. 

Since  reporting  is  required  by  law,  no  consent  or  release  is 
required  of  the  patient  before  submitting  the  report  form  (fur- 
ther medical  information  or  records  are  obtained  only  with  the 
patient's  consent).  Persons  who  report  are  immune  from  civil 
liability  under  GS  130A-459.  All  patient-identifying  informa- 
tion is  kept  confidential  and  not  released  without  consent.  Only 
aggregate  information  is  provided  to  the  public. 


What  Happens  After  a  Case  is  Reported? 

Occupational  Surveillance  Branch  staff  follow  up  on  reported 
cases.  They  review  submitted  report  forms  for  completeness, 
and  if  additional  information  is  needed,  the  person  who  filled 
out  the  form  is  contacted.  Educational  materials  are  provided 
directly  to  patients  with  silicosis  or  elevated  blood  lead  levels. 
Selected  patients  are  contacted  by  telephone  or  mail  to  gather 
information  about  the  medical  condition  and  work  exposure.  If 
appropriate,  an  industrial  hygienist  or  occupational  health  nurse 
from  the  Occupational  and  Environmental  Epidemiology  Sec- 
tion visits  the  worksite  to  assess  hazards  or  exposures.  Recom- 
mendations on  how  to  reduce  exposure  to  identified  hazards  are 
provided  to  physician,  employer  and  workers.  Sometimes  the 
NC  Department  of  Labor  is  contacted,  depending  on  the  extent 
of  the  hazard  and  the  advice  of  physician  and  patient. 


What  Can  You  Do? 

♦  Always  ask  about  occupation  when  treating  all  patients  of 
working  age.  Create  a  work  history  for  all  patients  suspected 
of  having  silicosis  or  asbestosis. 

♦  Report  cases  of  silicosis,  asbestosis,  elevated  blood  lead 
levels,  or  serious  farm  injuries  seen  or  diagnosed  in  your 
practice. 

♦  Complete  all  requested  information  on  blood  lead  requisi- 
tion slips  to  ensure  proper  reporting. 

♦  Inform  colleagues  about  the  reporting  law. 

♦  Develop  procedures  for  reporting  the  conditions  from  your 
practice  (through  medical  records,  emergency  department 
nurse,  trauma  nurse  coordinator,  office  manager,  etc). 

♦  Mail  or  fax  reports  to  Occupational  Surveillance  Branch, 
DEHNR.  (fax;  919/733-9555). 

♦  Encourage  patients  to  cooperate  with  public  health  follow- 
up. 

♦  Use  available  educational  materials/services; 

•  Brochures  and  fact  sheets. 

•  Report  form. 

•  Consultation  with  staff  at  the  Occupational  Surveillance 
Branch,  Occupational  and  Environmental  Epidemiology 
Section. 

•  In-service  education  about  reporting  law  and  procedures. 

♦  Let  us  know  your  ideas  for  improving  reporting. 

For  more  information,  about  the  Occupational  Health 
Surveillance  Program  or  conditions  under  surveillance,  please 
call  800/200-7090  (919/733-1145  in  the  Raleigh  area).  You 
may  write  to  us  at  Occupational  Surveillance  Branch,  Occupa- 
tional and  Environmental  Epidemiology  Section,  Division  of 
Epidemiology,  P.O.  Box  29601.  Raleigh,  NC  27626-0601.  For 
infomiation  about  childhood  blood  lead  surveillance,  call  919/ 
715-5381.     a 
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PUBLIC      HEALTH 


Smoking  in  Pregnancy  in  North  Carolina 

Maternal  Characteristics  and  Trends,  1988-1994 


Paul  A.  Buescher,  PhD 


Smoking  during  pregnancy  is  a  serious  threat  to  the  health  of 
mother  and  baby.  Smoking  during  pregnancy  increases  the  risk 
of  placental  and  other  pregnancy  complications.'  Smoking 
during  and  after  pregnancy  increases  the  risk  of  acute  and 
chronic  lung  and  cardiovascular  disease  in  the  mother.-  In 
addition,  many  studies  link  maternal  smoking  to  infant  mortal- 
ity, low  birthweight,  and  other  adverse  birth  outcomes,  such  as 
birth  defects.'  One  study  estimated  that  elimination  of  maternal 
smoking  would  reduce  infant  mortality  by  1 0%.''  Another  study 
of  a  low-income  population  found  that  31%  of  low-weight 
births  among  non-Hispanic  whites  and  14%  of  low- weight 
births  among  blacks  were  attributable  to  smoking." 

Because  the  negative  health  effects  of  smoking  during 
pregnancy  are  so  well  documented,  most  people  would  agree  on 
the  need  for  effective  smoking  cessation  strategies.  We  under- 
took the  present  study  to  describe  the  prevalence  of  smoking 
among  demographic  subgroups  of  pregnant  women  in  North 
Carolina  and  to  show  how  these  patterns  have  changed  over 
time.  This  information  should  help  in  developing  and  targeting 
smoking  cessation  programs. 

Methods 

We  gathered  data  about  smoking  from  NC  birth  certificates 
from  1988  through  1994.  In  some  cases,  the  person  filling  out 
the  birth  certificate  may  consult  the  maternal  medical  record  to 
determine  whether  the  mother  smoked  during  pregnancy,  but 
usually  this  information  is  obtained  directly  from  the  mother 
while  she  is  in  the  hospital.  Even  when  the  information  comes 
from  the  medical  record,  it  is  usually  based  on  self-report  by  the 
mother.  The  validity  of  the  smoking  information  on  the  birth 
certificate  is  very  important  to  this  study. 

In  1988,  two  questions  about  smoking  during  pregnancy 
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were  added  to  NC  live  birth  and  fetal  death  certificates,  in 
accordance  with  the  national  model  certificates.  These  ques- 
tions ask  about  "Tobacco  use  during  pregnancy  (check  yes  or 
no)"  and  the  "Average  number  cigarettes  per  day  (fill  in  the 
number)."  A  small  number  of  women  reporting  "yes"  to  to- 
bacco use  may  have  used  only  smokeless  tobacco,  but  we  use 
the  term  "smoking"  throughout  this  report  to  describe  the 
response  to  these  questions.  The  questions  reflect  smoking  at 
any  time  during  pregnancy  and  thus  could  still  be  answered 
"yes"  even  if  the  woman  quit  smoking  before  delivery. 

In  order  to  assess  the  validity  of  self-reported  smoking 
information,  we  reviewed  NC  birth  certificate  data  on  smoking 
during  pregnancy  in  the  context  of  other  data  and  studies  (see 
Appendix,  page  359).  We  conclude  that  the  information  on 
smoking  derived  from  NC  birth  certificates  moderately  under- 
estimates the  true  prevalence  of  smoking  among  pregnant 
women,  but  that  the  data  may  reasonably  be  used  to  examine 
differences  among  demographic  subgroups  and  trends  over 
time. 

This  study  presents  descriptive  information  on  the  preva- 
lence of  smoking  during  pregnancy  among  the  population  of 
NC  residents  who  gave  birth  to  live  infants  during  the  periods 
1988-1989  and  1993-1994.  Data  are  categorized  according  to 
age  of  mother  (<  1 8, 1 8- 1 9. 20-24, 25-29, 30-34,  >35  years  old), 
race  of  mother  (white,  black,  American  Indian,  other),  marital 
status  of  mother  (married,  not  mairied),  education  of  mother 
(<9,9-ll,  12,  13-15,  >16  years  of  schooling),  parity  (0,  1-2,  or 
>3  previous  living  children),  Medicaid  participation  (yes,  no), 
and  prenatal  participation  in  the  WIC  (Women,  Infants,  and 
Children)  program  (yes,  no).  Educational  data  were  examined 
only  for  women  age  22  and  older,  who  would  have  had  time  to 
complete  1 6  years  of  education.  All  data  were  derived  from  NC 
birth  certificates,  except  for  infonnation  about  Medicaid  and 
WIC  participation,  which  was  derived  by  linking  the  birth 
certificates  to  these  health  program  files. 

Among  those  women  who  smoked  during  pregnancy,  data 
on  the  number  of  cigarettes  smoked  (1-9,  10-19,  >20  cigarettes 
per  day)  were  examined  to  determine  which  groups  had  the 
highest  percentage  of  heavy  smokers. 
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Results 

In  1988-1989,  smoking  status  was  recorded  on  98%  of  all 
certificates;  these  records  indicate  that  21.6%  of  the  195,559 
NC  mothers  giving  birth  to  live  infants  smoked  during  preg- 
nancy. By  1993-1994,  smoking  status  was  indicated  on  99.8% 
of  certificates,  and  the  percentage  of  mothers  who  smoked  had 
declined  to  17.4%  of  the  202,391  births. 

Smoking  during  pregnancy  was  reported  on  19.4%  of 
1993-1994  fetal  death  certificates.  Since  the  percentages  were 
similar  for  live  births  and  fetal  deaths,  and  since  the  number  of 
reported  fetal  deaths  is  less  than  1  %  of  the  number  of  live  births 
per  year,  we  report  here  only  data  for  live  births. 

Table  1 ,  at  right,  shows  the  percentages  of  women  who 
smoked  during  the  two  time  periods,  categorized  by  character- 
istics of  the  mother.  There  was  a  consistent  decline  over  time  in 
smoking  during  pregnancy  across  all  maternal  categories. 
Mothers  ages  1 8-24  had  a  somewhat  higher  rate  of  smoking,  but 
there  was  little  variation  across  the  other  age  groups.  White  and 
American  Indian  mothers  smoked  at  a  much  higher  rate  than 
women  of  black  or  other  races.  Unmarried  women  were  much 
more  likely  to  smoke  than  married  women.  The  prevalence  of 
smoking  increased  substantially  as  the  number  of  children  in 
the  family  increased.  During  the  1 993- 1 994  time  period,  women 
on  Medicaid  were  2.5  times  as  likely  to  smoke  as  women  not  on 
Medicaid.  Mothers  enrolled  in  WIC  were  also  much  more  likely 
to  smoke.  The  Medicaid  and  WIC  groups  overlap  substantially 
and  reflect  a  low-income  population  (having  incomes  less  than 
185%  of  the  federal  poverty  level  in  the  1993-1994  period). 

There  were  large  differences  in  smoking  by  level  of  educa- 
tion. Almost  half  the  mothers  who  had  dropped  out  of  high 
school  smoked  while  pregnant,  compared  to  less  than  5%  of 
women  who  had  graduated  from  college.  The  general  pattern  of 
a  decrease  in  smoking  rates  with  an  increase  in  level  of  educa- 
tion was  observed  across  each  racial  group. 

Certain  subgroups  had  very  high  prevalence  of  smoking. 
During  1993- 1 994, 5 1  %  of  unmarried  white  and  56%  of  unmar- 
ried American  Indian  women  on  Medicaid  who  had  three  or 
more  previous  living  children  smoked  during  pregnancy. 

Our  data  reveal  substantial  differences  in  the  age  pattern  of 
smoking  between  races.  In  1993-1994,  American  Indian  moth- 
ers had  consistently  high  rates  of  smoking  (about  30%)  over  all 
age  groups  except  those  >35  years,  where  the  rate  was  20%. 
Mothers  of  "other  races"  (mostly  Asian)  had  consistently  low 
rates  of  smoking  (about  5%)  for  all  age  groups.  Table  2  shows 
the  data  by  age  for  white  and  black  mothers.  For  whites,  rates 
of  smoking  were  highest  for  teen  mothers  and  then  declined  as 
maternal  age  increased.  In  contrast,  rates  of  smoking  were  very 
low  for  black  teens  and  increased  with  age  thereafter.  The  low 
rate  of  smoking  among  black  teens  may  reflect  a  major  change 
in  smoking  behavior  during  the  past  two  decades.  A  study  in 
Missouri*"  showed  that  36%  of  pregnant  black  teens  smoked  in 
1978,  but  only  7%  in  1990. 

Of  the  mothers  who  smoked,  approximately  one-third 
reported  smoking  1-9  cigarettes  per  day;  one-third,  10-19  per 


Table  1 .  Percentages  of  North  Carolina  mothers  who 

smoked  during  pregnancy 

1988-1989 

1993-1994 

Maternal  age 

<18 

18.2% 

15.2% 

18-19 

23.9% 

19.9% 

20-24 

25.3% 

20.3% 

25-29 

21.8% 

16.6% 

30-34 

17.2% 

15.0% 

>35 

14.7% 

14.8% 

Maternal  race 

White 

23.2% 

19.3% 

Black 

17.8% 

13.0% 

American  Indian 

35.8% 

28.8% 

Other 

6.2% 

4.0% 

Marital  status 

Married 

19.2% 

14.5% 

Unmarried 

28.2% 

23.7% 

Previous  living  children 

0 

18.0% 

14.2% 

1-2 

23.9% 

19.0% 

>3 

30.5% 

28.0% 

Receiving  Medicaid 

Yes 

31.1% 

25.7% 

No 

18.1% 

10.7% 

WIC  participant 

Yes 

30.0% 

24.2% 

No 

17.9% 

12.8% 

Years  of  education* 

<9 

38,9% 

27.4% 

9-11 

48.7% 

46.5% 

12 

25.3% 

22.3% 

13-15 

14.7% 

12.2% 

>16 

4.9% 

3.2% 

*  Mothers  age  22  and  older 

Table  2.  Percentage  of 

women  who  smoked  during 

pregnancy  by  age 

and 

race  of  mother, 

1993-94 

Age  of  mother 

White 

Black 

<18 

27.0% 

4.2% 

18-19 

29.0% 

6.7% 

20-24 

25.1% 

1 1 .0% 

25-29 

16.7% 

16.8% 

30-34 

13.7% 

21.0% 

>35 

13.4% 

21.0% 

day;  and  one-third,  >20  per  day  (Table  3,  next  page).  Data  from 
1988-1989  and  1 993- 1 994  show  a  decrease  in  the  percentage  of 
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heavy  smokers.  In  general,  there  was  little  variation  in  amount 
smoked  according  to  maternal  characteristics,  but  several  dif- 
ferences should  be  noted.  In  1993-1994,  about  19%  of  teen 
smokers  reported  smoking  >20  cigarettes  per  day.  Nonwhite 
mothers  were  less  likely  to  be  heavy  smokers:  about  50% 
reported  smoking  1-9  cigarettes  per  day,  35%  10-19,  and  15% 
>20.  Nearly  half  of  smokers  ages  >22  with  <9  years  of  educa- 
tion reported  smoking  >20  cigarettes  per  day,  yet  about  20%  of 
the  smokers  with  >1 6  years  of  education  reported  smoking  >20 
cigarettes  per  day. 


Discussion 

Our  results  show  a  large  variation  in  the  rate  of  smoking 
according  to  maternal  characteristics.  Only  about  5%  of  Asian 
women,  black  teens,  and  women  with  a  college  education 
smoked  during  pregnancy.  On  the  other  hand,  around  50%  of 
women  with  9-1 1  years  of  education,  or  unmarried,  multipa- 
rous,  white  and  American  Indian  women  on  Medicaid  smoked 
during  pregnancy  (and  these  percentages  are  likely  to  be  under- 
estimates due  to  incomplete  reporting  on  the  birth  certificates). 
The  data  presented  in  this  paper  certainly  indicate  target  groups 
for  smoking  cessation  efforts.  The  good  news  is  the  apparent 
general  decline  in  the  rate  of  smoking  during  pregnancy  from 
1988-1989  to  1993-1994. 

Self-report  is  generally  the  most  practical  method  of  col- 
lecting information  about  smoking.  Rates  of  disclosure  among 
self-reported  smokers  can  be  improved  by  using  multiple 
choice  questions  that  allow  respondents  to  choose  partially 
favorable  answers,  such  as  "I  smoke  now,  but  I  have  cut  down 
since  I  found  out  I  was  pregnant."''  In  one  prenatal  clinic  in 
North  Carolina,  changing  the  questions  on  smoking  during 
pregnancy  from  a  "yes/no"  to  a  less-direct  format  markedly 
increased  the  disclosure  of  smoking  by  pregnant  women  (per- 
sonal communication  from  Joann  Halloran,  Kaiser  Foundation 
Health  Plan,  Charlotte  NC,  April  4,  1996). 

Even  when  the  best  smoking  cessation  programs  are  avail- 
able, and  despite  knowing  of  the  increased  health  risks  to 
themselves  and  to  their  developing  baby,  the  vast  majority  of 
women  continue  to  smoke  throughout  pregnancy.'  For  those 
who  do  quit,  the  relapse  rate  after  delivery  is  very  high.*  Prager 
found  that  the  prevalence  of  drinking  alcohol  is  much  higher 
than  the  prevalence  of  smoking  among  women  of  reproductive 
age,  but  women  who  become  pregnant  are  much  more  likely  to 


Table  3.  Comparison  of  women  smokers  by  cigarettes 
smoked  per  day  during  pregnancy,  1988-1989  and 
1993-1994. 

Cigarettes  per  day 

1-9  10-19  >2G 

1988-1989  25.8%  38.8%  35.3% 

1993-1994  30.5%  39.8%  29.7% 


stop  drinking  than  to  stop  smoking.'  Giving  up  nicotine,  a  daily 
habit  with  strong  psychological  and  physiological  dependency, 
is  probably  more  difficult  than  giving  up  light  or  moderate 
alcohol  consumption.  Some  pregnant  and  postpartum  women 
use  cigarettes  to  limit  weight  gain,  relieve  stress,  or  cope  with 
depression.'  Women  may  also  believe  that  if  they  smoke  and 
have  a  smaller  baby,  they  will  have  an  easier  birth.'" 

We  need  to  target  pregnant  women  for  smoking  cessation 
because  quitting  will  benefit  both  mother  and  infant.  Since  there 
is  a  dose-response  relationship  between  smoking  and  low 
birthweight,  even  a  reduction  in  the  amount  smoked  can  be 
considered  a  partial  success.  Women  may  be  more  receptive  to 
changing  smoking  behavior  during  pregnancy'  *  because  they 
want  to  do  what  is  best  for  the  baby  or  because  smoking  may 
cause  nausea.'" 

Health  education  methods  tailored  to  the  pregnant  smoker 
are  more  effective  in  changing  smoking  behavior  than  standard 
clinic  information."  WIC  clinics  are  a  good  place  for  smoking 
cessation  programs,  given  the  high  rate  of  smoking  among 
prenatal  WIC  participants  (Table  1).  One  study  showed  that 
programs  to  stop  prenatal  smoking  were  well  accepted  by  WIC 
clients.'  Smoking  policies,  such  as  smoke-free  worksites,  may 
also  help  pregnant  women  quit  smoking. '- 

Clark'"  claims  that  just  knowing  about  the  potential  effects 
of  smoking  is  usually  not  sufficient  to  make  a  pregnant  woman 
quit.  We  must  go  beyond  traditional  health  education  ap- 
proaches to  develop  new  smoking  cessation  methods.  This  is 
especially  true  for  women  of  lower  socioeconomic  status  who 
need  highly  supportive  and  individual  education  programs  that 
take  into  account  the  social  situation  of  the  smoker.""  Health 
care  providers  need  to  keep  in  mind  that  smoking  may  be  linked 
to  physical  abuse"  or  other  aspects  of  the  home  environment. 
Even  a  moderately  effective  program  can  pay  for  itself,  given 
the  ability  of  smoking  cessation  to  prevent  low  birthweight 
babies.'-*     Q 
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Appendix.  Validity  of  Self-Reported  Smoking  Data 
from  North  Carolina  Birth  Certificates 


A 1 989  study  of  the  quality  of  NO  birth  certificate  data  compared 
information  on  a  sample  of  birth  certificates  with  the  correspond- 
ing maternal  hospital  medical  records.'^  The  correspondence 
was  poor  for  some  of  the  birth  certificate  data  items,  but  that  for 
tobacco  use  was  fairly  good.  In  86%  of  cases  where  tobacco  use 
was  indicated  in  the  medical  record  it  was  correctly  identified  by 
the  birth  certificate  (sensitivity  of  86%).  A  similar  1989  study  in 
Tennessee  found  a  sensitivity  of  75%.'^  It  should  be  noted, 
however,  that  the  medical  record  itself  may  underestimate 
smoking  prevalence,  since  it,  too,  is  often  based  on  self-report 
by  the  mother. 

In  1990,  smoking  during  pregnancy  was  reported  on  21% 
of  the  NC  live  birth  certificates.  Some  studies'^''  have  noted  a 
decline  in  the  percentage  of  women  smoking  during  pregnancy 
during  the  1 970s  and  1 980s,  but  current  figures  from  the  US  are 
consistent  with  the  prevalence  indicated  by  the  NC  birth  certifi- 
cates. The  1990  National  Health  Interview  Survey  showed  that 
18%  of  pregnant  woman  smoked  during  pregnancy.'  Birth 
certificate  data  from  43  states  indicated  that,  in  1989,  20%  of 


mothers  reported  smoking  during  pregnancy.''  Other  survey 
data  show  that  1 8%  of  pregnant  women  reported  smoking  in 
1989,'"  but  birth  certificate  data  from  Missouri  for  1989  showed 
a  somewhat  higher  rate  of  26%.'^ 

The  information  summarized  above  indicates  that  the  preva- 
lence data  from  NO  birth  certificates  is  generally  consistent  with 
other  self-reported  data.  A  broader  question  is:  how  accurate 
are  self-reported  smoking  data?  Some  studies  have  compared 
self-reported  smoking  with  objective  measures  such  as  serum 
or  urine  cotinine  levels.  One  study  of  the  general  population 
found  only  a  slightly  lower  self-reported  level  of  smoking  com- 
pared to  cotinine  measures  and  concluded  that  misclassification 
of  cigarette  smoking  by  self-report  was  low  in  a  young  adult 
population.^"  Another  general  population  study  found  a  higher 
level  of  underestimation:  Self-reported  smoking  prevalence  was 
four  to  six  percentage  points  lower  than  cotinine  measure- 
ments.^' A  review  of  26  published  reports  found  that  self-reports 
of  smoking  are  generally  accurate  compared  to  biochemical 
measures.^^  Kleinman  concluded  that  self-reports  in  population 
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surveys  provide  reasonable  estimates  of  smoking  prevalence, 
though  there  may  be  serious  underreporting  in  evaluations  of 
smoking  cessation  programs." 

A  study  of  urine  cotinine  levels  in  pregnant  NC  women  from 
December  1 992-January  1 993  indicated  that  1 5%  of  the  women 
had  used  tobacco  within  the  previous  48-72  hours. ^^  This  is  a 
very  conservative  estimate  of  smoking  during  pregnancy  since 
the  time  window  for  detection  was  short,  and  since  women  who 
received  no  prenatal  care  (and  who  are  at  high  risk  for  substance 
use  in  pregnancy)  were  not  included  in  the  sample. 

Our  1988  and  1989  data  indicate  that  the  median  number 
of  cigarettes  smoked  per  day  by  women  who  smoked  during 
pregnancy  was  1 1 .  We  currently  have  no  data  to  directly  validate 
the  smoking  amounts  reported  on  the  birth  certificates,  but  the 
high  correlation  of  number  of  cigarettes  smoked  with  percent- 
age of  low  birthweight  babies  provides  indirect  evidence  of 
general  validity.  A  previous  NC  study  showed  a  steady  increase 
in  the  percentage  of  low  birthweight  for  both  white  and  black 
mothers  as  the  number  of  cigarettes  smoked  per  day  increased 
from  0  to  1-9  to  >10.^*'  It  is  noteworthy  that  women  whose 
smoking  status  (or  number  of  cigarettes  smoked  per  day)  was 
unknown  (about  2%  of  the  births)  had  the  highest  percentage 
low  birthweight.  This  finding  supports  other  studies  showing  the 
high  risk  status  of  women  whose  data  are  missing  or  unreported 
on  vital  records. ^^    J 
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Shrikant  I.  Bangdiwala,  PhD,  Annette  C.  Frauman,  RN,  PhD,  and  Julie  P.  Webb,  MS 


North  Carolina  (NC)  ranks  1 1  th  among  the  states  in  population. 
A  large  portion  of  the  state  sits  in  the  heart  disease  and  stroke 
belt  of  the  United  States.'-  NC  has  higher  than  average  inci- 
dence of  deaths  related  to  cardiovascular  disease  (CVD)  and 
ranks  15th  in  the  nation  in  CVD  mortality.  In  addition,  NC  is 
third  in  age-adjusted  death  rate  due  to  stroke.' 

Atherosclerosis  is  a  major  contributor  to  CVD  and  stroke. 
Numerous  studies  have  documented  how  risk  factors  influence 
the  development  of  atherosclerosis  in  adults. '"*  Modifiable  risk 
factors  include  high  blood  cholesterol  levels,  high  blood  pres- 
sure, tobacco  smoking,  and  physical  inactivity.  The  Muscatine. 
Bogalusa,  Know  Your  Body  (KYB),  and  Child  and  Adolescent 
Trial  for  Cardiovascular  Health  (CATCH)  have  examined  and 
tracked  these  risk  factors  in  children  (Table  1,  next  page).^ '' 
Recent  research  documents  the  link  between  the  presence  of 
these  factors  and  the  development  of  disease  later  in  life.  Heart- 
healthy  lifestyles  need  to  begin  at  early  ages.""' 

Table  1  shows  cholesterol  and  blood  pressure  findings  in 
children  and  adolescents  from  several  large-scale  community 
and  multisite  studies.  The  results  of  these  studies  are  typically 
generalized  to  all  children  of  similar  age  and  sex,  but  since 
CATCH  found  regional  variation  in  some  risk  variables,"  re- 
gion-specific data  need  to  be  used  in  assessing  CVD  risk  factors 
in  children.  To  date,  limited  prevalence  information  has  been 
reported  on  NC  children.  Data  on  obesity,  fitness,  and  physical 
activity  in  North  Carolina  children  have  been  reported  else- 
where.'^'^ In  this  paper  we  assess  the  prevalence  of  high 
cholesterol,  hypertension,  and  smoking,  the  primary  modifi- 
able risk  factors  for  CVD,  as  well  as  some  information  about 


family  history  of  CVD  in  third-  and  fourth-graders  in  North 
Carolina. 


Methods 

The  Cardiovascular  Health  In  Children  (CHIC)  study  was 
conducted  in  21  schools  in  12  counties  across  North  Carolina 
(Figure  1 .  next  page).  The  schools  were  randomly  selected  from 
33  that  agreed  to  participate  and  met  study  criteria  for  being 
either  mral  or  urban.-'  Half  of  the  selected  schools  were  rural 
and  half,  urban.  Schools  were  evenly  distributed  across  the 
three  major  geographic  regions  of  the  state:  mountains,  pied- 
mont and  coastal  plain.  Criteria  for  inclusion  as  a  study  subject 
were:  written  permission  from  a  parent  and  assent  from  the 
child;  enrollment  in  the  third  or  fourth  grade;  ability  to  read  and 
write  English;  lack  of  mental  or  physical  handicap  identifiable 
by  parents;  absence  of  chronic  illness  (diabetes,  moderate  or 
severe  asthma)  that  might  affect  the  measured  variables;  ability 
to  participate  in  an  exercise  program;  and  at  least  one  relative 
available  to  respond  to  a  parental  questionnaire. 

Cholesterol  was  measured  with  a  Boehringer  Mannheim 
Diagnostics  (Indianapolis.  IN)  Reflotron®.  Internal  and  exter- 
nal quality  control  standards  were  established  and  maintained 
throughout  data  collection  (overall  coefficient  of  variation  = 
2.6%).  Each  child  was  seated  quietly  for  at  least  five  minutes 
before  having  a  fingerstick  blood  sample  drawn.  Results  were 
obtained  within  three  minutes  and  any  child  whose  values  fell 
outside  the  approximate  fifth  and  95th  percentiles  for  age  (<  1 00 


Ms.  Bradley,  Dr.  Harrell,  and  Ms.  Webb  are  affiliated  with  the  University  of  North  Carolina  School  of  Nursing,  Chapel  Hill.  Dr. 
McMurray  is  with  UNO's  Department  of  Physical  Education,  Exercise  and  Sport  Science.  Dr.  Bangdiwala  is  with  the  Department 
of  Biostatistics,  UNO  School  of  Public  Health.  Dr.  Frauman  is  with  Emory  University,  Atlanta.  This  study  was  funded  by  grant  #R01  - 
1R37  from  the  National  Institute  of  Nursing  Research,  National  Institutes  of  Health. 
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Table  1.  Prevalence  of  CVD  risk  factors  in 

children  and  adolescents  from  community-based  US  studies 

Study:  Location                Muscatine,  lA'^" 

Muscatine,  IA° 

Bogalusa,  LA^^" 

K-Y-B,  NY" 

CATCH: 

MN,  TX,  LA,  CA' 

Date  collected 

1971-73 

1981-84 

1973 

1976 

1991 

Number  of  subjects 

4829 

443 

309 

2694 

5106 

Age  (years) 

6-18 

13-17 

8 

11-14 

8-10 

Height  (cm)  mean  ±  SD 

n/r 

130.2  ±5.8 

n/r 

•133 

Weight  (kg)  mean  ±  SD 

n/r 

28.5  ±6.2 

n/r 

n/r 

Cholesterol  (mg/dL) 

Mean  ±  SD 

182  ±29 

167.4  +  30.6 

157.7  ±25.1 

170 

%  High 

t24% 

*t15% 

t5.5% 

+13.3% 

Blood  pressure  (mmHg): 

SBP:  mean  +  SD 

t107±11 

96.6  ±10.2 

108  ±  11 

*106 

DBP:  mean  ±  SD 

4:72  ±  8.5 

58.8  ±7.2 

66  ±  10 

*54 

%  High 

t§SBP:  0.5% 
DBP:  1 .2% 

~5%  (age  9) 

§2.3% 

n/r 

Smoking 

113%  (age  13), 
10%  EXP  1 

n/r 

"8%, 
30%  EXP2 

n/r 

n/r  =  not  reported 

*  Approximated  from  graphical  illustration  of  data 

t  High  cholesterol  >  200  mg/dL 

t  For  ages  6-9  years  only 

§  High  BP  >140  and/or  >  90  mm 

Hg 

~  High  BP>  111/72  mmHg 

11  Smoker  =  at  least  weekly  and 

>  5  cigarettes  per  episode,  EXP1=smoke  less  than 

once  a  month 

**  Smoker=  >  1  cigarette  in  past  week,  EXP2=experimental  smoker  (not  defined) 

I  Urban  Schools 
'  Rural  Schools 


■i^'^'^a 


Fig  1:  Counties  participating  in  the  Cardiovascular  Health  in  Children  Study 


mg/dL  or  >200  mg/dL)  were  asked  to  provide  a  second  sample. 
If  two  measurements  were  made,  the  mean  was  used  for 
reporting.  High  cholesterol  in  children  was  defined  as  a  value 
equal  to  or  greater  than  200  mg/dL. " 

Blood  pressure  (BP)  was  measured  with  mercury  sphyg- 
momanometers (W.A.  Baum  Co.,  Copiague,  NY)  fitted  with 


appropriately  sized  cuffs.  Children  were  seated  for  at  least  five 
minutes  prior  and  then  the  first,  fourth,  and  fifth  Korotkoff 
phases  of  blood  pressure  were  measured  twice;  the  means  of  the 
duplicate  readings  were  used  for  analyses.  Fourth  Korotkoff 
sound  was  u.sed  as  diastolic  pressure.-'  Hypertension  was 
defined  as  either  systolic  or  diastolic  pressure  >  122/78  mmHg 
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(for  children  ages  six  to  nine)  and  126/82  mmHg  (for  children 
ages  1 0  to  1 2)  as  established  by  the  Second  Task  Force  on  Blood 
Pressure  control  in  Children.-' 

Smoking  information  was  obtained  from  an  investigator- 
designed,  self-report  questionnaire.  Truthful  answers  were 
encouraged  by  assuring  students  that  neither  parents,  teachers, 
nor  school  administrators  had  access  to  questionnaire  responses. 
Children  were  asked  if  they  had  ever  smoked  a  whole  cigarette 
and  if  they  smoked  now.  Since  the  children  were  so  young,  we 
defined  smoking  risk  as  any  cigarette  experimentation. 

Family  history  of  CVD  was  obtained  from  self-adminis- 
tered parental  questionnaires.  Parents  were  asked  about  their 
health  habits  and  any  personal  history  of  heart  attack,  coronary 
artery  bypass  surgery,  angioplasty,  chest  pain,  stroke,  high 
blood  pressure,  or  diabetes.  A  positive  family  history  of  CVD 
was  defined  as  having  a  natural  parent  with  at  least  one  of  the 
following:  heart  attack,  anginal  chest  pain,  coronary  artery 
bypass  surgery  or  angioplasty.  Race  of  the  child  was  specified 
by  the  parent(s). 


Procedure 

We  obtained  permission  to  conduct  the  study  from  county 
school  superintendents  and  from  each  school  principal.  Parents 
were  sent  packets  explaining  the  study  and  asking  for  permis- 
sion to  include  their  child.  The  packets  also  contained  question- 
naires for  the  parents  to  complete. 

Those  children  who  had  obtained  parental  consent  were 
taken  to  school  libraries,  auditoriums,  or  empty  classrooms  to 
sign  an  assent  form  and  complete  questionnaires  and  physi- 
ologic testing.  Questionnaires  were  administered  by  trained 
research  assistants  to  small  groups  of  children.  Physiologic 
testing  was  done  by  the  same  research  assistants  on  eight  to  12 
children  at  a  time.  When  students  had  completed  physiologic 
testing  they  were  given  a  small  prize  (a  jump  rope  or  Frisbee) 
and  sent  back  to  their  classrooms.  Study  staff  sent  results  of  the 
testing  and  a  brief  discussion  of  the  meaning  of  the  results  to 
each  child's  parents. 

All  data  were  double  entered  into  a  SAS  database  and  the 
data  analyzed  using  SAS  programs.  Simple  univariate  statistics 


were  calculated  on  the  variables  of  interest  and  chi-squared 
tests  were  used  to  examine  differences  between  gender  and  race 
groups. 


Results 

We  had  complete  baseline  data  on  2207  children  (50.6% 
female)  with  a  mean  age  (tStandard  Deviation)  of  8.9+0.8 
years.  This  represents  nearly  60%  of  all  third-  and  fourth- 
graders  in  participating  schools.  Of  the  participants,  76.3% 
were  of  Caucasian,  19.4%  of  African-American,  and  4.3%  of 
other  racial  backgrounds,  reflecting  the  racial  distribution  in 
North  Carolina  according  to  1990  Census  information. - 

Parental  information  was  collected  from  2115  biological 
families  (1540  with  responses  from  both  parents;  506  with 
response  only  from  the  mother;  69  with  response  only  from  the 
father).  Mean  age  of  the  mothers  was  34.4±5.0  years  and  that  of 
the  fathers  was  37.4+5.5  years.  The  natural  parents  ranged  in 
age  from  23  to  61  years.  Data  on  family  history  were  included 
only  if  obtained  from  a  natural  parent. 

Table  2,  below,  presents  means  and  standard  deviations  by 
gender  and  race  for  age,  height,  weight,  body  mass  index  (BMI 
=  weight  in  kg  -h  [height  in  meters]'),  systolic  and  diastolic 
blood  pressures,  and  serum  cholesterol  concentration.  African- 
American  children  tended  to  be  taller  and  heavier,  had  higher 
BMI,  higher  mean  systolic  and  diastolic  blood  pressures,  and 
higher  mean  total  cholesterol  than  children  of  other  races. 
Overall,  12.6%  of  children  (12%  of  females  and  13.1%  of 
males)  had  high  cholesterol  (>200  mg/dL)  (Table  3).  There  was 
a  significant  racial  difference  in  distribution  of  high  choles- 
terol: 18.7%  of  African-American  subjects  had  cholesterol 
concentrations  >200  mg/dL,  but  only  1 1 .0%  of  Caucasian  and 
1 1 .8%  of  other  races  (p=.001 ). 

Hypertension  (that  is,  blood  pressures  exceeding  the  95th 
percentile  of  systolic  or  diastolic  pressure  for  age  as  defined  by 
Horan  et  al-')  was  noted  in  12.0%  of  subjects  and  severe 
hypertension  (blood  pressures  exceeding  the  99th  percentile) 
was  found  in  3.2%  of  subjects  (Table  3,  next  page).  Systolic 
hypertension  was  found  in  4.0%  of  the  children,  more  often  in 
boys  (5.0%)  than  girls  (3.1%)  (p<.02).  Diastolic  hypertension 


Table  2.  Means  and  standard  deviations  of  cliolesteroi,  blood  pressure,  and  BMI  in  children  in  the  CHIC  study 


Variable 


Overall 


By  Gender 


By  Race 


Age  (years) 
Cholesterol  (mg/dL) 
Systolic  BP  (mmHg) 
Diastolic  BP  (mmHg) 
Height  (cm) 
Weight  (kg) 
BMI  (kg/m^) 


n=2207 

8.9  ±  0.8 
165.6  +  29.6 
104.2+  10.1 
68.1  ±  8.9 
135.9  +  7.2 
34.4+  9.0 
18.4±  3.5 


Males 
n=1090 

8.9  ±  0.8 

165.4  +  30.5 

104.5  ±  10.1 

68.3  ±  9.0 
136.3  ±7.0 
34.5+  8.8 

18.4  ±  3.4 


Females 
n=1117 

8.8+  0.7 
165.9  ±28.8 
103.9  ±  10.0 

67.9+  8.9 
135.5  ±7.5 

34.3  ±  9.3 

18.4  ±  3.6 


African-American      Caucasian 


n=428 

9.0+  0.8 
171.3±31.9 
105.4  ±  10.4 
69.4  ±  9.6 
138.4  +  7.0 
36.8+  9.9 
19.0+  3.7 


n=1685 

8.8+  0.7 
164.2  +  28.9 
103.9+  10.1 
67.8+  8.7 
135.4  +  7.0 
33.8+  8.7 
18.3+  3.5 


Other 
n=94 

8.9+  0.7 
166.1  ±29.5 
103.2  ±8.8 
67.2  ±  8.6 
134.2  ±8.3 
33.2  ±  8.3 
18.3+  3.5 
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Table  3.  Prevalence  of  CVD  risk  factors  in  children  in  the  CHIC  study 
Risk  Factor  Overall  By  Gender 


By  Race 


High  cholesterol  (>200mg/dL) 


n=2207 

12.6% 


Nonsevere  systolic  hypertension  (mmHg)    3.0% 
(122  -129,  6-9  y.;  126-133,  10-12  y.) 

Severe  systolic  hypertension  (mmHg)  1 .0% 

(>130,  6-9y.;>134,  10-12  y.) 
*total  systolic  hypertension  4.0% 

Nonsevere  diastolic  hypertension  (mmHg)  9.1% 
(78-85,  6-9  y.;  82-89,  10-12  y.) 

Severe  diastolic  hypertension  (mmHg)        2.6% 
(>86,  6-9  y.;  >90,  10-12  y.) 

'total  diastolic  hypertension  1 1 .7% 

Smoking  experimentation  3.9% 

*Total  =  nonsevere  +  severe  hypertension 


Males 
n=1090 

13.1% 
4.1% 

0.9% 
5.0% 
8.9% 

2.8% 

1 1 .7% 

5.5% 


Females 
n=1117 

12.0% 
2.0% 

1.1% 
3.1% 
9.3% 

2.4% 

1 1 .7% 

2.3% 


African- 
American 
n=428 

18.7% 

3,7% 

1 .4% 

5.1% 

1 1 .7% 

3.3% 

15.0% 

4.4% 


Caucasian 
n=1685 

1 1 .0% 
2.8% 

0.9% 
3.7% 
8.5% 

2.5% 

1 1 ,0% 

3.7% 


Other 
n=94 

1 1 .8% 
3.2% 

0.0% 
3.2% 
8.5% 

1.1% 
9.6% 
3.2% 


was  present  in  11.7%  of  sub- 
jects; there  were  no  gender  dif- 
ferences in  the  prevalence  of 
diastolic  hypertension  or  severe 
hypertension.  African- Ameri- 
can subjects  tended  to  have 
higher  prevalences  of  both 
nonsevere  and  severe  systolic 
and  diastolic  hypertension,  but 
only  that  for  diastolic  hyper- 
tension approached  statistical 
significance  (p=  .059). 

Prevalence  of  self-reported  current  smoking  by  the  chil- 
dren was  0.7%  overall,  but  only  0.4%  of  girls  reported  current 
smoking  compared  to  1 . 1  %  of  boys.  Racial  distribution  showed 
that  0.8%  of  Caucasian  children  and  0.7%  of  African- American 
children  reported  current  smoking,  but  no  children  from  other 
racial  groups.  Experimental  smoking  was  reported  by  3.9%  of 
the  children  and  was  more  common  in  boys  (5.5%)  than  in  girls 
(2.3  %).  Table  3  shows  further  data  for  experimental  smoking. 

The  mean  age  of  the  3655  natural  parents  was  only  35 .7±5 .4 
years,  but  in  9.8%  of  families  there  was  a  personal  history  of 
CVD;  5.8%  of  mothers  and  6.9%  of  fathers  reported  having  at 
least  one  defining  condition  for  CVD  (Table  4,  above).  In 
addition,  16.3%  of  the  natural  parents  (9.3%  of  mothers  and 
11.0%  of  fathers)  reported  having  hypertension,  and  3.3% 
reported  diabetes  (2.1%  of  mothers  and  1.8%  of  fathers).  In 
27.5%  of  families,  at  least  one  parent  gave  a  self-report  of  high 
cholesterol  and  in  47.1%  at  least  one  parent  smoked. 


Table  4.  Prevalence  of  self-reported  CVD 

in  natural  parents  of  participating  children 

Either 

Mothers 

Fathers 

parent 

n=3635 

n=2033 

n=1602 

Disease  evidence:        Any  CVD 

9.8% 

5.8% 

6.9% 

Angina 

9.2% 

5.7% 

6.1% 

Angioplasty 

0.2% 

0.0% 

0.2% 

Bypass  surgery 

1.1% 

0.2% 

1.1% 

Heart  attack 

0.4% 

0.1% 

0.4% 

Discussion 

Our  data  show  the  mean  weight  of  NC  children  to  be  at  or  above 
the  90th  percentile  and  the  mean  height  at  the  75th  percentile  for 
age  and  gender  compared  to  standard  growth  curves.-"*  Data  for 
mean  height  and  weight  from  the  Bogalusa  studies  show  that 
enrolled  children  were  typically  at  the  75th-80th  percentile, 
even  in  the  early  1970s.  Since  it  would  be  very  unusual  for  the 
bulk  of  a  population  to  be  at  the  95th  percentile  of  any  measure, 
our  results  suggests  that  the  growth  curves  in  general  use  are 
outdated  and  need  to  be  revised. 

NC  children  have  more  hypercholesterolemia  than  ex- 
pected. S  ince  a  cholesterol  concentration  of  200  mg/dL  defines 
the  95th  percentile  for  children  in  this  age  group,--  we  expected 
that  about  5%  of  our  subjects  would  have  values  higher  than  200 
mg/dL.  Instead,  we  found  12.6%  of  subjects  in  this  range. 
Cholesterol  levels  were  similar  in  boys  and  girls,  but  African- 
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American  subjects  had  higher  mean  levels  and  a  higher  propor- 
tion at  risk,  consistent  with  other  studies  of  racially  mixed 
populations.""  Other  researchers  have  suggested  that  high 
levels  of  high-density  lipoprotein  (HDL)  cholesterol  elevate  the 
total  cholesterol  of  African- American  participants.' '"  Our  study 
was  limited  to  measurement  of  only  total  cholesterol,  so  we 
cannot  determine  whether  the  elevated  total  value  was  due  to 
higher  HDL  levels. 

The  mean  cholesterol  of  our  study  group  was  similar  to  that 
found  in  eight-year-olds  in  Bogalusa,''  but  the  prevalence  of 
high  cholesterol  in  our  subjects  (12.6%)  was  somewhat  lower 
than  the  ~  1 5 %  found  in  Bogalusa.-"  The  mean  cholesterol  found 
in  our  study  is  also  somewhat  lower  that  found  by  Muscatine 
researchers  (166  vs  182  mg/dL)  and  the  prevalence  of  high 
cholesterol  is  considerably  lower  (12.6%  vs  24%).''  However, 
the  Muscatine  data  were  obtained  from  subjects  aged  six  to  18 
years.  When  only  the  eight-  to  1 0-year-olds  are  examined,  mean 
cholesterol  is  approximately  166±29  mg/dL,  and  the  percent- 
age of  subjects  with  cholesterol  >200  mg/dL  is  about  14%.-° 

The  Muscatine  population  was  predominantly  white  (96%), 
but  the  populations  of  the  present  (CHIC)  and  Bogalusa  (40% 
African- American)  studies  were  racially  mixed  groups.  This 
would  lead  us  to  expect  higher  mean  and  more  prevalent  high 
cholesterol  in  Bogalusa  and  CHIC,  but  this  was  not  what  we 
saw.  The  KYB  study  population"  (11%  African-American, 
15%  other)  found  a  lower  mean  cholesterol  and  prevalence  of 
high  cholesterol  than  CHIC,  but  the  subjects  in  that  study  were 
adolescent  (aged  11  to  14  years)  and  cholesterol  is  known  to 
drop  around  puberty . '" The  cholesterol  data  from  CHIC  are  very 
similar  to  those  of  the  CATCH  studies  from  1991.'  The  two 
decades  separating  the  Muscatine,  Bogalusa,  and  KYB  studies 
from  CHIC  and  CATCH  make  it  possible  that  societal  and 
social  factors  could  have  intervened.  Considering  the  similarity 
of  Bogalusa  data  to  CHIC,  it  is  more  likely  that  the  differences 
merely  reflect  regional  variation  and  thus  indicate  the  need  for 
clinicians  and  researchers  to  use  region-specific  and  racially- 
specific  norms. 

NC  children  had  more  hypertension  than  expected.  Criteria 
for  diagnosing  hypertension  typically  suggest  that  treatment 
begin  when  pressures  reach  the  95th  percentile  for  specific  age 
groups.-'  The  data  used  to  create  these  norms  did  not  include  NC 
subjects,  but  when  we  applied  these  norms  to  NC  children,  we 
found  that  approximately  11%  of  children  (rather  than  the 
anticipated  5%)  had  blood  pressures  higher  than  the  national 
95th  percentile  and  could  be  considered  hypertensive.  The 
mean  blood  pressures  found  in  the  Muscatine  and  KYB  studies 
( 1 07/72  mmHg  and  1 08/66  mmHg)  were  similar  to  CHIC  ( 1 04/ 
68  mmHg),  but  theirreported  prevalence  of  "hypertension"  was 
lower  ( 1 .2%  and  2.3%  vs  8.8%)  because  they  used  adult  criteria 
( 140/90  mmHg)  for  diagnosing  hypertension.  Bogalusa"  s  crite- 
ria for  diagnosis  were  closer  to  those  set  down  by  the  Second 
Task  Force-'  and  therefore  to  CHIC's,  but  the  mean  blood 
pressures  and  prevalence  of  hypertension  (5%  vs  12%)  were 
much  lower. 

We  found  that  more  males  than  females  had  hypertension 


and  that  African- Americans  had  the  highest  proportion  of  both 
systolic  and  diastolic  hypertension.  New  recommendations 
suggest  that  accounting  for  height  is  essential  in  diagnosing 
hypertension.-''  Since  the  African-American  subjects  tended  to 
be  taller  and  heavier,  it  is  possible  that  the  prevalence  of 
hypertension  would  decrease  if  new  guidelines  were  applied. 
That  determination  is  beyond  the  scope  of  this  paper  but  will  be 
examined  in  the  future.  As  with  cholesterol,  differences  in  BP 
may  be  related  to  the  different  decade  of  data  collection. 
Children  in  the  1990s  (CHIC  and  CATCH)  are  taller  and 
heavier  than  in  past  decades,  so  higher  blood  pressures  would 
be  expected.  In  addition,  CHIC  had  a  high  proportion  of  obese 
subjects,  which  may  influence  blood  pressure.  '■*  As  the  CATCH 
group  suggests,  there  may  be  significant  regional  variation  in 
physical  measures.' 

Assessment  of  smoking  behavior  has  not  been  a  routine 
part  of  CVD  risk  factor  studies  in  young  children,  so  data 
comparable  to  CHIC  are  difficult  to  find.  The  prevalence  of 
smoking  in  elementary  schoolchildren  is  low,  but  it  rises  as 
children  age.  Experimenting  with  tobacco  products  at  an  early 
age  is  linked  to  habitual  smoking  as  a  teen  and  adult. -""-^ 
Brownson  et  aP"  found  that  23%  of  male  and  14%  of  female 
fifth-graders  in  Missouri  had  tried  cigarettes  but  only  4%  of 
males  and  2%  of  females  reported  regular  use  of  tobacco.  The 
National  Center  for  Health  Statistics  indicates  that  most  to- 
bacco experimentation  begins  between  the  ages  of  10  and  1  IP 
In  the  mid-1980s,  about  15%  of  13-year-olds  in  NC  smoked 
regularly,  but  51.4%  had  experimented  with  cigarettes.-"  The 
data  presented  in  this  paper  represent  the  first  report  of  smoking 
in  younger  North  Carolina  students. 

Only  two  of  the  other  community-based  studies  investi- 
gated smoking  behaviors  in  children.  Muscatine**  reported  that 
10%  of  eighth-graders  (age  13)  had  experimented  with  ciga- 
rettes in  the  early  1980s  and  3%  were  regular  smokers.  In  the 
1 970s.  KYB  investigators  reported'-  that  30%  of  1 1  -  to  14-year- 
olds  had  experimented  with  cigarettes  and  8%  were  regular 
smokers.  We  found  that  3.9%  of  third-  and  fourth-graders  were 
experimental  smokers  and  0.7%  were  current  smokers.  Signifi- 
cantly more  boys  than  girls  were  current  smokers  (1.1%  vs 
0.4%),  but  there  was  no  gender  difference  in  experimental 
smoking.  Further  comparisons  are  difficult  due  to  variability  in 
the  definitions  of  smoker  and  experimental  smoker.  The  most 
logical  conclusion  at  present  is  that  any  smoking  by  children  is 
unwanted  and  dangerous  because  of  the  likelihood  that  it  will 
lead  to  habitual  smoking  (and  its  host  of  chronic  illnesses  and 
health  problems)  later.  Efforts  to  reduce  smoking  and  experi- 
mentation with  tobacco  are  important  and  should  begin  in 
elementary  school  rather  than  wait  until  the  middle  grades. 

One  of  the  major  problems  with  generalizing  our  data  to 
NC  as  a  whole  is  the  fact  that  our  subjects  had  to  have 
permission  to  participate.  Families  with  CVD  risk  factors  may 
have  been  more  likely  to  consent.  Parental  information  was  not 
examined  by  the  age  of  the  parent,  but  even  if  those  parents  self- 
reporting  CVD  are  the  oldest  (one  age  61,  all  others  younger 
than  age  55),  they  are  still  experiencing  premature  CVD. 
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Therefore,  it  is  possible  that  children's  participation  was 
prompted  by  the  existence  of  parental  C  VD  or  C  VD  risk  factors 
(16.3%  of  these  young  parents  had  hypertension,  27.5%  had 
high  cholesterol,  and  9.8%  had  C  VD).  However,  since  the  mean 
values  for  BP  and  cholesterol  in  CHIC  children  were  similar  to 
those  in  other  community-based  studies,  family  history  may  not 
have  been  a  major  influence  for  inclusion  in  this  study. 


Conclusions 

The  prevalence  of  high  cholesterol,  high  blood  pressure,  and 
tobacco  smoking  is  higher  in  NC  children  than  expected. 


Furthermore,  the  NC  prevalences  appears  to  differ  from  those 
reported  from  other  areas  of  the  US:  NC  children  have  less 
hypercholesterolemia,  more  hypertension,  and  an  undesirable 
rate  of  smoking  experimentation.  These  results  suggest  several 
things.  First,  we  need  standardized  definitions  of  CVD  risk 
factors  in  children  so  that  researchers  can  collect  and  report 
comparable  data  for  clinicians  to  use.  Second,  region-specific 
and  within-region  gender-  and  race-specific  mean  and  preva- 
lence data  should  be  made  available  to  clinicians  so  they  can 
adequately  assess  risk  status.  Our  study  offers  the  first  wave  of 
information  to  help  pediatric  clinicians  assess  risk  status  for 
future  CVD.     □ 
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DISEASE      MANAGEMENT 


Diabetes  Mellitus 

Using  a  Database  to  Implement  a 
Systematic  Management  Program 


Douglas  G.  Kelling,  MD,  Joyce  A.  Wentworth,  MSN,  RN,  CDE,  and  Janet  B.  Wright,  MSN,  RN 


Today's  climate  of  health  care  reform  and  managed  care  makes 
it  clear  that  health  care  professionals  must  develop  ways  to 
maximize  patient  satisfaction  and  quality  of  care  while  mini- 
mizing costs.  Diabetes  mellitus  provides  as  an  excellent  model 
for  this  process  because  it  is  a  costly,  chronic  disease  in  which 
preventive  measures  and  coordinated  care  can  be  expected  to 
decrease  long-term  complications,  reduce  hospitalizations,  delay 
disability,  and  prevent  death — thereby  improving  health  and 
reducing  future  costs. 

The  Diabetes  Control  and  Complications  Trial  (DCCT),  a 
10-year,  multicenter  randomized  clinical  trial  concluded  in 
June  1993,  showed  that  intensive  control  of  blood  glucose  led 
to  a  76%  decrease  in  retinopathy,  a  56%  decrease  in  nephropa- 
thy, and  a  60%  decrease  in  neuropathy.  The  DCCT  studied 
people  with  Type  1  (insulin-dependent)  diabetes  mellitus,  but 
most  scientists  believe  that  the  results  will  be  applicable  to  the 
patients  with  Type  2  (noninsulin-dependent)  diabetes  as  well.' 
The  DCCT  noted  that  patient  education  was  integral  to  im- 
proved health  outcomes,  and  demonstrated  the  cost-effective- 
ness of  integrating  diabetes  care  and  education. - 

In  North  Carolina,  diabetes  mellitus  is  a  major  public 
health  and  clinical  concern.  Approximately  290,000  North 
Carolina  residents  (6%  of  the  population)  have  diabetes,'  but 
the  numbers  increase  in  older  individuals  and  in  nonwhite  races. 
Every  year  there  are  more  than  66.000  diabetes-related  hospi- 
talizations in  North  Carolina.  In  1992,  the  total  cost  of  diabetes 
care  in  North  Carolina  was  estimated  at  $  1 .4  billion;'  approxi- 
mately 48%  of  the  total  is  ascribed  to  costs  of  inpatient  and 
outpatient  care;  the  remaining  52%  represents  lost  wages."* 


Defining  a  Diabetes  Care  Program 

In  1993,  individuals  involved  in  diabetes  care  met  to  lay  the 


foundation  of  a  statewide  effort  to  reduce  the  burden  of  this 
chronic  disease  in  North  Carolina.''  The  major  recommendation 
issuing  from  this  meeting  was  that  the  health  care  community 
make  diabetes  self-management  education  programs  available 
to  North  Carolinians  with  diabetes  and  their  families.  In  this 
article  we  describe  an  interdisciplinary  approach  to  providing 
continuity  of  care  for  patients  with  diabetes.  We  developed  a 
community-wide  collaborative  relationship  of  health  care  pro- 
viders to  encourage  consistent  care  of  all  patients  with  diabetes. 
The  ultimate  purpose  of  such  a  community  program  is  to  help 
(enable)  patients  to  control  their  own  diabetes,  thereby  reducing 
their  chance  of  developing  its  complications.  Our  model  em- 
phasizes surveillance  and  prevention. 

In  November  1994,  a  primary  care  physician,  Douglas  G. 
Kelling,  created  a  task  force  consisting  of  members  of  his  office 
staff,  inpatient  and  outpatient  hospital  diabetes  educators,  key 
hospital  nurses  and  dietitians,  home  care  agency  directors  and 
other  nurses,  representatives  of  a  hospital  Information  Systems 
department,  and  representatives  of  insulin  and  blood  glucose 
monitoring  equipment  companies.  Physicians  specializing  in 
endocrinology,  nephrology,  ophthalmology,  neurology,  podia- 
try, and  infectious  diseases  collaborated  as  well  in  the  joint 
effort  to  develop  the  program  outlined  in  this  article. 


Education  for  Self-Care 

In  an  effort  to  decrease  hospital  length  of  stay ,  inpatient  diabetes 
education  was  changed  to  focus  on  self-management  "survival 
skills.'"  Teaching  was  begun  by  the  staff  nurse  with  further,  in- 
depth  teaching  carried  out  by  home  care  nurses  or  in  the 
hospital's  outpatient  Diabetes  Self-Care  Program  after  dis- 
charge. All  diabetic  patients  of  Dr.  Kelling  who  are  admitted  to 
the  hospital  receive  diabetes  education,  even  if  the  admission  is 
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not  directly  caused  by  diabetes.  Hospitalized  patients  with  new- 
onset  diabetes  are  seen  by  a  nurse  diabetes  educator.  An 
inpatient  dietitian  sees  all  patients  referred  for  diabetes  nutrition 
therapy. 

The  hospital's  Diabetes  Self-Care  Program  is  a  satellite  of 
the  Duke  University  Adult  Diabetes  Program.  It  is  located  in  an 
Endocrinology  Clinic,  which  is  staffed  one  to  three  days  a  week 
by  Duke  and  community  endocrinologists.  Collaborative  con- 
sultation of  specialists  with  the  primary  care  physicians  is  the 
key  to  informed  relationships  between  physicians,  and  better 
care  for  patients.' 

The  self-care  program  is  taught  by  two  diabetes  nurse 
educators  and  a  registered  dietitian.  The  program  consists  of 
three  to  six  hours  of  individualized  counsehng  about  self-care 
skills,  nutrition,  medication  administration,  blood  glucose  moni- 
toring, and  the  response  to  potential  emergencies  (diabetic 
ketosis,  hypoglycemia,  acute  illness).  A  three-day  comprehen- 
sive program  involving  all  aspects  of  diabetes  self-management 
is  also  available.  Follow-up  visits  are  scheduled  for  six  and  12 
months  after  the  basic  or  comprehensive  programs. 

All  patients  of  Dr.  Kelling  who  have  diabetes  are  referred 
to  the  outpatient  Diabetes  Self-Care  Program  or  to  home  care, 
thus  extending  the  continuum  of  care  into  the  community. 
Figure  1  shows  a  flow  diagram  of  what  happens  depending  on 
whether  patients  are  homebound  or  non-homebound  and  whether 


they  need  only  teaching  or  skilled  nursing  care  as  well.  All 
patients  in  the  program  receive  appropriate  referrals  and  care, 
regardless  of  their  source  of  funding.  Figure  2,  next  page, 
demonstrates  how  referrals  and  information  flow  between 
physicians,  nurses,  dietitians,  and  social  workers.  Patients  with 
poorly  regulated  diabetes  are  referred  to  the  Endocrinology 
Clinic,  the  Diabetes  Self-Care  Program,  or  home  care  for 
medical  management  or  education.  Teaching  plans  for 
homebound  patients  with  diabetes  were  developed  by  the  home 
care  agencies  to  make  visits  more  organized  and  provide 
continuity  of  care. 

Providing  continuity  of  care  can  decrease  diabetes-related 
hospitalizations  and  prevent  the  development  of  chronic  com- 
plications. Since  the  program  began,  not  one  patient  enrolled  in 
this  coordinated  diabetes  care  system  has  been  readmitted  to  the 
hospital  because  of  uncontrolled  diabetes. 


Surveillance 

The  flow  diagrams  were  developed  using  the  American  Diabe- 
tes Association  (ADA)  Standards  of  Medical  Care.^  These 
standards  call  for  an  annual  history  and  physical  examination, 
ophthalmological  exam,  foot  exam,  blood  lipid  profile  mea- 
surement, urinalysis  (including  testing  for  microalbuminuria) 
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Fig  1 :  Diabetic  patients'  journey  tlirough  ttie  health  care  system  depending  on  wliether  they  are  homebound  or  non-homebound 
and  whether  they  need  only  teaching  or  skilled  nursing  care  as  well. 
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and  electrocardiogram.  The  ADA  Stan- 
dards define  basic  medical  care  but  do 
no/ preclude  further  evaluation  or  man- 
agement by  specialists  if  needed. 
Rather,  the  standards  guide  health  care 
professionals  in  setting  treatment  goals, 
assessing  the  quality  of  care,  identify- 
ing areas  that  need  more  attention  or 
self-management  training,  and  defin- 
ing appropriate  referrals  to  specialists. 

Standing  orders  for  inpatient  and 
outpatient  care  were  written  by  Dr. 
Kelling  to  comply  with  ADA  stan- 
dards. These  orders  include  determin- 
ing the  percentage  of  glycated  hemo- 
globin every  three  months  in  insulin- 
treated  patients  and,  as  needed,  to  as- 
sess achievement  of  glycemia  goals  in 
noninsulin-treated  patients.'  Urinary 
albumin/creatinine  ratio  (including  microalbuminuria)  is  as- 
sessed yearly  or  as  indicated,  and  patients  are  referred  to  a 
nephrologist  when  appropriate.  Blood  lipid  profiles  are  deter- 
mined yearly  or  as  indicated.  Based  on  input  from  physician 
specialists,  mechanisms  for  making  referrals  and  obtaining 
laboratory  data  were  built  into  the  system  of  flow  diagrams  and 
standing  orders. 

Areas  of  special  concern  relate  to  the  serious  consequences 
of  diabetic  neuropathy,  retinopathy,  peripheral  vascular  dis- 
ease, foot  ulcers,  hyperlipidemia,  nephropathy,  and  hyperten- 
sion. Flow  diagrams  were  developed  to  assess  patient  status 
relative  to  each  potential  complication,  denoting  when  to  obtain 
laboratory  testing  or  consultation  depending  on  previous  labo- 
ratory values  and  the  condition  of  the  patient.*  For  instance,  the 
flow  diagram  for  nephropathy  takes  into  consideration  blood 
pressure  and  denotes  criteria  for  obtaining  laboratory  tests, 
referral  to  specialists,  and  follow-up  office  visits.'  The  retin- 
opathy flow  diagram  adheres  to  the  ADA  recommendation  for 
a  yearly  dilated  eye  examination.  The  flow  diagram  for  hyper- 
lipidemia addresses  three  situations:  diabetes  in  patients  with 
known  atherosclerotic  disease;  in  those  with  no  atherosclerotic 
disease  but  at  least  one  additional  risk  factor  for  its  develop- 
ment; and  diabetes  in  those  with  neither  atherosclerotic  disease 
or  known  risk  factors.'' 


A  Database  for  Clinical  Information 

A  computer  database  program  (Humabase  III)  was  generously 
provided  by  Eli  Lilly  and  Company.  With  the  help  of  the 
hospital"  s  Department  of  Information  Systems  we  hoped  to  link 
all  computer  entries  for  a  given  patient,  whether  generated  in  the 
hospital,  clinic,  diabetes  education  program,  or  home  care 
agencies.  Unfortunately,  our  current  computer  system  will  not 
allow  linkage  of  the  different  sites,  so  information  from  the 
outpatient  education  program  and  from  home  care  is  faxed  to 


Dr.  Kelling's  office  where  it  is  entered  into  the  patient's 
Humabase  record  (Figure  2,  above).  So  far,  data  on  approxi- 
mately 425  patients  have  been  entered. 

A  new  computer  system  is  being  installed  and  will  link  the 
hospital,  hospital  clinics,  and  home  care  agencies,  allowing  all 
to  have  immediate  access  to  information  and  preventing  dupli- 
cate ordering  of  laboratory  tests  and  procedures.  A  tracking 
system  will  prompt  the  physician  on  when  to  order  laboratory 
studies  depending  on  clinical  values  such  as  blood  lipid  levels 
or  elapsed  time  since  last  testing  (as  with  glycated  hemoglobin). 


How  Have  Our  Patients  Done? 

The  medical-surgical  clinical  nurse  specialist  working  in  the 
hospital  inpatient  program  evaluated  the  effectiveness  of  the 
program  by  determining  patients'  plasma  glucose  levels  before 
and  after  enrollment.  We  present  here  data  only  from  patients 
with  Type  2  diabetes  mellitus  followed  in  Dr.  Kelling's  office. 
Case  records  of  a  convenience  sample  of  50  patients  were 
reviewed  to  determine  glycated  hemoglobin  and  plasma  glu- 
cose values  in  each  patient  before  and  two  to  six  months  after 
receiving  self-management  education.  Data  were  analyzed 
using  SPSS  software  for  the  PC. 

We  measured  glucose  values  by  retrospective  chart  re- 
view. One  blood  glucose  level  was  obtained  per  patient  before 
and  after  the  program.  These  values  may  have  been  by  fingerstick 
at  home,  office,  or  hospital,  or  by  fasting  or  random  venous 
blood  collection.  The  mean  plasma  glucose  was  216  mg/dL 
before  the  self-management  education  and  169  mg/dL  after 
(normal  range  70-135  mg/dL).  These  results  are  statistically 
quite  different  from  one  another  (p=0.003  by  paired  t-test).  The 
mean  glycated  hemoglobin  value  was  8.5%  before  the  self- 
management  education  and  7.6%  after  (p<0.001  by  paired  t- 
test). 
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Table  1.  Effect  of  a  systematic  diabetes  management  program  on  health  of  enrollees 

Variable  measured                       Population 

Mean  (SD)  blood  sugar                  50  random  patient  charts 
Mean  (SD)  glycated  hemoglobin    50  random  patient  charts 
Mean  (SD)  glycated  hemoglobin    All  390  patients  enrolled 

Before  program 

216  mg/dL  (112.4) 
8.5%               (2.1) 
8.6%               (2.2) 

After  program 

169  mg/dL     (60.2)  p=0.003* 
7.6%                (1.3)  p<0.001* 
7.3%              (1.6)  p<.oor 

(11/1/95-11/1/96) 

Mean  (SD)  LDL  cholesterol           241  patients  enrolled 

156  mg/dL  (44.2) 

128  mg/dL 

(37.5)  p<0.001* 

(10/10/95-10/10/96) 

Mean  (SD)  LDL  cholesterol           90  patients  with  known 

coronary  artery  disease 
'paired  t-test 

150  mg/dL  (35.6) 

117  mg/dL 

(33.5)  p<.001* 

The  positive  findings  from  our  50-patient  study  were 
reinforced  when  we  found  a  15%  reduction  in  mean  glycated 
hemoglobin  (from  8. 6%  to  7. 3%;  normal  range  4.4-6.4%)  of  the 
390  patients  entered  in  the  database  from  November  1 , 1 995,  to 
November  1,  1996  (Table  1).  Overall,  our  data  support  the 
position  that  education  in  diabetes  self-management  had  a 
positive  effect  on  patients'  ability  to  control  their  diabetes, 
although  other  potentially  confounding  factors  (such  as  changes 
in  medication  regimens,  diet  or  exercise  programs)  were  not 
measured  in  this  study. 

Lipid  profiles  obtained  on  the  241  patients  entered  in  the 
diabetes  database  from  October  10,  1995,  to  October  1,  1996, 
showed  a  reduction  of  low-density  lipoprotein  (LDL)  choles- 
terol concentration  from  a  mean  value  of  1 56  mg/dL  to  1 28  mg/ 
dL  (p<0.001  by  paired  t-test;  Table  1)  (normal  range  104-130 
mg/dL).  In  a  subset  of  90  patients  with  known  coronary  artery 
disease,  LDL  cholesterol  concentration  fell  22%,  from  150  mg/ 
dLto  117  mg/dL. 

The  overall  efficiency  of  the  database  is  shown  by  the  fact 
that  176  of  425  patients  (41%)  have  been  referred  for  eye 
examination  because  they  had  not  seen  an  ophthalmologist  in 
more  than  a  year.  And  by  July  1996,  117  of  the  425  patients 
(28%)  had  been  referred  to  a  nephrologist,  in  86%  of  cases 
because  of  newly  discovered  micro-  or  macroalbuminuria  or 
renal  insufficiency. 


Conclusions 

"Managed  care"  in  the  best  sense  of  the  word  can  represent  a 
significant  step  forward  in  health  care  delivery.  We  have 
outlined  how  one  coordinated  effort  by  health  care  profession- 
als minimized  disruption  and  fragmentation  of  care  while 
maximizing  patient  satisfaction  and  quality  care  and  cost  out- 
comes. The  success  of  this  coordinated  diabetes  care  program 
in  lowering  the  patients'  blood  sugar  and  lipid  levels  demon- 
strates its  potential  benefits.  Another  measure  of  success  is  the 
complete  avoidance  of  hospitalization  for  uncontrolled  diabe- 
tes of  all  patients  enrolled  in  the  coordinated  care  system  from 
its  outset  (of  course,  there  was  no  control  group  for  comparison, 


but  certainly  none  could  have  done  better).  The  task  force 
continues  to  collaborate  on  organizing  and  implementing  strat- 
egies designed  to  minimize  overlap  or  gaps  in  care  processes.     □ 
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LEGAL      ISSUES 


The  Medicolegal  Guidelines 

An  Invitation  to  Resurrect  and  Revise 


Anne  Duvoisin,  JD 


Dramatic  changes  have  swept  across  North  Carolina's  medical 
and  legal  landscapes  within  the  past  six  years.  Since  the  NC 
Medicolegal  Guidelines  were  adopted  in  1991.  consider  that: 

♦  Managed  care  has  changed  the  economics  of  medicine  and 
the  nature  of  medical  practice; 

♦  Medical  records  are  now  almost  entirely  entered  and  trans- 
mitted electronically,  raising  new  privacy  and  access  issues; 

♦  Physician-assisted  suicide  regularly  raises  ethical  questions 
about  terminal  care  and  euthanasia; 

♦  Federal  and  North  Carolina  law  relating  to  provider's  liens, 
and  Medicare  and  Medicaid  liens  and  coverage  continue  to 
evolve  independently  and  often  inconsistently; 

♦  Mediation  and  arbitration  challenge  the  court  system  by 
providing  less  expensive,  less  painful  means  for  resolving 
medical  malpractice,  personal  injury,  worker's  compensa- 
tion, and  other  health  care  disputes. 

Despite  these  changes,  the  antipathy  between  physicians 
and  advocates  remains.  Therefore,  the  need  exists  for  guide- 
lines to  add  civility  to  the  interaction  between  the  two  profes- 
sions. The  current  guidelines  must  make  sense  in  the  modem 
medical  and  legal  world  order.  Recognizing  that  need,  the  NC 
Medical  Society  and  the  NC  Bar  Association  have  directed  their 
Joint  Committee  to  rewrite  the  current  edition  of  the  Guidelines. 

The  Committee  will  conduct  hearings  to  determine  the 
wish  list  of  affected  parties  before  embarking  on  revision.  To 
that  end,  I  invite  you.  Journal  readers,  to  help  us  revise  the 
guidelines  so  that  they  suit  your  needs — but  you  need  to  let  us 
know  what  those  needs  are.  Write  a  letter  to  Journal  Editor  Dr. 
Frank  Neelon;  offer  to  speak  at  a  hearing;  or  call  me  or  my 
co-chair.  Dr.  Jack  Emery  of  Kaiser  Permanente,  Ann  Hale. 
Medical  Society  Committee  Liaison,  or  Elaine  Nanney,  Bar 
Association  Committee  Liaison,  and  share  your  ideas  with  us.* 


*Ms.  Duvoisin  is  a  Professional  Mediator  and  Arbitrator,  and 
Co-Chair  of  the  Joint  Committee  of  the  NC  Medical  Society  and 
the  NC  Bar  Association.  Her  number  is  919/493-5093,  e-mail: 
ald@gloryroad.net:  Dr.  Jack  Emery:  919/981-5799:  Ann  Hale, 
NCMS:  800/722-1350,  e-mail:  ahale@ncmedsoc.org;  Elaine 
Nanney,  NCBA:  91 9/677-0761 ,  e-mail:  NCBA@mail.barlinc.org 


Reviving  the  Committee 

During  past  several  years,  the  Joint  Committee,  comprised  of 
three  lawyers  and  three  physicians,  has  risen  from  the  ashes  of 
its  dormancy  since  the  1991  rewrite.  The  Committee  was 
revived  to  handle  a  backlog  of  complaints  from  doctors  and 
lawyers  about  each  others'  lack  of  professionalism.  According 
to  its  mandate,  the  Committee  has  sought  to  resolve  these 
disputes,  or  farm  them  out  to  local  medicolegal  committees  that 
are  active  in  some  parts  of  the  state. 

Disputes  typically  arise  from  basic  issues  of  common 
controversy  between  doctors  and  lawyers  in  trial  settings  (other 
than  malpractice  cases).  These  fall  into  predictable  areas  that 
are  thoroughly  addressed  in  the  text  of  the  Guidelines:  coopera- 
tion and  communication  between  the  doctor  and  his  or  her 
patient' s  lawyer;  medical  records  provision  and  contents;  depo- 
sitions versus  trial  testimony;  subpoena  power  and  its  abuse; 
and,  as  always,  timely  payment  and  the  reasonableness  of 
physician's  fees  for  testimony,  report  writing,  and  consultation. 

The  Committee  has  decided  to  examine  whether  the  con- 
tent and  scope  of  the  Guidelines  should  change,  or  whether  they 
should  be  merely  updated  to  acknowledge  certain  changes  in 
legal  and  medical  practice  and  statutory  changes: 

♦  Should  the  Guidelines  be  voluntary,  as  they  are  now,  or 
should  compliance  be  mandatory,  and  enforced  by  the 
licensing  authorities  regulating  each  profession? 

♦  Should  the  Guidelines  apply  only  to  lawyers  and  doctors,  as 
they  do  now,  or  should  they  apply  to  hospitals  and  HMOs, 
medical  office  managers  and  paralegals,  and  ancillary  or 
parallel  professions,  such  as  psychologists  and  family  nurse 
practitioners? 

♦  Should  new  procedures  and  understandings  be  written  into 
the  Guidelines  to  more  accurately  reflect  the  face  of  medi- 
cine and  law  today? 

We  need  your  answers.  The  Joint  Committee  seeks  volun- 
teers from  the  medical  and  legal  community  to  educate  us  on 
your  needs  and  concerns  so  that  the  new  Guidelines  will  better 
serve  us  all.  Please  contact  us.     □ 
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We're  expanding  by  opening  four  alterna- 
tive/preventive medicine  clinics  in  the  Char- 
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MODERN      MEDICINE 


Minimally  invasive  Cardiac  Surgery 

Heart  Surgery  for  the  21st  Century 

Joseph  R.  Elbeery,  MD,  and  W.  Randolph  Chitwood,  Jr,  MD 


What  is  now  known  as  "minimally  invasive  surgery"  really 
began  when  Dubois  performed  the  t"irst  laparoscopic  cholecys- 
tectomy in  France  in  1 987.  Brought  to  this  country  by  McKeman 
and  Reddick  in  1988,  the  laparoscopic  approach  quickly  be- 
came standard  practice  for  gallbladder  surgery.  Many  other 
general  surgical  operations  are  now  performed  using 
laparoscopy,  but  cardiac  surgery  has  been  slow  to  adopt  such 
less  invasive  techniques.  In  1995,  Robinson'  reported  the  first 
minimally  invasive  coronary  artery  bypass  graft  (CABG):  in 
Europe,  Carpentier  performed  the  first  minimally  invasive 
mitral  valve  procedure  in  February  1996.-  A  wave  of  enthusi- 
asm for  minimally  invasive  cardiac  operations  has  followed. 

In  this  paper  we  review  the  current  status  of  minimally 
invasive  cardiac  surgery,  describe  the  operations  currently 
used,  and  profile  patients  qualified  for  operation  by  these 
techniques.  In  addition,  we  discuss  what  the  future  may  hold  for 
minimally  invasive  technologies. 


Coronary  Artery  Bypass  Surgery 

The  minimally  invasive  cardiac  procedure  most  commonly 
performed  today  is  the  direct  anastomosis  of  the  left  internal 
mammary  artery  (LIMA)  to  the  left  anterior  descending  coro- 
nary artery  (LAD).  It  requires  an  incision  only  3  or4  inches  long 
(Figure  1 ,  next  page)  at  the  site  of  the  fourth  or  fifth  left  costal 
cartilage,  which  has  sometimes  been  resected  for  added  expo- 
sure. Advances  in  instrumentation  make  resection  of  the  carti- 
lage unnecessary  and  allow  the  entire  LIMA  to  be  harvested  to 
the  level  of  the  subclavian  vein.  The  operation,  which  is 
performed  on  the  beating  heart  without  the  use  of  cardiopulmo- 
nary bypass,  is  known  by  various  names,  the  most  common  of 
which  is  MIDCAB  (minimally  invasive  direct  coronary  artery 
bypass).  Other  pseudonyms  include  keyhole  surgery,  trapdoor 
surgery,  LAST  (left  anterior  small  thoracotomy),  and  minicabg. 
In  the  vast  majority  of  cases,  the  anterior  descending 
coronary  artery  is  remarkably  accessible  through  this  incision. 


Generally,  the  first  thing  visualized  upon  opening  the  pericar- 
dium is  the  coronary  artery  that  is  to  be  grafted.  When  the  artery 
lies  inside  the  heart  muscle  and  cannot  be  easily  located  (less 
than  5%  of  cases),  the  procedure  is  converted  to  a  standard  open 
CABG  using  median  sternotomy  and  the  heart-lung  machine. 
Conversion  is  less  commonly  needed  because  the  LAD  is 
severely  and  diffusely  calcified  or  the  LIMA  is  inadequate  or 
otherwise  unusable. 

Many  centers  have  used  drugs  to  slow  the  heart  and 
facilitate  sewing  but  commercially  available  heart  stabilizing 
devices  (Cardiothoracic  Systems,  Cupertino,  C  A)  make  control 
of  heart  rate  less  important  (Figure  2,  page  376).  The  mammary- 
to-coronary  artery  anastomosis  is  performed  using  the  surgeon's 
standard  suture  technique  and  the  resulting  bypass  is  identical 
to  that  performed  using  the  heart-lung  machine  and  a  sternum- 
splitting  incision. 

Early  results  of  MIDCAB  operations  from  multiple  centers 
in  the  United  States  and  abroad  are  quite  promising.'  The 
grafted  arteries  remain  patent  in  more  than  95%  of  cases  and 
conversion  to  open  operation  occurs  in  only  about  5%  of  cases. 
In  another  5%  of  cases  there  is  a  need  for  reintervention  via 
repeat  surgery  or  percutaneous  angioplasty.  One  of  the  most 
positive  aspects  of  the  procedure  is  that  in  the  event  of  any  type 
of  problem,  standard  bypass  surgery  is  available  as  the  backup 
procedure.  In  nearly  all  cases  of  conversion  or  reintervention, 
the  LIMA  can  still  be  used  as  the  bypass  conduit. 

Although  most  of  cases  described  to  date  have  involved 
bypass  of  the  anterior  descending  coronary  artery,  other  vessels 
are  amenable  to  this  approach.  Very  proximal  right  coronary 
artery  lesions  may  be  bypassed  using  the  right  internal  mam- 
mary artery,  and  the  LIMA  may  be  used  as  a  sequential  conduit 
to  other  arteries  on  the  front  of  the  heart. 

MIDCAB  shows  great  promise  and  will  likely  play  an 
increasingly  important  role  in  the  evolution  of  coronary 
revascularization.  Advantages  of  this  procedure  include  elimi- 
nation of  the  heart-lung  machine,  thereby  decreasing  the  risk  of 
perioperative  stroke,  respiratory  distress,  renal  dysfunction. 


The  authors  are  affiliated  with  East  Carolina  Univ.  School  of  Medicine.  Dr.  Elbeery  Is  Assistant  Professor,  Division  of  Cardiothoracic 
Surgery;  and  Dr.  Chitwood  is  Professor  and  Chair,  Department  of  Surgery,  and  Chief,  Division  of  Cardiothoracic  Surgery. 
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Traditional  Entry 


Heart 


To  accMS  the  heart,  surgeons  saw  through 
the  sternum  and  separate  the  rib  cage 
using  metal  retrartors. 


Less  Invasive  Bypass 


Heart 


Incision 
area  in  rib 


Surgeons  make  a  two-  to  three-inch  incision 
in  the  left  chest  and  remove  a  small  piece  of 
cartilage  forming  part  of  a  rib. 


Mitral  Valve  Repair 


Incision 
area  in  rib 


Heart 


Similar  to  the  less  invasive  bypass  approach, 
surgeons  remove  a  notch  of  rib  In  the  right 
chest  to  access  the  heart.  A  10mm  camera  is 
Inserted  through  the  incision  site  to  allow 
the  surgeon  to  se«  the  damaged  valve. 


Fig  1:  Schematic  diagram  illustrating  incision 
locations  for  standard  CABG,  MIDCAB,  and 
Micro-Mitral  operations.  (Courtesy  of  East 
Carolina  University  Press) 


and  coagulopathy  requiring  blood  transfusion.  Furthermore,  hospital  stay,  time 
to  full  recovery,  and  long-term  incisional  pain  problems  seem  to  be  decreased. 
The  number  of  centers  performing  MIDCAB  continue  to  grow.  In  the  future 
we  may  anticipate  "hybrid"  revascularization  procedures  such  as  percutaneous 
stent  placement  in  the  right  and  circumflex  coronary  arteries  with  MIDCAB 
internal  mammary  artery  bypass  of  the  LAD.  This  has  not  yet  been  (and  will  need 
to  be)  tested  against  standard  CABG  in  randomized  trials,  but  offers  the  promise 
of  complete  revascularization  in  patients  who  have  more  than  one  artery  blocked, 
while  still  providing  a  short  hospital  stay  and  rapid  recovery.  In  the  future,  we 
may  also  expect  technological  advances  that  will  make  more  coronary  arteries 
accessible  through  small  incisions  without  the  use  of  cardiopulmonary  bypass. 


Mitral  Valve  Procedures 

Recently,  the  mitral  valve  has  been  repaired  and  replaced  using  video-assisted, 
minimally  invasive  techniques.  In  North  America  the  first  such  operation  was 
done  by  Chitwood  in  May  1996.'*  Since  then  he  has  repaired  or  replaced  more 
than  30  mitral  valves,  through  a  2.5-  to  3-inch  right  lateral  mini-thoracotomy 
incision  (Figure  1,  at  left),  using  a  thoracoscope  and  specially  designed  mini- 
mally invasive  instruments.  The  rapidity  with  which  these  patients  return  to  a 
normal  activity  level  is  quite  impressive. 

The  mitral  valve  procedure  is  performed  using  cardiopulmonary  bypass  via 
cannulation  of  the  femoral  artery  and  right  atrium.  A  specially  designed  aortic 
clamp  is  passed  through  a  separate  small  port  to  stop  blood  flow  to  the  heart. 
Myocardial  protection  is  provided  by  a  retrograde  cardioplegia  cannula  passed 
into  the  coronary  sinus  through  the  right  atrium.  Antegrade  cardioplegia  and 
venting  of  the  aortic  root  is  achieved  through  a  needle  catheter  in  the  ascending 
aorta.  The  mitral  apparatus  is  visualized  directly  through  the  incision  and  also  on 
the  video  screen  via  the  thoracoscope.  The  mitral  valve  is  seen  more  clearly  this 
way  than  is  ever  possible  using  a  standard  median  sternotomy.  This  visualization 
facilitates  valve  repair  or  replacement.  Mitral  valve  repair  procedures — includ- 
ing insertion  of  an  annuloplasty  ring,  chordal  replacement,  and  quadrangular 
resection — are  all  performed  in  standard  fashion  as  is  valve  replacement. 

Preliminary  analysis  of  the  patients  operated  on  with  this  technique  shows 
no  increase  in  morbidity  or  mortality.  Hospital  stays  appear  to  be  reduced,  as  do 
analgesic  requirements  and  hospital  costs. 

Minimally  invasive  mitral  valve  surgery  is  in  its  infancy.  Current  techniques 
are  crude,  but  physicians  and  industry  are  rapidly  developing  tools  to  make  the 
procedures  more  "user  friendly"  so  that  all  cardiac  surgeons  will  be  comfortable 
in  its  performance.  In  the  future  we  can  expect  refined  cannulation  techniques 
(avoiding  groin  cannulation  altogether),  three-dimensional  video  equipment, 
and  novel,  partial  cardiopulmonary  bypass  strategies. 


Aortic  Valve  Replacement 

Minimally  invasive  aortic  valve  replacement  is  being  developed.  At  present,  all 
procedures  involve  the  use  of  cardiopulmonary  bypass,  but  they  avoid  median 
sternotomy.  A  technique  popularized  by  the  Cleveland  Clinic  group  uses  a  right 
parasternal  incision  and  requires  removal  of  two  or  three  costal  cartilages. 
Cardiopulmonary  bypass  and  subsequent  valve  replacement  are  performed 
similarly  to  current  standard  practice.  Patients  have  experienced  significantly 
less  pain,  length  of  stay  has  been  reduced  by  one  day,  and  costs  reduced  19% 
compared  to  aortic  valve  replacement  using  median  sternotomy.-^ 
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Another  approach,  developed  at  Loma  Linda,  involves  a 
hemisternotomy  or  "ministemotomy."  A  midline  incision  di- 
vides only  the  upper  portion  of  the  sternum.  Cardiopulmonary 
bypass  and  valve  replacement  are  performed  in  standard  fash- 
ion. As  at  the  Cleveland  Clinic,  postoperative  pain  and  hospital 
length  of  stay  are  lessened  without  an  increase  in  overall  costs, 
morbidity,  or  mortality.** 

Thus  far,  the  advantage  of  minimally  invasive  aortic  valve 
procedures  is  that  they  avoid  complete  median  sternotomy. 
Visualization  of  the  cardiac  structures  through  these  new  ap- 
proaches is  not  enhanced  and  may  actually  be  less  than  that 
provided  by  standard  median  sternotomy.  It  remains  to  be 
proven  whether  these  procedures  will  offer  any  dramatic  advan- 
tage over  standard  aortic  valve  replacement.  Nonetheless,  their 
development  illustrates  the  ongoing  movement  toward  modifi- 
cation and  improvement  of  current  valve  techniques. 


Port  Access  Surgery 

A  unique  approach  to  minimally  invasive  heart  surgery  has 
been  introduced  by  the  Stanford  group  in  conjunction  with  a 
company  called  Heartport  (Redwood  City,  CA).  This  work  has 
received  significant  attention  in  the  lay  press.  The  technique 
uses  an  "endoclamp,"  an  endovascular  balloon  used  to  occlude 
the  ascending  aorta  in  lieu  of  a  crossclamp.  Cardioplegia  is 
administered  and  venting  performed  through  the  endoclamp 
catheter  into  the  aortic  root.  The  endoclamp  is  placed  via  the 
femoral  artery  under  fluoroscopic  guidance.  Other  technical 


Fig  2:  Representation  of  the  heart  stabilizing  device  enabling  coronary  bypass  without  the  heart-lung 
machine.  (Courtesy  of  Cardlothoracic  Systems,  Inc.) 


details  of  port-access  surgery  include  the  use  of  the  femoral 
artery  and  vein  for  cannulation  for  cardiopulmonary  bypass.  All 
procedures  are  performed  in  a  bloodless  field  on  an  arrested 
heart.  Port  access  coronary  artery  bypass  surgery  was  initially 
attempted  under  thoracoscopic  guidance  but  now  uses  small 
incisions  to  allow  direct  anastomoses  to  the  coronary  arteries, 
similar  to  the  MIDCAB  procedure.'' 

Several  centers  have  used  Heartport  technology  for  mitral 
valve  repair  and  replacement.  The  procedure  is  very  similar  to 
that  described  by  Chitwood  except  for  the  use  of  the  endoclamp 
and  the  requirement  for  femoral  vein  cannulation.  Its  advan- 
tages are  that  it  avoids  external  aortic  clamping  and  provides 
access  to  the  aortic  root  for  venting  and  cardioplegia  adminis- 
tration; its  limitations  are  that  it  cannot  be  used  in  an  atheroscle- 
rotic aorta,  or  in  the  presence  of  aorto-iliac  disease.' 

Port  access  surgery  is  probably  the  most  innovative  of  the 
procedures  discussed.  The  technique  offers  a  completely  new 
way  to  induce  cardiac  standstill,  which  allows  minimally  inva- 
sive cardiac  procedures  to  be  performed  on  a  quiet  heart.  The 
use  of  a  high  pressure  intra-aortic  balloon  crossclamp  may  limit 
application,  however.  Ongoing  clinical  trials  will  help  deter- 
mine the  role  of  this  technology  in  the  future  of  cardiac  surgery. 


Summary 

Cardiac  surgery  remained  largely  unchanged  while  other  surgi- 
cal specialties  moved  rapidly  toward  less  invasive  operations 
during  the  past  1 0  years.  In  the  past  year,  however,  heart  surgery 

has  begun  to  turn  in  a 
minimally  invasive 
direction.  The  present 
feverish  pace  is  fueled 
by  the  media  and  pa- 
tient preference  as  well 
as  commercial  devel- 
opments that  have 
made  minimally  inva- 
sive heart  surgery  pos- 
sible. At  present,  se- 
lect coronary  artery 
bypass  procedures  can 
be  performed  without 
the  use  of  cardiopul- 
monary bypass  or  me- 
dian sternotomy.  Both 
mitral  and  aortic  valve 
replacements  can  now 
be  done  through  lim- 
ited incisions  that 
avoid  sternal  splitting. 
These  minimally 
invasive  operations 
probably  represent  the 
infancy  of  a  new  era  of 
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cardiac  surgery.  In  the  2 1  st  century,  many 
coronary  bypass  operations  will  be  per- 
formed as  ambulatory  procedures  with 
same  day  or  next  day  discharge.  Patients 
will  return  to  full  activity  within  a  week. 
Cardiac  valve  procedures  will  remain  in- 
patient procedures  with  hospital  stays  of 
approximately  three  days  and  return  to 
normal  activity  will  occur  at  two  weeks. 
We  will  attain  these  goals  given  the  cur- 
rent state  of  the  art.  Imagine  what  vast 
improvements  the  future  holds.     □ 
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October  24 

Domestic  Violence:  Building  a  Stronger 

Health  Care/Community  Response 

Keynote  speaker: 

Dr.  Ellen  Taliaferro,  Cofounder, 

Physicians  for  a  Violence-Free  Society 

This  one-day  conference,  at  the  Friday  Center  at  UNC-Chapel  Hill,  will 
provide  a  forum  for  domestic  violence  coalitions  and  NC  doctors,  nurses, 
and  health  and  human  service  providers  to  coordinate  their  efforts  aimed 
at  domestic  violence  awareness  and  prevention. 

Other  speakers  featured  are:  Dr.  Peggy  Goodman,  Chair,  NCMS 
DomesticViolenceCommittee,  and  Karen  Luciano,  Executive  Director,  NC 
Coalition  Against  Domestic  Violence.  The  session  offers  six  CME  credit 
hours,  Category  1,  AM  A. 

To  register,  call  Deedra  Donley,  UNC  Office  of  CME,  9 19/962-2 1 18. 
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"Be  part  of  a  world-class  operation. 
And  lose  the  residency  blues. " 
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hen  I  completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a  year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 
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Announcing. . . 

.  ..the  Irwin  A.  Brody  Award  for  an 
Essay  on  the  History  of  Medicine 

To  stimulate  interest  in  the  history  of  medicine,  the  Irwin  A.  Brody  Fund  for  the  History  of 
Neurosciences  and  the  Medical  History  Society  of  Duke  University  Medical  Center  are  sponsor- 
ing a  competition  for  the  best  paper  on  a  topic  in  medical  history  by  a  North  Carolina  medical 
student,  fellow,  or  house  officer. 

The  winner  will  receive  $500  and  a  certificate  and  will  be  invited  to  make  a  presentation  at  a 
regular  meeting  of  the  Medical  History  Society.  The  winning  paper  will  also  be  considered  for 
publication  in  the  North  Carolina  Medical  Journal. 

Eligibility:    Authors  must  be  medical  students,  interns,  residents,  or  fellows  enrolled  and 
in  good  standing  during  1997-98  at  Bowman  Gray,  UNC-Chapel  Hill,  Duke, 
or  East  Carolina  medical  schools  or  other  NC  medical  institutions.  Papers 
must  be  unpublished,  but  may  be  under  consideration  for  publication  when 
submitted. 

Format:         Essays  must  be  original  scholarship  on  a  topic  in  the  history  of  medicine  or 
allied  sciences,  not  to  exceed  5000  words  (excluding  references,  tables,  and 
figures).  The  author's  name  should  not  appear  on  the  paper.  Send  four  copies 
of  the  manuscript,  including  tables  and  figures,  with  a  separate  sheet  giving 
the  author's  name,  address,  and  telephone  number  and  the  essay  title.  Materi- 
als will  be  returned  only  if  accompanied  by  a  self-addressed  envelope  bearing 
sufficient  postage. 

Judging:       Three  judges  from  the  departments  of  history  or  medicine  in  at  least  two  of  the 
participating  institutions  will  evaluate  the  submissions  on  the  basis  of 
originality,  contribution  to  the  history  of  medicine,  quality  of  research,  and 
quality  of  writing. 

Deadline:     All  materials  should  be  submitted  by  February  1, 1998  to: 

Brody  Award  for  Medical  History 

Box  3203,  Duke  University  Medical  Center 

Durham,  NC  27710 

Formore  details,  contact  Florence  Nash:  919/286-6405,  nash0004@mc.duke.edu 
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THE      WAY      WE      WERE 


North  Carolina  Medicine 

A  Conversation  With  Dr.  Gene  Stead 


Charles  F.  Wooley,  MD 

Eugene  A.  Stead,  Jr.,  remains  a  tall  figure  on  the  20th  century 
medical  horizon — but  as  the  century  fades  so  does  the  shadow 
he  cast.  Precisely  for  that  reason  1  want  to  recapture  the  man.  the 
times,  the  influences  that  his  mentors  transmitted  to  him.  and  in 
turn,  he  to  others  as  mentor  to  several  generations  of  young 
doctors. 

Neither  the  interaction  between  mentor  and  receptive  stu- 
dent of  medicine  nor  its  long-term  consequences  have  been  well 
documented  or  explored  in  contemporary  medicine.  And  yet 
mentor-student  interactions  are  fundamental  in  career  selection 
and  development.  Who  are  these  mentors?  Where  do  these 
people  come  from?  What  moves  them  to  do  what  they  do?  Can 
we  identify  and  nurture  a  new  generation  of  mentors? 

I  have  spent  a  fair  amount  of  time  tracing  the  academic 
heritage  in  Internal  Medicine  and  Cardiology  at  The  Ohio  State 
University,  establishing  an  academic  pedigree  in  terms  of  the 
men  and  women  who  shaped  our  institution — their  origins, 
early  influences,  mentors,  academic  paths.  It  has  turned  out  to 
be  a  fascinating  experience;  every  academic  medical  unit  or 
institution  has  its  own  unique  academic  heritage  (or  suffers 
from  the  lack  of  one).  Part  of  that  heritage  involves  North 
Carolina  with  Ohio. 

In  1990,  when  Dr.  Eugene  Stead  came  to  Columbus  to 
present  the  James  V.  Warren  Lecture  at  The  Ohio  State  Univer- 
sity College  of  Medicine,  I  was  already  on  the  trail  of  an  earlier 
Stead- Warren  connection — I  knew  that  they  had  played  impor- 
tant roles  in  the  formation  of  concepts  in  cardiology  and  internal 
medicine,  and  in  the  configuration  of  Departments  of  Medicine 
and  Sections  of  Cardiology.  Stead  and  soon  after,  Warren,  had 
been  present  during  the  restructuring  of  important  academic 
units  in  Boston  in  the  1930s  before  they  moved  on  to  develop 
new  programs  and  units  at  other  academic  sites  during  the  next 
five  decades.  Their  personal  friendship  and  professional  inter- 
actions continued  throughout  their  active  careers. 

At  the  time  of  his  lectureship  Stead  and  1  spoke  about 
Medicine — of  the  1930s  and  the  1990s.  We  spoke  of  Stead's 
early  days  as  a  House  Officer  in  Boston,  his  early  faculty 
position  there  with  Soma  Weiss  (1937-1942),  his  tenure  as 
Professor  and  Dean  at  Emory  University  and  the  Grady  Hospi- 


tal in  Atlanta  ( 1 942- 1 946),  the  Chairmanship  at  Duke  Univer- 
sity in  Durham  ( 1947-1967),  and  his  role  as  Emerims  Professor 
and  senior  statesman  in  US  and  North  Carolina  Medicine  since. 
The  occasion  of  our  meeting  was  one  of  mixed  emotions. 
Jim  Warren,  long-term  Chairman  and  Professor  of  Medicine  at 
Ohio  State,  and  a  Stead  disciple,  associate,  and  close  friend 
from  those  Boston,  Atlanta,  and  Durham  days,  had  died  a  few 
months  earlier.  The  yearly  Warren  Lecture  became  the  first 
Warren  Memorial  Lecture  in  1990.  It  seemed  appropriate  that 
Dr.  Stead  had  already  been  scheduled  to  speak  at  the  occasion. 


The  Stead  Legacy 

I  knew  Dr.  Stead  by  reputation — a  legendary  figure  in  his  own 
time.' '  Dr.  Joseph  M.  Ryan,  my  first  chief  of  cardiology  at  Ohio 
State,  had  been  with  Stead  at  Duke,  and  I  heard  many  Stead 
principles,  maxims,  and  directives  from  Joe  Ryan.  Dr.  Stead 
was  a  major  influence  in  the  lives  and  careers  of  the  cadre  of 
men  who  accompanied  him  from  Boston  to  Emory,  and  to 
Duke — as  well  as  the  large  numbers  of  men  and  women  who 
came  into  his  orbit  during  his  many-faceted  career.  At  the  time 
we  spoke,  I  didn't  recognize  all  the  "players"  in  the  Stead 
drama,  but  later  I  got  to  know  more  about  the  individuals,  the 
rhythms  of  their  lives,  the  timing  of  events,  the  shifting  tides  of 
medicine  and  medical  education.  Most  importantly,  I  got  to 
know  their  academic  heritage — the  Stead  legacy. 

I  already  knew  certain  Stead  influences  had  entered  the 
Ohio  State  "gene  pool."  A  Duke-Ohio  State  connection  had 
been  operative  since  the  earliest  Stead  years,  with  Duke  faculty 
members  and  chief  residents  joining  the  Ohio  State  faculty, 
Ohio  State  medical  students  and  house  staff  moving  on  to  Duke. 
Five  of  Stead's  chief  residents — Robert  Atwell  (1946-1947), 
Jim  Schieve  (1949-1950),  Arnold  M.  Weissler  (1958-1959), 
Chades  Mengel  (1961-1962),  and  Eari  Metz  (1965-1966)— 
came  to  Ohio  State  as  faculty.  Four  Stead  associates  who  came 
to  Ohio  State  during  the  Warren  years  (Wallace  Jensen,  James 
Leonard,  Charles  Mengel,  and  Arnold  Weissler)  later  chaired 
departments  of  medicine.  Among  the  many  Ohio  State  physi- 
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cians  who  moved  to  Duke  are  current  faculty  members  Tom 
Bashore,  Jeff  Crawford,  Russel  Kaufman,  Mark  Leithe,  Tom 
Long,  Ken  Morris,  Ed  Pritchett,  and  Michael  Sketch,  Jr. 

At  the  time  of  our  discussion  I  was  attempting  to  trace  the 
genealogy  of  the  Cardiology  Division  at  Ohio  State.  As  I  did  so, 
I  noticed  that  the  path  was  strewn  with  shards  of  cardiac 
research  that  could  be  traced  to  Soma  Weiss  in  Boston  and  to  the 
young  men  who  worked  with  Weiss.  Following  Weiss"  prema- 
ture death.  Stead  and  a  group  of  young  associates  (including  Jim 
Warren)  passed  through  Georgia  and  later  to  North  Carolina. 

The  recurrent  research  themes  in  Boston,  Atlanta,  and 
Durham  involved  the  mechanisms  of  symptoms  and  disease 
that  affected  "the  circulation" — syncope,  shock,  heart  failure, 
hypertension,  the  circulation  of  blood  in  peripheral  tissues.  The 
themes  were  restructured  or  restated  in  the  physiologic  and 
metabolic  language  of  each  decade  as  the  technology  of  each 
period  was  adapted  to  the  search.  The  Weiss/SteadAVarren 
research  themes  and  physiologic  messages  were  carried  Johnny 
Appleseed-like  around  the  country  by  the  many  professors  of 
medicine  who  trained  with  Stead  before  going  forth  to  populate 
a  number  of  academic  programs  over  several  decades. 

Finding  a  Mentor 

During  our  conversation.  Dr.  Stead  didn't  miss  a  beat.  As  I 
listened,  he  told  his  story  in  a  way  that  made  me  think  it  was  the 
first  time  it  had  ever  been  told.  Not  so,  of  course,  but  much  of 
it  was  news  tome.''  Out  of  the  past,  he  called  up  Soma  Weiss, 
dead  but  come  to  life  in  the  intensity  of  Stead's  reenactment  of 
those  Boston  days — first  at  the  Boston  City  Hospital  and  later 
at  the  Peter  Bent  Brigham  Hospital.^  ■■  Stead  had  been  a  house 
officer  at  the  Brigham  before  becoming  chief  medical  resident 
at  the  University  of  Cincinnati. 

"/  met  Soma  in  my  fifth  year  of  training.  I  was  chief 
resident  at  the  Cincinnati  General  Hospital.  In  those  days 
chairmen  had  relatively  few  disciples.  Soma  never  had  a 
lot  of  people  around  until  the  time  of  World  War  II.  But 
he  had  one  or  two  people  who  worked  with  him  for  a  two- 
year  period.  One  of  those  people  was  Gene  Ferris.  Gene 
had  come  to  Cincinnati  as  a  young  professor,  and  Soma 
promised  him  that  he  would  come  out  and  spend  a  week 
on  the  service  with  him. 

Sometime  in  January  1937,  Soma  appeared.  I 
worked  with  him  during  the  course  of  the  week.  It  was 
perfectly  clear  that  here  was  a  clinician  of  a  type  I  'd  never 
metbefore.  He  really  wanted  to  know.  He  approached  the 
patient  not  primarily  to  make  a  conventional  diagnosis 
but  to  understand  what  was  happening  with  the  patient — 
if  the  patient  had  a  complaint,  if  he  fainted,  or  if  he  hurt. 
Soma  always  began  with  the  symptoms  and  tried  to  come 
up  with  an  answer.  Why  did  it  occur? 

The  end  residt  was  that  instead  of  being  the  pathol- 
ogy-oriented system  that  I'd  been  used  to,  the  questions 
that  were  asked  were  quite  different.  I  found  it  fascinat- 


ing— cmd  I  already  knew  a  fair  amount  of  clinical  medi- 
cine. I  hada  great  time.  When  we  got  through,  I  saidloDr. 
Weiss:  'I'm  planning  on  going  into  practice  in  Atlanta  at 
the  end  of  this  year,  but  I  really  would  like  to  come  and 
work  with  you.  But  I  don't  care  about  working  with 
anybody  else. '  And  so  he  said,  'Okay,  we  can  set  that  up 
and  .tee  what  we  can  do. ' 

So  after  he  got  back  to  Boston,  he  called  and  said 
he  did  have  a  place  and  that,  for  my  sixth  year  out  of 
medical  school,  he  would  pay  me  $900.  And  I  said,  'Well 
I  can 't  accept  that.  My  brother  is  in  medical  school.  I'm 
paying  part  of  his  tuition.  I've  got  other  family  responsi- 
bilities. I've  got  to  start  paying  back  my  tuition  debt.  I've 
got  to  have  $1800. '  And  he  .said,  '  Well,  I  just  regret  to  tell 
you,  we've  never  paid  anybody  $1800.  I  can't  find  the 
money. '  And  I  said,  '  Well,  let 's  don 't  worry  about  it  and 
I'll  just  go  on  into  practice.  But.  if  by  any  chance  $900 
more  would  turn  up,  ahh... ' 

So  around  May  I  got  a  telegram,  'Extra  $900, '  so 
I  went  to  Boston  City  Hospital.  "" 

Looking  back,  it  is  difficult  to  explain  to  the  post-Depres- 
sion and  post-World  War  II  generation  just  how  small  and  tight 
was  the  medical  system  that  Stead  describes.  The  economic 
environment  was  so  sparse  that  an  amount  of  money  that  seems 
almost  trivial  by  present  standards  could  determine  career 
directions  and  decisions.  But  this  was  the  case,  not  only  for 
Gene  Stead,  but  for  many  other  young  men  and  women  during 
the  Depression  years  that  led  up  to  the  Second  World  War. 

Similarly,  the  informal  nature  of  the  application — the 
almost  negligible  negotiation,  the  arrangement,  the  final  "con- 
tract"— seem  incredibly  simple.  " I  would  like  to  come  and  work 
with  you, "  Stead  said.  "Okay,  we  can  set  that  up, "  Weiss 
replied.  No  multiple  interviews,  no  mandated  searches,  no 
letters  of  inquiry  or  support,  no  grant  applications.  Gene  Stead 
found  a  mentor;  Soma  Weiss  identified  a  superior  talent;  a 
handshake:  a  telegram. 


Warren  in  Stead's  Footsteps 

Some  time  earlier.  Dr.  Jim  Warren  and  I  had  spoken  of  Warren's 

coming  of  age  in  Boston  as  a  Harvard  medical  student,  class  of 

1939.   "At  that  time,  Harx'ard  was  filled  with  unbelievable 

academicians.  It's  small  wonder  that  so  many  of  us  did  go  into 

academic  medicine. "  During  his  fourth  year  at  Harvard,  Jim 

WaiTen  spent  an  elective  block  of  time  doing  research. 

"/  had  the  bravery  to  go  to  Dr.  Weiss  and  say  I  wanted  to 

spend  that  time  with  him.  He  graciously  accepted  me  and 

I  saw  a  lot  of  Dr.  Weiss.  But  right  at  the  firing  line,  at  the 

bench,  I  was  working  primarily  with  Lewis  Dexter.  Dr. 

Weiss  thought  toxemia  of  pregnancy  was  a  form  of 

hypertension  which  we  could  see  come  and  go — and 

might  be  worth  studying.  I  spent  many  hours  in  the 

delivery  rooms  of  Boston  City  Hospital  taking  blood 
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pressure  of  newborn  infants  right  at  the  moment  of 
delivery.  We  did  not  discover  any  great  things,  but  there 
was  a  book  produced  and  it  was  influential  on  me.  I  think 
it  made  me  certain  that  that 's  what  I  wanted  to  do.  As  we 
say  today.  Dr.  Weiss  was  the  role  model. 

The  word  that  young — he  was  young  then,  only 
about  40 — Dr.  Soma  Weiss  was  going  over  to  head  up  the 
medical  sen'ice  at  Brigham,  which  was  very  exciting  to 
all  of  us.  That's  why  I  elected  to  go  to  Brigham  for  my 
internship  and  residency.  I  went  to  Brigham  and  my 
house  staff  colleagues  [Dr.  Paul  Beeson  and  Dr.  Jack 
Meyers  among  other  fiiture  academic  leaders]  were 
outstanding. 

Dr.  Stead  was  around  at  that  time,  and  during  the 
summer  before  my  internship  started  I  worked  with  Dr. 
Stead  and  his  one  and  only  fellow,  Dr.  Richard  Ebert.  If 
you  look  up  the  Journal  of  Clinical  Investigation  of  the 
early  1940s,  you  will  find  an  article  in  there  on  how  much 
blood  could  be  pooled  in  the  e.xtremities  by  tourniquets. 
In  the  diagram — the  case  that's  used  as  the  example  for 
the  illustration  in  the  small  legend — you  can  see  it's 
'subject  J.  W. '  We  worked  on  ourselves,  amazingly.  "' 

Notice  here  some  clues  to  the  mentor  mysteries  I  men- 
tioned earlier,  first  in  Stead's  comments  about  Soma  Weiss,  and 
then  in  Warren's  comments  about  Weiss  and  Stead:  "/  really 
would  like  to  come  and  work  with  you. "  The  recognition  by 
Stead,  and  his  active  approach,  not  waiting  for  an  invitation.  Or 
Jim  Warren  saying  "  I  had  the  bravery  to  go  to  Dr.  Weissandsay 
I  wanted  to  spend  that  titne  with  him.  "  Recognition,  and  the 
active  approach  by  an  interactive  student. 

Warren,  working  with  Stead  and  Ebert.  carried  out  re- 
search studies  that  involved  "working  on  ourselves"  to  solve 
basic  questions  about  "The  Circulation"  (Jim  Warren  always 
spoke  of  "The  Circulation"  in  capital  letters;  now  I  knew  why). 

Stead  has  described  the  changes  that  occurred  at  the  Brigham 
Hospital,  the  Harvard  Medical  School,  and  the  Cambridge 
campus  during  the  two  years  and  five  months  ( 1939-1942)  that 
Soma  Weiss  served  as  the  Hersey  Professor  of  the  Theory  and 
Practice  of  Physic  at  the  Harvard  Medical  School  and  Physi- 
cian-in-Chief  at  the  Peter  Bent  Brigham  Hospital:  "The  era  of 
clinical  description  was  over.  Doctors  alone  could  not  master 
disease.  Chemists,  physicists,  mathematicians,  geneticists,  en- 


gineers, and  persons  from  other  disciplines  had  to  become  part 
of  the  mix.  The  medical  service  at  the  Brigham  would  undergo 
dramatic  and  lasting  changes. "''  These  sentiments  reverber- 
ated through  Atlanta  and  Durham  shortly  thereafter. 

I  want  to  make  an  additional  observation  about  our  "aca- 
demic heritage"  as  physicians.  Doctors  are  mentor-driven  people. 
Mentoring  forms  a  recurrent  theme  in  medical  lives.  Listen  to 
physicians  and  clinicians  as  they  reminisce,  as  they  sum  up  the 
influences  on  their  lives  and  careers,  as  they  point  out  the  way 
to  younger  colleagues.  In  1992,  in  Academic  Heritage:  The 
Transmission  of  Excellence — Cardiology  at  The  Ohio  State 
University,  I  traced  the  academic  pedigree  of  an  institution.  The 
process  involved  discussions  of  Weiss,  Stead,  and  Warren,  and 
interviews  with  Stead  and  Warren.  In  a  review  of  the  book  in 
The  Pharos,  Dr.  Stanford  S.  Kroopf,  archivist  at  Stanford 
University  Medical  School,  re-enforced  these  themes: 
"The  interx'iews  with  Drs.  James  Warren  and  Eugene 
Stead  are  outstanding  and  of  particular  interest  to  me. 
Along  with  Jim  Warren,  I  was  member  of  Soma  Weiss' 
house  staff  at  the  Peter  Bent  Brigham  Hospital  before  and 
after  his  death  and  shared  with  Jim  his  magic,  inspira- 
tional touch.  Gene  Stead  was  my  chief  after  Sotna  's 
death — a  different  but  superb  mentor.  In  his  interview 
with  Jitn  Warren,  Wooley  brings  out  his  emergence  from 
a  shy,  intense  medical  student  to  a  brilliant  researcher 
and  dynamic  organizer,  talented  in  his  own  right.  The 
Stead  inteniew  reflected  his  cutting  wit,  his  confident, 
direct  manner,  and  his  quick,  inventive  mind.  "* 

Conclusion 

The  careers  and  reputations  of  Weiss  and  Stead  were  enhanced 
by  a  group  of  young  doctors,  including  Jim  Warren,  who  were 
attracted  to  Weiss  and  his  Boston  programs.  When  Weiss  died 
in  1 942,  many  of  these  young  physicians  moved  on  with  Stead, 
searching  out  their  individual  destinies  at  Emory  or  Duke 
before  they,  in  turn,  moved  on  to  other  academic  centers, 
carrying  the  influences  of  both  legends  with  them.  Stead's 
decision  to  return  to  Boston  from  Cincinnati,  to  embark  with 
Soma  Weiss  on  an  academic  investigative,  teaching,  and  ad- 
ministrative career,  had  profound  later  effects  on  North  Caro- 
lina Medicine  when  Stead  eventually  settled  in  Durham  at  Duke 
University.  What  a  difference  $900  made!     □ 
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CME  Calendar 


September  16-October  21 
Medical  Writing  Course 

Place:      Duke  University 
Fee:        $120 

Info:        7-9  pm,  six  Tuesdays;  Duke  Continuing  Education, 
919/684-6259,  mention  class  ID  1533 

September  18-21 

Coastal  Medical  Retreat  and 

14th  Aesculapian  Sports  Classic 

Place:      Kingston  Plantation,  North  Myrtle  Beach,  SC 

Credit:    9  hours  Category  1 ,  AMA 

Info:        Beth  Mixon.  Coastal  AHEC,  P.O.  Box  9025, 

Wilmington  28402-9025,  910/343-0161  ext.  312 

September  25-27 

Multidisciplinary  Cardiovascular 
Conference  and  Orgain  Symposium 

Info:        Duke  Heart  Center.  9 1 9/68 1  -4278.  fax:  9 1 9/68 1  -7953 

September  26-27 

3rd  Annual  George  T.  Wolff,  MD, 

Primary  Care  Symposium 

Place:      Greensboro 

Credit:    9  hours.  AMA  Category  1  and  AAFP 
Info:        Office  of  CME,  Greensboro  AHEC,  910/574-7795, 
fax:  910/574-7591.  e-mail:  pgr@med.unc.edu 

September  26-28 

4th  Annual  Meeting:  NC  and  SC  Chapters, 

American  College  of  Cardiology 

Place:      Grove  Park  Inn  Resort,  Asheville 

Credit:    7  hours  Category  1 ,  AMA 

Fee:         NC-SC  ACC  members:  $  1 55,  nonmembers:  $200, 

affiliates  and  residents:  free 
Info:       NC-ACC,  4101  Lake  Boone  Trail,  Suite  201, 

Raleigh  27607.  919/787-5181.  fax:  919/787-4916 

September  27 

Duke  Heart  Center  Lecture 

Place:      Duke  Hospital  North 
Info:        Duke  Heart  Center,  9 1 9/68 1  -4278. 
fax:  919/681-7953 


October  15-19 

Infectious  Disease  '97  Board  Review 

Place:     Ritz-Carlton,  Tysons  Comer,  McLean,  VA 

Fee:         $895:  physicians,  $695:  physicians-in-training 

Credit:    36  hours  Category  1,  AMA 

Info:       Center  for  Bio-Medical  Communications,  Inc.,  80  W. 
Madison  Ave.,  Dumont,  NJ  07628,  201/385-8080, 
fax:  201/385-5650,  e-mail:  cbcbiomed@aol.com 

October  19-21 

16th  Annual  Science  Reporters  Conference 

Place:      Sheraton  Washington  Hotel,  Washington,  DC 
Info:        American  Medical  Association,  Department  of 

Science  News  312/464-5374  or  -5904, 

http://www, ama-assn.org 

October  23-26 

Medicine  for  the  Third  World  Traveler 

Place:      School  of  the  Environment.  Duke  University,  Durham 
Credit:    27  hours  Category  1 .  AMA 
Fee:        $450 

Info:        919/613-8082.  fax:  919/684-8751, 
e-mail:  britt@duke.edu 

October  24 

Domestic  Violence:  Building  a  Stronger 

Health  Care/Community  Response 

Place:      Friday  Center.  UNC-Chapel  Hill 

Credit:    6  hours  Category  1,  AMA 

Fee:        $75 

Info:        sponsored  by  UNC  Hospitals'  Beacon  Program,  UNC 
Injury  Prevention  Research  Center,  and  UNC  CME 
Office.  Contact  Deedra  Donley,  CME  Office,  UNC- 
Chapel  Hill.  23 1  MacNider  Bldg.,  CB#  7000,  Chapel 
Hill  27599-7000,  919/962-21 18^.  Registration  dead- 
line: Oct.  15.  See  page  377  for  more  info. 

October  30-November  1 

2nd  Annual  Integrating  Mind,  Body,  and 

Spirit  in  Medical  Practice  Conference 

Place:      Sheraton  Imperial  Hotel,  Research  Triangle  Park 
Fee:         by  9/15 — physicians:  $495,  nonphysicians:  $395; 

after  9/15 — physicians:  $520,  nonphysicians:  $420 
Info:        sponsored  by  Duke  Hospital  Education,  Box  3883 
DUMC,  Durham  27710,  fax:  919/681-6251, 
http://www2.mc.duke.edu/depts/npcs/edu/index.html 
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New  Members 


Monique  Lisa  Abner  (PS),  10512  Park 

Road,  Ste.  207,  Pineville  28210 
Maher  S .  Agha  (IM ),  7 1 1 0  Lawyers  Road, 

Charlotte  28207 
Karla  Rae  Ambroz  (RES),  MAHEC,  1 18 

Weaver  Blvd.,  Asheville  28804 
Sharrol  Elizabeth  Barnes  (OBG),  1408 

E.  Franklin  St.,  Monroe  281 12 
John  William  Black  (R),  18640  Greyton 

Lane,  Davidson  28036 
Dan  German  Blazer  (P),  Box  3005, 

DUMC,  Durham  27710 
Chris  D.  Campbell,  3369  Clingman  Road, 

P.O.Box  100,  Ronda  28670 
Andrea  Michelle  Carter  (RES),   1601 

Owen  Drive,  Fayetteville  28304 
Miriam  A.  Castillo-Toher  (FP),  The  Nalle 

Clinic,  1918  Randolph  Road,  Char- 
lotte 28207 
Douglas  Sou  Chen  (RES),  1601  Owen 

Drive,  Fayetteville  28304 
Iris  Cheng  (IM),  Carolinas  Medical  Cen- 
ter, P.O.  Box  32861,  Charlotte  28226 
James  Lyle  Comadoll  (ORS),  605  Grove 

St.,  Sahsbury  28144 
Christopher  Scott  Connelly  (N).  659 

Balfour  Road,  Winston-Salem  27 1 04 
Gerard  Patrick  Connor  (OBG),  Obstet- 
rics &  Gynecology  Res.  Tr.,  New 

Hanover  Regional  Medical  Center, 

Wilmington  28402 
Hans  Lucas  Grumpier  (RES),  404-21 

Treybrooke  Circle,  Greenville  27834 
Brian  Anderson  Dalrymple  (IM),  1024- 

14  Falls  Creek  Lane,  Charlotte  28209 
Martina  L.  Dockery  (RES),  1601  Owen 

Drive,  Fayetteville  28304 
Robert    L.    Ferguson    (IM),    6651 

Burgenfield  Drive,  Fayetteville  283 14 
Kevin  Paul  High,  Bowman  Gray  School 

of  Medicine,  Medical  Center  Blvd., 

Winston-Salem  27157 
Bradford  Warren  Holland  (RES),  1053 

Miller  St.,  Winston-Salem  27103 
Darlene  Racquel  Johnson  (RES),  1601 

Owen  Drive,  Fayetteville  28304 


Kevin  Earl  Johnson  (RES),  P.O.  Box 
5392,  Wilmington  28403 

Marylu  Basala  Kataja  (EM),  5930  Moray 
Court,  Concord  28027 

James  Patrick  Kessler  (ORS),  Kessler 
Orthopaedics,  41 12  N.  Croatan  High- 
way, Kitty  Hawk  27949 

David  Chase  Kibbe  (FP),  Future 
Healthcare,  Inc.,  P.O.  Box  9325, 
Chapel  Hill  27515 

Chong  Tae  Kim  (RES),  1311  Westpointe 
Drive  #5,  Greenville  27834 

Robert  R.  Kimball  (FP),  Box  1807, 
Statesville  28687 

Siva  Kumar  Kolupoti  (IM),  2704  Medi- 
cal Office  Plaza,  Goldsboro  27534 

Mary  T.  Le-Bliss,  3936  Yorkford  Drive, 
Charlotte  28269 

Timothy  Edward  Lietz  (EM),  2700 
Hinsdale,  Chariotte  28210 

Charles  H.  Livengood,  III  (OBG),  Box 
3291,  DUMC,  Durham  27710 

Lily  J.  Lou,  Women' s  Hospital  of  Greens- 
boro, 80 1  Green  Valley  Road,  Greens- 
boro 27408 

James  Thomas  Loverde  (IM),  1002 
Wellington  Hills  Circle,  Salisbury 
28147 

Mark  Joseph  Makhuli  (RES),  804 
Remington  Circle,  Durham  27705 

Manly  Ernest  Marshall  (ON),  Southeast- 
em  Medical  Oncology  Center,  203 
Cox  Blvd.,  Goldsboro  27534 

Melissa  Dawne  Matulis  (RES),  5313-L 
Quailwood  Drive,  Winston-Salem 
27104 

Christy  Clayton  McCaskill  (OBG),  Gary 
Women's  Center,  212  Ashville  Ave., 
Ste.  20,  Gary  27511 

Darby  H.  McElderry  (RES),  4000Caspian 
Way  Court,  Winston-Salem  27127 

Hugh  Thomas  McElderry ,  Jr.  (RES ),  4000 
Caspian  Way  Court,  Winston-Salem 
27127 

Edward  Beman  McMillan  (IM),  Char- 
lotte Medical  Clinic,  1001  Blythe 
Blvd.,  Ste.  500,  Charlotte  28203 


William  Scherer  Miles  (GS),  Dept.  of 

Surgery.  Carolinas  Medical  Center, 

Charlotte  28232 
Gregory  Stephen  Motley  (ORS),  Ogden 

Orthopaedic  Clinic,  600  N.  Madison 

St.,  Whiteville  28472 
Husam  Mourtada  (RES),  2300  Beasley 

Drive,  Apt.  H2,  Greenville  27834 
Margaret  Manning  Payne  (RES),  103  S. 

Laurel  Ave.  #83A,  Charlotte  28207 
Elizabeth  Morris  Peverall  (RES),  295 

Locust  Grove  Road,  Weaverville 

28787 
Scott  David  Polster  (FP),  Medical  Arts 

Clinic,  24  Second  Ave.  NE,  Hickory 

28601 
Yolanda  Natchina  Reed  (RES),  1601 

Owen  Drive,  Fayetteville  28304 
Stephanie  Lynn  Richter  (PD),  4501 

Cameron  Valley  Pkwy..  Charlotte 

28211 
Lewis  Harvey  Roberson,  II  (FP),  808 

Southridge  Drive,  Kings  Mountain 

28086 
Sharon  Mary  Roncevich  (PD),  101  W.T. 

Harris  Blvd.  #1121,  Chariotte  28262 
Jefry  H.  Rosen,  321  W.  Wendover  Ave., 

Greensboro  27408 
Chanchal  Rani  Saddy  (IM),  Eagle  Pri- 
mary   Care    Physicians,    301    E. 

Wendover  Ave..  Ste.  200,  Greensboro 

27401 
Eric  Brian  Schubert  (RES),  4 1 2  Pennsyl- 
vania Ave.,  Winston-Salem  27104 
Daniel  Leland  Schwarz  (RES),  Bowman 

Gray  School  of  Medicine,  Medical 

Center  Blvd.,  Winston-Salem  27157 
Linda  Anne  Bassett  Shaftoe  (IM),  300 

Emerson  Drive,  Rocky  Mount  27803 
Gerald  Mark  Sloan  (PS),  Div.  of  Plastic 

Surgery,  UNC  School  of  Medicine, 

Chapel  Hill  27599 
Bruce  D.  Switzer  (RES),  141 -B  Victoria 

Court,  Greenville  27834 
Paul  Wilson  Sykes  (FP),  644  ClarkDrive, 

Lincolnton  28092 
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Bradley  Monroe  Turner  (RES),  1601 
Owen  Drive,  Fayetteville  28304 

LesiaLindaTyson(R),P.O.Box221249, 
Charlotte  28222 

Samuel  Davis  Wellman,  Jr.  (NPM).  P.O. 
Box  1305,  Hickory  28603 

James  Todd  Williams  (D),  407  S.  Cox 
St.,  Asheboro  27203 

Randall  Paul  Williams  (AN),  Lake 
Norman  Anesthesia  Assoc,  642  Car- 
penter Avenue,  Mooresville  28 115 

Elizabeth  Lane  York  (FP),  Columbia 
Medical  Center,  P.O.  Box  189,  Co- 
lumbia 27925 

Avery 

Michael  Edward  Paulk  (FP),  Sloop  Me- 
morial Hospital,  Box  470,  Crossnore 
28616 

Beaufort-Hyde-Martin- 
Washington-Tyrrell 

Sohai  L.  Parekh  (IM),  200  Santree  Drive, 
E3,  Williamston  27872 

Bertie-Gates-Hertford 

Vincent  Eugene  Martin,  Jr.  (R),  Roanoke- 
Chowan  Hospital,  500  S.  Academy 
St.,  Ahoskie  27910 

Buncombe 

John  Francis  Ende  (R),  900  Medical 
Court.  Ste.  A.  P.O.  Box  910,  Marion 
28752 

Maureen  Kennedy  (OBG),  Asheville 
Women's  Medical  Center,  143 
Asheland  Ave.,  Asheville  28801 

Sonia  Lynn  Schaltenbrand(IM),  Mission 
St.  Joseph  Health  System,  509 
Biltmore  Ave.,  Asheville  28801 

Burke 

Hae  Jin  Chung  (P),  1000  S.  Sterling  St., 

Morganton  28655 
John  David  Hamel  (EM).  1701  Waterford 

Way,  Morganton  28655 

Cabarrus 

Edith  Elaine  Cloud  (RES),  1524  Forest 
Glen  Lane,  Concord  28025 

Jonathon  Arnold  Edwards  (IM).  9925 
Lampkin  Way,  Charlotte  28269 

Mary  Hombeck  (RES),  1011  Waterview 
Drive,  Concord  28027 


Jodi  Lynn  Krueger  (RES),  1161 
Crestmont  Drive,  Concord  28025 

Robert  Michael  Smith  (RES),  2401 
Kannapolis  Highway,  Concord  28027 

Raymond  Tran  (RES),  704  Waterview 
Drive,  Concord  28027 

Caldwell 

James  Edward  Stanislaw  (ORS),  40 1  Mul- 
berry St.,  Ste.  103,  Lenoir  28645 

Catawba 

Brent  Ashley  Steams  (R),  920  Tate  Blvd. 
SE,  Ste.  112,  Hickory  28602 

Cleveland 

EricT.  Emerson  (PS),  507  N.  Morgan  St., 
Shelby  28150 

Jonathon  Mark  Fimhaber  (FP),  Jones 
Family  Practice,  113  E.  Grover  St., 
Shelby  28150 

Harry  Douglas  Hobson  (GS),  Shelby  Sur- 
gical Assocs.  PA,  200  W.  Grover  St., 
Shelby  28150 

Cumberland 

Robert  Fietsam  (CDS).  4342  Femcreek 
Drive,  Fayetteville  28314 

Emmanuel  E.  Harrison,  4315  Norwick 
Drive,  Fayetteville  28314 

Robert  Henry  Herrick  (CHP),  5834  Dob- 
son  Drive,  Fayetteville  2831 1 

Divyang  R.  Patel,  1665  Owen  Drive, 
Fayetteville  28304 

Jorge  Omar  Rodriguez  (GP),  525  Offing 
Drive,  Fayetteville  27314 

Davidson 

Timothy  Glenn  Roses  (R),  107  Highgate 
Lane,  Lexington  27292 

Durham-Orange 

Heidi  Britt  Ginter  (RES),  112-J  Misty 
Wood  Circle,  Chapel  Hill  27514 

Jeanne-Marie  Guise  (RES),  431 
Summerwalk  Circle,  Chapel  Hill 
27514 

Karen  Patricia  Mann  (PTH).  Box  3712, 
DUMC,  Durham  27710 

Derek  Noel  Mattimoe  (RES),  204-M 
Hyde  Park  Court,  Gary  27513 

Steven  L.  Sanderson  (RES),  910  Consti- 
tution Drive  #707,  Durham  27705 

Arnold  Bruce  Tein  (U),  104  Galway 
Drive,  Chapel  Hill  27514 


Forsyth-Stokes-Davie 

David  Don  Berry  (NPM),  Bowman  Gray 
School  of  Medicine,  Medical  Center 
Blvd.,  Winston-Salem  27157 

William  Griffith  Blackard,  Jr.(GE),  Sa- 
lem Gastroenterology  Assoc,  1820S. 
Hawthorne  Road,  Winston-Salem 
27103 

Robert  Guerard  Dillard  (PD),  Bowman 
Gray,  Dept.  of  Pediatrics,  Medical 
Center  Blvd.,  Winston-Salem  27157 

Edward  F.  Haponik,  Bowman  Gray 
School  of  Medicine,  Medical  Center 
Blvd.,  Winston-Salem  27157 

Brett  Alan  Oliver  (FP).  Salem  Family 
Practice,  3821  Forestgate  Drive,  Win- 
ston-Salem 27103 

D.  Glenn  Pennington  (CDS),  Bowman 
Gray  School  of  Medicine,  Medical 
Center  Blvd.,  Winston-Salem  27157 

Deborah  Hinch  Pollock  (FP),  Salem  Fam- 
ily Practice,  3821  Forestgate  Drive, 
Winston-Salem  27103 

Lura  Winstead  Stagg  (PD),  Winston-Sa- 
lem Pediatrics,  PA,  751-A  Bethesda 
Road,  Winston-Salem  27103 

Gaston 

Fola  Ajao  (IM),  1124  N.  Robinwood 
Road,  Gastonia  28054 

Marc  Ronald  Carruth  (D),  Lakeside  Cos- 
metic Surgery,  224  S.  New  Hope  Road, 
Gastonia  28054 

Martin  Vincent  Taormina  (GS ),  Gastonia 
Surgical,  902  Cox  Road,  Ste.  G, 
Gastonia  28054 

Greater  Greensboro 
Society  of  Medicine 

Cynthia  H.Holmes  Childress  (RES),  1 14- 

G  Shore  Lake  Road,  Greensboro  27455 
Robert  Dale  Clark  (RES),  4814  Gaines 

Drive,  Greensboro  27410 
Damien  Jay  Doyle  (RES),   1921  New 

Garden  Road  H304,  Greensboro  274 1 0 
Vally  Gay  Myere  Gilbert  (RES),  1 125  N. 

Church  St.,  Greensboro  27401 
Nicole  Jane  Gorddard  (RES),  1139  N. 

Church  St.  #A5,  Greensboro  27401 
Maura  Lynn  Hamrick  (RES),  7407  Old 

Hickory  Lane.  Hillsborough  27278 
Donald  Edward  Hertweck  (RES),  3-B 

Yester  Oaks  Court,  Greensboro  27455 
Frederick  Kelker  Hilton,Jr.  (RES).  1018 

Lashley  Road,  Greensboro  27455 


384 


NCMJ  September/October  1997,  Volume  58  Number  5 


Jason  Daniel  Jones  (RES),  3100  N.  Elm 

St.,  Apt.  241,  Greensboro  27408 
Thomas  A.  Kelly  (CD).  520  N.  Elam 

Ave.,  Greensboro  27403 
Dominic  Wayne  McKinley  (RES),  1 125 

N.  Church  St.,  Greensboro  27401 
Katherine  Knight  Palmertree  (RES ),  2 1 00 

Wrenn  St.,  Greensboro  27408 
Elizabeth  Graver  Pryor  (OBG),  301  E. 

Wendover  Ave.,  Ste.  400,  Greensboro 

27401 
James    Daniel    Singer    (AN),    614 

Willoughby  Blvd.,  Greensboro  27401 
James  Edward  Tomblin  (OBG),   1507 

Westover  Terrace,  Ste.  C,  Greensboro 

27408 

Halifax-Northampton 

Alden  Joseph  Pearl  (Oto),  Roanoke  Val- 
ley Ent,  115  Long  Circle,  Roanoke 
Rapids  27870 

Sheryl  Ann  Pearl  (FP),  Roanoke  Clinic, 
1 20  Professional  Drive,  Roanoke  Rap- 
ids 27870 

Henderson 

Victoria  Marie  Arcara  (OBG),  405 
Southview  Lane,  Flat  Rock  28731 

Benjamin  Turner  Oldham  (OBG), 
Hendersonville  Ob-Gyn  Assoc,  630 
Fifth  Ave.  W,  Hendersonville  28739 

Iredell 

Ray  Irwin  Georgeson  (C),  925-E  Thomas 

St.,  Statesville  28677 
Baylen  Gregory  Kimball  (AB),  Carolina 

Anesthesia  Associates,  P.O.  Box  801, 

Statesville  28687 

Jackson 

Charles  Gentry  Kirby  (OPH),  WNC  Eye 
Care  Associates,  PA,  8 1  Medical  Park 
Loop,  Ste.  204,  Sylva  28779 

Lenoir-Greene 

Panos  D.  Fourtounis  (IM),  Kinston  Com- 
munity Health  Center,  324  N.  Queen 
St.,  Kinston  28501 

Leslie  D.  Reynolds  (N),  Kinston  Medical 
Specialists,  701  Doctors  Drive,  Ste. 
N,  Kinston  28501 


McDowell 

Veeresh  Moodabagilu  (IM),  McDowell 
Primary  Care  Clinic,  1000-B  Medical 
Suite,  Marion  28752 

Mecklenburg 

William  Shecut  Ashe,  Jr.  (PD),  411 
Billingsley  Road,  Ste.  104,  Charlotte 
28211 

Hugh  Ratchford  Black,  II  (PD),  411 
Billingsley  Road,  Ste.  104,  Charlotte 
28211 

Mack  Clarence  Mitchell,  Jr.  (IM),  Caro- 
linas  Medical  Center,  P.O.  Box  3286 1 , 
Charlotte  28232 

Lawrence  William  Raymond  (IM),  Fam- 
ily Practice  Center,  1350  S.  Kings 
Drive,  Charlotte  28207 

Peter  Rubin  (IM),  444 1-B  Mullens  Ford 
Road,  Charlotte  28266 

Moore 

Neil  Bostram  Griffin  (OPH),  2170  Mid- 
land Road,  Southern  Pines  28387 

Stephanie  Carol  Warner  (IM),  1990  High- 
way 15-501,  Southern  Pines  28387 

New  Hanover-Pender 

Billie  Forehand  Cosgrove  (PD),  6804 

Hardscrapple  Court,  Wilmington 

28401 
Christopher  Church  Cosgrove  (IM),  6804 

Hardscrapple  Court,   Wilmington 

28401 
Darrell  Ernest  Hester  (OPH),  Eye  Assocs. 

of  Wilmington,  PA,  1 9 1 5  Glen  Meade 

Road.  Wilmington  28403 
Andrew  N.  Illobre  (Phys.  Asst.),  1960  S. 

16th  St.,  Wilmington  28401 

Onslow 

Samuel  Demetrios  Critides,  Jr.  (FP),  3118 
Eden  St.,  Camp  Lejeune  28547 

Pitt 

Emily  Louise  Bray  (FP),  ECU  School  of 

Medicine,  Dept.  of  Family  Medicine, 

Greenville  27858 
Robert  Wayne  Cox  (FP),  Physicians  East, 

1 9 1 2-E  E.  Firetower  Road,  Greenville 

27858 
Lisa  Gene  Dabney  (FP),  1217  Chaucer 

Drive,  Winterville  28590 


Terri  Lee  Hoffman  (RES),  Pitt  County 
Memorial  Hospital,  2 1 00  Stantonsburg 
Road,  TA-340,  Greenville  27834 

John  Norman  Unterbom  (PUD),  ECU 
School  of  Medicine,  Brody  3E-1 1 1, 
Greenville  27858 

Scotland 

Iftikhar  Jamshed  Mehdi  (EM),  506 
Lauchwood  Drive,  Laurinburg  28353 

Stanly 

Timothy  Sean  Hall  (OBG),  Carolina 
Women's  Health  Center,  929  N.  2nd 
St.,  Ste,  205,  Albemarle  28001 

Elizabeth  Shawn  Robertson  (OBG),  Caro- 
lina Women's  Health  Center,  929  N. 
2nd  St.,  Ste.  205,  Albemarle  28001 

Wake 

Kenneth  Michael  Games  (N),  Cedar  Neu- 
rology, 2418  Blue  Ridge  Road,  Ste. 
105,  Raleigh  27607 

George  Patrick  Corvin  (P),  920-A 
Paverstone  Drive,  Raleigh  27615 

Michael  Winn  Hauser  (PD ).  Oberlin  Road 
Pediatrics,  1 32 1  -A  Oberlin  Road,  Ra- 
leigh 27608 

Allen  Greene  Mask,  Jr.  (IM),  Raleigh 
Urgent  Care  Center,  2610  New  Bern 
Ave.,  Raleigh  27610 

Watauga 

Daniel  Hien  Nguyen  ( AN ),  Watauga  An- 
esthesia Assocs.,  2 1 2  Birch  St.,  Boone 
28607 

Wayne 

Victoria  Donovan  Lackey  (IM),  Eastern 
Medical  Associates,  2400  Wayne 
Memorial  Drive,  Ste.  J,  Goldsboro 
27534 

Siegfried  Chang-Rong  Yeh  (PD),  2706 
Medical  Office  Place,  Wayne  Memo- 
rial Drive.  Goldsboro  27534 

Wilkes 

Alan  Clinton  Keys  (GS).  Eighth  Street 
Surgical  Assocs.,  P.O.  Box  1146, 
North  Wilkesboro  28659 

Wilson 

ArthurHenning  Hanson,  III  (OBG),  2500 
Horton  Blvd..  Wilson  27893 
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Classified  Ads 


AHOSKIE,  NORTH  CAROLINA:  Take  advantage  of  the 
scenic  beauty  of  North  Carohna!  An  excellent,  full-time 
Emergency  Medicine  staff  opportunity  exists  at  Rowan- 
Chowan  Hospital.  This  community  hospital  is  a  progressive, 
modem,  well-equipped,  90-bed  expanding  hospital  with  an 
annual  ED  volume  of  17,000.  Ahoskie  is  located  near  the 
Chowan  River,  just  one  hour  and  15  minutes  south  of 
Norfolk,  Virginia,  and  90  minutes  west  of  North  Carolina's 
Outer  Banks.  Competitive  remuneration,  occurrence  mal- 
practice insurance,  and  flexible  hours  offered.  For  more 
information,  please  call  Tom  Kubiak  at  800/325-27 1 6  or  fax 
your  CV  to  Tom's  attention  at  314/919-8920. 

BC  OBG  AVAILABLE:  Part-time  office/hospital  work.  Ex- 
cellent technical  and  interpersonal  skills.  Tel  704/362-2240, 
fax:  704/362-5702. 

BLACK  MOUNTAIN-SWANNANOA  AREA:  Immediate 
occupancy;  approximately  2,300  square  feet  consisting  of 
seven  examining  rooms,  waiting  room,  business  office,  and 
two  private  offices.  Formerly  occupied  by  family  practice. 
Also  900  square  feet  formerly  occupied  by  an  audiologist, 
consisting  of  a  waiting  room,  business  office,  and  two 
examining  rooms.  Contact:  Dean  Dusthimer  at  704/669- 
5859  or  704/669-5783. 

BOARD-CERTIFIED  MD:  Needed  to  perform  mobile  insur- 
ance physicals  in  Buncombe  and  Henderson  counties  on  a 
part-time  basis.  Please  contact  Tara  O'Neill  at  EMSI:  800/ 
868-3674. 

EXPANDING  INTERNAL  MEDICINE/GERIATRIC  part- 
nership opportunity  in  Winston-Salem,  NC.  Inpatient  and 
consultative  position  with  excellent  income  potential.  Con- 
tact Susan  Chatman,  910/724-1900. 

FULL-TIME/PART-TIME  PHYSICIAN:  Outer  Banks, 
Emergency  Care/Family  Practice  Center  in  Nags  Head, 
North  Carolina.  Excellent  practice  in  a  beautiful  coastal 
community.  Emergency  Medicine  experience  is  necessary. 
Competitive  salary  and  benefit  package.  Part-time  positions 
available  with  accommodations  provided.  Call  Dr.  Kim- 
berly  Keith  at  888/503-2050  or  Dr.  Lewis  Siegel  at  757/670- 
8894. 


FULLY  EQUIPPED  MEDICAL  DIVISION:  Recently 
closed — all  must  go.  Major  medical  equipment  such  as 
EKG,  PET,  exam  tables,  stretcher,  etc.  Office  furniture  and 
fixtures.  All  interested  call  919/683-9260. 

HEALTH  CARE  BUSINESS  DEVELOPMENT:  Medical 
faculty,  PhD.  Experienced  in  turnkey  medical  clinic  design, 
marketing,  and  project  finance.  Prefabricated  and  modular 
design-to-build  clinics.  Timely  response  to  provider  service 
needs  for  strategic  and  increased  patient  access.  Low  front 
end  cost  compared  to  conventional  construction.  Excellent 
investment  for  lease.  Contact  Deanna  S.  Kitay,  PhD,  tel: 
919/968-1801  or  fax:  919/968-1824  or  e-mail:  dkitay© 
mindspring.net 

MEDICAL  DOCTOR  WANTED:  Great  job,  8-9  exams  per 
day,  part-time  or  full-time,  in  the  Greensboro  area.  Great 
pay.  Send  information  to:  CFMC,  P.O.  Box  7540,  Greens- 
boro, NC  27417. 

PHYSICIAN  RELOCATION  OPPORTUNITIES:  Select 
your  practice  setting  and  location  (large  cities,  suburban,  or 
rural)  particularly  in  the  Southeast  or  from  our  nationwide 
network.  Opportunities  are  tailored  to  your  specifications. 
Call  Angle  Cadenhead  at  800/625-4083  or  fax  confidential 
C  V  to  704/298-4083.  No  J- 1  positions.  Angeline  Cadenhead 
Associates.  48  Independence  Blvd.,  Asheville,  NC  28805. 
Member  National  Association  of  Physician  Recruiters.  Vast 
experience  with  physicians,  hospitals,  communities. 

PHYSICIANS  NEEDED  for  locum  tenens  and  permanent 
assignments  in  North  Carolina  family,  waLk-in,  and  occupa- 
tional health  care  clinics.  Specialty  assignments  include  ER 
and  OB.  Mail  your  CV  to  Physician  Solutions,  P.O  Box 
98313,  Raleigh,  NC  27624. 

PHYSICIANS  NEEDED:  Positions  available  in  Raleigh, 
Durham,  and  Greensboro  for  uncomplicated  office  practice. 
Flexible  full-  or  part-time  hours  available.  Low  stress.  Re- 
tired, semiretired  okay.  Competitive  compensation.  Mal- 
practice covered.  Call  Leona  McKlveen  at  919/833-6865. 


NCM5  Annual  Meeting,  November  13-16,  Pinehurst  Resort,  details:  800/722-1350 
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PHYSICIAN  WANTED:  Raleigh,  NC,  location.  Medical 
consultant  position  available.  Prefer  Internist  or  Family 
Physician.  Forty-hour  work  week.  Administrative  duties 
only.  No  night  or  weekend  work.  Must  have  NC  license. 
Salary  plus  full  benefits.  Contact  9 19/779-0777  or  800/443- 
9360  ext.  61 83.  Or  write:  Medical  Administrator,  P.O.  Box 
243,  Raleigh,  NC  27602. 

PRIMARY  CARE  PHYSICIANS  WANTED:  BC/BE  Fam- 
ily Practitioners  or  Urgent  Care  Physicians.  Immediate 
opening  to  join  multispecialty  group  in  the  Triad  metro  area 
of  North  Carolina.  Excellent  financial  package  with  mini- 
mum guarantee  and  performance  based  above  minimum. 
Excellent  area  to  live  and  raise  a  family.  Fax  resume  to  9 1 0/ 
883-0002  or  call  910/883-4453,  ext.  109. 


P/T  LICENSED  PHYSICIAN:  To  work  with  portable  MBS 
service  to  nursing  facilities  in  the  greater  Raleigh/Durham 
area.  No  call,  no  weekends,  low  stress,  and  malpractice  paid. 
Please  fax  CV  to  561/687-9909  or  call  800/552-0002,  ext. 
23. 


Classified  rates  and  information:  For  NCMS  members, 
$25  for  the  first  25  words,  35  cents  for  each  additional  word; 
for  nonmembers,  $35  for  the  first  25  words,  35  cents  for 
each  additional  word.  Do  not  send  payment.  Billing  sent 
separately.  Send  ad  copy  and  complete  billing  information, 
including  phone  number,  to:  NC  Medical  Journal.  Box 
3910,  DUMC,  Durham,  NC  27710,  fax:  919/286-9219;  or 
send  via  e-mail:  yohnOOOl  ©mc.duke.edu 


Websites  to  ''bookmark": 


http://www.ncmedicaljournal.com 


http://www.ncmedsoc.org 


PRACTICE  OPPORTUNITIES 
IN  WESTERN  NORTH  CAROLINA 


Rural  Fellowship  in  Primary  Care  -  The  Mountain  Area  Health  Education  Center's  (MAHEC)  Rural  Fellowship 
invites  applications  for  a  4th  year  residency  training  experience  in  Rural  medicine.  Applicants  must  be  Primary  Care 
Physicians  who  have  graduated  from  an  accredited  residency  program  in  Family  Practice,  general  Internal  Medicine 
or  Pediatrics.  A  formal  educational  curriculum  is  tailored  to  the  individual  needs  of  each  fellow.  The  basic 
components  consist  of  a  Rural  practice  experience,  a  formal  didactic  curriculum,  individualized  experiences,  and 
locum  tenens.  MAHEC  believes  that  physicians  trained  in  primary  care  are  ideally  suited  to  the  practice  of  medicine 
in  rural  areas.  Because  the  practice  of  Rural  medicine  is  unique,  physicians  may  find  they  need  further  training  in 
order  to  gain  the  skills  and  confidence  to  meet  the  challenge  of  a  rural  practice.  Total  compensation  is  $72,000  per 
year  plus  full  fringe  benefits.  Education  loan  repayment/incentives. 

Private  Practice  Opportunities  -  MAHEC  is  aware  of  many  excellent  private  practice  opportunities  in  Western 
North  Carolina.  Enjoy  the  life  style  of  our  rural  mountain  region  and  a  rewarding  practice  in  communities  such  as 
Bakersville,  Bryson  City,  Hendersonville,  Robbinsville,  or  Sylva. 

For  further  information  please  contact  Harry  H.  Summerlin,  Jr.  MD,  Director  or  Jackie  Hallum,  Administrative 
Coordinator,  Regional  Outreach  Programs,  Mountain  Area  Family  Health  Center,  118  W.T.  Weaver  Boulevard, 
Asheville,  NC  28804;  704-258-0670. 

Mountain  Area  Health  Education  Center  (MAHEC)  -  118  W.T.  Weaver  Boulevard  -  Asheville,  NC  28804 

MAHEC  is  strongly  committed  to  an  employment  policy  wiiich  supports  equal  opportunity  in  all  positions. 

EOE  M/F/D/V. 
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Aphorisms  of  the  Month 

Daniel  J.  Sexton,  MD,  Section  Editor 

"Assorted  Witticisms, 
Barbs,  and  Insults"* 


After  all  is  said  and  done,  more  is  said  than  done. 

— Anonymous 

I  will  always  cherish  the  initial  misconceptions  I  had 
about  you.  — Anonymous 

When  ideas  fail,  words  come  in  very  handy.  — Goethe 

A  little  inaccuracy  sometimes  saves  tons  of 
explanations.  — H.H.  Munro 

One  of  the  symptoms  of  an  approaching  nervous 
breakdown  is  the  belief  that  one's  work  is  terribly 
important.  — Bertrand  Russell 

I  was  gratified  to  be  able  to  answer  promptly.  I  said  I 
don't  know.  — Mark  Twain 

Computers  are  useless.  They  can  only  give  you 
answers.  — Pablo  Picasso 

Even  if  you  are  on  the  right  track,  you'll  get  run  over  if 
you  just  sit  there.  — Will  Rogers 

The  covers  of  this  book  are  too  far  apart. 

— Ambrose  Bierce 

The  trouble  with  the  rat  race  is  that  even  if  you  win, 
you  are  still  a  rat.  — Lily  Tomlin 


Submitted  by  H.  Royster  Chamblee,  Jr.,  MD,  Raleigh 


Send  aphorisms  to  Dr.  Sexton  at:  Box  3605.  Duke 
University  Medical  Center,  Durham,  NC  27710. 
fax:  919./684-8358,  e-mail:  sexto002@mc.duke.edu 
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TO  HIGHER  INCOME 


Spectrum  Income  Fund 


T.  Rowe  Price  Spectrum  Income  Fund  offers  a  complete 
portfolio  in  a  single  investment — a  diversified  portfolio  of 
mutual  funds  well  structured  to  provide  an  attractive  level 
of  income  for  long-term  investors. 

Seeks  high,  steady  income  with  long-term  growth. 

The  Spectrum  Income  Fund  invests  in  up  to  nine  T.  Rowe 
Price  mutual  funds  chosen  for  their  return  potential  and 
for  the  way  they  perform  relative  to  one  another.  The 
fund's  "mix,"  as  shovsm  in  the  chart,  represents  a  range  of 
investments  that  react  individually  to  market  movements — 
which  should  help  you  benefit  from  a  variety  of  market 
conditions,  both  domestic  and  foreign.  In  one  step,  you 
achieve  a  diversified  portfolio  that  pursues  high,  steady 
income  with  reduced  risk.  Of  course,  yield  and  share  price 
will  fluctuate  with  interest  rate  changes. 

A  proven  performer.  The  Spectrum  Income  Fund's 

investment  strategy  has  proven  effective  and  has  earned 

a  five-star  (*****)  rating  for  its  overall  risk-adjusted 

performance  from  Morningstar.*  The  fund  was  rated  among 

1,248  and  677  taxable  bond  funds  for  the  three-  and  five-year  periods  ending  6/30/97, 

respectively. 
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And,  as  with  all  our  mutual  funds,  there  are  no  sales  charges. 

Call  24  hours  for  a  free  report  and  a  prospectus 
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What  can  a  map  tell  you  about  a  computer  system 


Plenty — if,  like  this  one,  it  shows 
how  many  medical  offices  in  the 
Carolinas  use  a  particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably. 
For  example,  it  might  show  how 
a  16-year  commitnient  to  "Working 
for  Physicians"  has  resulted  in  over 
800  installations  in  Noith  and  South 
Carolina. 

'         It  might  bring  home  how  features 
like  "on-the-fly"  refUing,  encounter- 
fomi  tracking,  and  direct  transmission 
to  North  Carolina  Medicare, 
Medicaid,  and  Blue  Cross /Blue  Shield 
(with  no  per-claim  charges)  are 
improving  physicians'  revenue. 


It  could  claiify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry. 

It  might  ciemonstrate  how  on- 
going research  and  development 
brought  innovations  like  the  first 
integrated,  direct  electronic  claims 
transmission  in  a  practice 
management  system.     ,     • 

Or  it  could  validate  the  concept  of 
regional  focus:  By  seUing  systems 
only  in  the  Southeast,  a  computer 
company  can  keep  customers  up-to- 


date  on  the  latest  insurance  filing 
requirements. 

It  could  emphasize  the  flexibilit 
of  multi-user,  multi-tasking  softwan 
that  loins  on  the  most  popular 
operating  system  in  the  world. 

And  it  could  illustrate  the  value 
having  a  computer  vendor  with  a 
vision  for  the  future  and  the  expertis 
to  make  that  vision  work  for  you. 
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flr  When  it  comes  to  group  professional 

liability  coverage,  not  all  programs  are  alike. 
Century  American  has  been  writing  group 
coverage  long  before  it  became  popular. 
Our  policies  are  designed  to  meet  your  needs 
based  on  the  way  you  practice  medicine  in 
today's  changing  medical  profession. 

Our  Full-Time  Equivalency  option 
makes  liability  coverage  comprehensive  and 


flexible  for  managed  care  organizations. 
Group  premiums  are  based  on  the  number 
of  actual  patients  seen  or  physician  hours 
provided  by  your  practice.  The  premium  is 
not  affected  by  how  many  physicians  provide 
that  care.  You  pay  for  only  the  coverage  you 
use  or  need,  instead  of  paying  a  flat  annual  fee. 
BK   Unless  you  compare  programs,  you 
may  never  see  the  difference  when  it  comes 


to  choosing  liability  coverage.  The  Century 
American  difference  is  flexibility.  To  get 
the  competitive  edge,  call  Susan  Baker  at 
1-800-476-2002  ext.4563.  ^^ 
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Since  1938,  Crumpton  Company  has  served  the 
professional  insurance  needs  of  North  Carolina 
Physicians  with  conspicuous  excellence.  Recently, 
Crumpton  merged  with  J.  Southgate  and  Son 
(est.  1872)  and  Home  Insurance  Agency  (est.  1914) 
to  create  CSC.  Our  new  Company  stands  poised  to 
offer  you  a  vastly  expanded  portfolio  of  insurance 
brokerage  and  asset  management  services. 

But  one  thing  hasn't  changed  ...  the  quality  service, 
unrivaled  integrity  and  personal  attention  you've 
come  to  expect  from  your  insurance  company. 

In  the  coming  months  you'll  hear  more  about  how 
our  new  synergy  can  add  value  to  your  practice. 
We're  counting  on  exceeding  your  expectations. 

CSC  Corporation.  Your  newest  oldest  insurance 
company. 


a  Crumpton,  Southgate,  Coupland  Company 
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Spectrum  puts  more  of  the  world's  investment  opportunities  within  easy  reach. 

Our  Spectrum  International  Fund  integrates  a  broad  range  of  overseas  investments  into  a  single 
fund  for  maximum  convenience  and  diversification.  The 
fund  invests  in  a  diversified  group  of  up  to  10  T.  Rowe  Price 
funds  that  invest  primarily  in  international  securities. 

This  diverse  array  of  foreign  investments  includes  the 
stoclcs  of  estabUshed,  "brand  name"  companies,  small-  and 
mid- size -company  stoclcs,  regional  and  emerging  market 
stocks,  plus  foreign  bonds. 

Watching  the  world  for  you.  Rather  than  having  to 
closely  follow  international  developments  yourself,  you 
can  let  our  investment  professionals  monitor  economic, 
poUtical,  and  general  market  conditions  for  you,  gradually 
adjusting  the  mix  of  funds  to  offer  the  potential  for  more 
consistent  long-term  returns  with  reduced  risk. 

From  the  largest  international  no-load  manager.'  ^____________ 
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exchange  rates  and,  in  some  cases,  limited  geographic  focus,  poHtical  and  economic  instabdity 
and  relatively  dUquid  markets. 

Like  all  our  funds.  Spectrum  International  is  100%  no  load.  $2,500  minimum  investment 
($1,000  for  IRAs).  No  sales  charges. 


Call  24  hours  for  a  free  information  kit 
including  a  prospectus 

1-800-541-6151 
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Letters  to  the  Editor 


^ 


A  Journey  Down  Memory  Lane 

To  the  Editor: 

I  especially  enjoyed  the  September/October  Journal.  I 
ihave  never  seen  so  much  material  packed  into  the  pages. 

One  paper  that  brought  back  memories  was  the  excellent 
article  by  Dr.  Charles  Wooley  about  Dr.  Gene  Stead  (NC  Med 
J  1997;58:379-81 ).  I  suppose  no  one  outside  of  Duke  University 
admires  Dr.  Stead  more  than  I,  but  what  I  enjoyed  were  the 
reminiscences  about  Jim  Warren,  who  was  a  classmate  of  mine 
at  Harvard,  and  the  various  other  people  who  served  with  Dr. 
Stead  and  with  Soma  Weiss,  who  was  at  the  Brigham  when  I 
was  there  as  a  surgical  intern. 

I  Dr.  Wooley  did  an  excellent  job — in  an  informal  way — in 
telling  what  Dr.  Stead  has  meant  to  medicine  in  general,  to 
internal  medicine  in  particular,  and  to  North  Carolina. 

Eben  Alexander,  Jr.,  MD,  Journal  Associate  Editor 

Emeritus  Professor  of  Neurosurgery 

Bowman  Gray  School  of  Medicine 

Medical  Center  Boulevard 

Winston-Salem,  NC  27157-1029 

Reader  Reflects  on  Caring  for  the  Terminally  III 

To  the  Editor: 

Alan  Shapiro's  essay,  "The  Compromise  of  Compassion- 
ate Care"  (NC  Med  J  1997;58:332-9),  certainly  encourages  us 
ito  reflect  on  where  we  fit  in  the  spectrum  of  caring  for  the 
iterminally  ill.  On  my  office  wall  is  an  etching,  "Life's  Great 
jMoments,"  that  portrays  a  physician  examining  a  patient.  The 
icaption  reads,  "I  am  ecstatic!  You  have  yellow  fever — It's  the 
first  time  that  I  have  ever  had  the  good  luck  to  attend  it!"  I  have 
it  there  so  that  I  will  not  forget  that  we  never  treat  just  a  disease 
process,  but  rather  a  patient  who  has  the  disease. 

Given  the  advancements  in  medicine,  it  is  easy  to  become 
technophiles,  and  to  look  for  yet  another  protocol  to  place  a 
patient  on  as  we  strive — in  oncology  as  in  all  Medicine — to  put 
off  the  inevitable,  death.  We  physicians  must  realize  that  this  is 
not  a  game  we  can  win;  the  outcome  is  inevitable.  All  that  we 
really  have  is  the  privilege  of  assisting  patients  in  various 
phases  of  their  lives.  Some  we  are  able  to  restore  to  good  health, 
j  Others  require  the  integrity  and  honesty  to  admit  that  we  are 
I  unable  to  treat  their  cancer.  This  reveals — to  the  patient  and  to 
us — that  in  one  sense  we  have  failed  in  that  narrow  task,  and  that 
jwe  are  human.  Unfortunately,  our  inadequacy  sometimes  be- 
comes very  real.  Our  tendency  then  is  to  start  doing  things  to  the 
patient  not/or  the  patient.  At  this  point  we  should  be  treating  the 
patient,  not  the  disease. 

I  have  two  other  wall  hangings  that  illustrate  how  some 


patients  and  physicians  go  through  the  process  of  dying  with 
remarkable  grace  and  peace.  One  is  the  Physician's  Prayer, 
which  concludes, "...  and  when  they  are  not  to  be  healed,  let  me 
help  them  to  a  deeper  faith  and  resignation  in  your  love."  When 
a  patient  is  dying,  the  physician  needs  to  sit  at  the  bedside,  take 
the  patient's  hand,  and  offer  comfort.  When  death  is  near,  a 
patient' s  personal  faith  can  offer  more  solace  than  anything  we 
can  say.  The  other  wall  hanging  features  the  words  of  St.  Francis 
of  Assisi, ". .  .0  Divine  Master,  grant  me  that  I  may  not  so  much 
seek  to  be  consoled  as  to  console,  to  be  understood  as  to 
understand,  to  be  loved  as  to  love;  for  it  is  in  giving  that  we 
receive,  it  is  in  pardoning  that  we  are  pardoned,  it  is  in  dying  that 
we  are  bom  to  eternal  life." 

We  physicians  need  to  recognize  our  own  shortcomings. 
We  need  to  be  honest  enough  to  admit  that  we  are  often  more 
blessed  by  our  patients  than  they  are  by  us.  We  must  extend  as 
much  vigor  and  dedication  to  helping  them  complete  the 
journey  as  we  do  to  helping  them  try  to  attain  health.  We  should 
never  do  less. 

James  B.  Hall,  MD 

Director  of  Gynecologic  Oncology 

Carolinas  Medical  Center,  P.O.  Box  32861 

Charlotte,  NC  28232 

Domestic  Abuse:  A  Social  III  in  Need  of  a  Cure 

To  the  Editor: 

I  applaud  Dr.  Peggy  Goodman  for  providing  Journal 
readers  with  a  comprehensive  and  coherent  overview  of  the 
pervasiveness  and  magnitude  of  domestic  violence  ("Not  in  My 
Practice:  A  Look  at  the  Pervasiveness  Consequences  of  Do- 
mestic Violence,"  NC  Med  J  1997;58:310-4).  She  issues  a 
clarion  call  to  practitioners  of  all  specialties  to  watch  for  the 
often  subtle  signs  and  symptoms  of  this  societal  anomaly  that 
may  not  be  reflected  by  the  patient's  chief  complaints. 

It  has  been  suggested  that,  among  the  various  medical 
disciplines,  pediatric  professionals  have  a  unique  opportunity 
to  serve  as  the  vanguard  in  the  battle  against  domestic  violence.' 
During  the  past  decade,  the  focus  of  general  pediatrics  has 
shifted  from  the  child  as  an  isolated  entity  to  the  child  as  a  family 
member  whose  health  and  well-being  is  significantly  affected 
by  the  myriad  of  variables  that  create  that  dynamic  structure. - 
Although  the  pediatrician  ostensibly  serves  as  the  primary 
provider  for  the  child,  by  necessity  there  is  likewise  established 
a  vicarious  doctor-patient  relationship  with  the  mother.  As  we 
treat  her  child,  we  hopefully  gain  the  mother's  respect  and  trust 
and.  in  some  cases,  become  her  confidante.  Recent  data  show 
that  women  of  childbearing  age  are  at  increased  statistical  risk 
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for  abuse,  particularly  during  pregnancy  and  the  postpartum 
period.'  In  a  very  real  sense,  pediatric  providers  may  be  the  only 
health  care  professionals  with  whom  a  woman  has  any  regular 
contact  during  these  times.'' 

With  this  knowledge  in  mind,  it  seems  imperative  that 
those  who  primarily  treat  children  be  cognizant  of  the  general 
warning  signs  of  spousal  abuse  in  the  mothers  of  our  patients. 
If  those  signs  are  present,  physicians  need  to  have  an  easily 
implementable  protocol  for  preliminary  intervention  and/or 
referral.  Vie  wing  our  role  holistically ,  as  well  as  practically,  we 
can  best  serve  the  interests  of  the  child  and  ensure  appropriate 
growth  and  development  by  a  genuine  effort,  when  domestic 
abuse  is  suspected,  to  protect  the  mother. 

I  strongly  concur  with  Dr.  Goodman  that  the  concept  of 
domestic  violence  must  be  taken  out  of  the  social  context  and 
be  viewed,  first  and  foremost,  as  a  medical  problem;  as  a 
chronic  disease  state  with  frequent  exacerbations  that,  when  left 
untreated,  worsens  progressively  and  even  metastasizes,  ulti- 
mately placing  the  patient  at  extreme  risk  for  permanent  injury 
or  death.  Only  when  we  address  this  problem  as  a  potentially 
life-threatening  pathology  will  we  be  able  to  affect  a  real  cure. 
For  now,  however,  doctors  and  other  health  care  professionals 
simply  need  to  start  paying  attention. 

Robert  F.  Perry,  MD,  Medical  Director 

The  Pee  Dee  Clinic 

1630  Military  Cutoff  Road,  Suite  108 

Wilmington,  NC  28403 
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Curing  Cancer  Takes  More  Than  Medicine 

Editor's  note:  In  the  May/June  Journal,  Dr.  William  Hensel's 
article  "Feeding  Each  Other"  (NC  Med  J  1997;58:218)  told  the 
story  of  "Judy,"  a  54-year-old  woman  with  inoperable  squamous 
cell  cancer  of  the  throat.  Ovenwheimed  by  the  prospect  of  dying, 
Judy  agreed  with  Dr.  Hensel's  recommendation  of  palliative  care, 
which  involved  enrolling  in  Beacon  Place,  a  hospice  in  Greens- 
boro. Judy's  trepidation  about  going  to  "that  home"  was  dispelled 
by  the  compassionate  care  she  received  there.  Dr.  Hensel  up- 
dates us  on  an  unusual  change  in  Judy's  condition. 

To  the  Editor: 

Judy  has  experienced  an  unexpected  side  effect  from  the 
compassionate,  life-affirming  care  that  she  has  received  at 
Beacon  Place.  Judy  may  be  cured  of  her  cancer. 

Despite  a  long  list  of  doctors,  myself  included,  who  pro- 
nounced Judy  terminal,  it  now  seems  that  the  radiation  therapy 
that  was  conceived  as  being  palliative  has  sent  Judy"s  neck 
cancer  into  remission.  A  recent  CT  scan  of  her  neck  shows  no 
evidence  of  residual  disease. 


I  could  explain  this  surprising  turn  of  events  in  different 
ways.  Certainly,  I  could  chide  myself  for  poor  prognostic 
abilities.  Or,  I  could  recite  my  mantra:  "The  practice  of  medi- 
cine is  humbling."  But  I  refuse  to  feel  bad  because  of  Judy's 
recovery.  When  I  told  Judy  her  cancer  was  in  remission,  she  said 
that  at  the  time  her  recunent  tumor  was  diagnosed,  she  had  no 
reason  to  live  and  had  given  up.  Judy  gives  credit  for  her 
recovery  to  God  and  to  the  good  people  at  Beacon  Place,  where 
she  rediscovered  hope  and  her  reason  to  live.  Like  Judy.  I  prefer 
to  belive  that  it  was  more  than  just  the  radiation  treatments  that 
caused  her  remission.  Whatever  the  explanation,  all  of  us  who 
have  grown  to  love  and  admire  Judy  celebrate  her  recovery. 
William  A.  Hensel,  MD,  Clinical  Professor, 
UNC  Department  of  Family  Medicine 
Moses  Cone  Health  System 
Family  Medicine  Residency  Program 
1 125  N.  Church  St. 
Greensboro,  NC  27401-1007 

Worthy  of  a  Wider  Audience 

To  the  Editor: 

I  ask  the  Jourmil  's  permission  to  reproduce  articles  in  the 
segment  on  physician  impairment  that  appeared  in  the  July/ 
August  1996  issue  (NC  Med  J  1996;57:196-245).  The  articles 
compellingly  addressed  this  area  of  professional  development. 
I  am  course  director  for  Medical  Practice  and  the  Commu- 
nity (MPAC).  a  two-year  required  component  of  the  UNC- 
Chapel  Hill  School  of  Medicine  curriculum.  We  would  like  to 
use  the  material  in  our  course. 

Michael  C.  Sharp,  MD,  MPAC  Course  Director 

CB#  7340,  Chase  Hall,  UNC  School  of  Medicine 

Chapel  Hill.  NC  27599-7340 

To  the  Editor: 

I  was  inost  intrigued  by  the  poem  "Major  Dysphagia"  by 
Jeff  Drayer  that  appeared  in  your  May/June  issue  (NC  Med  J 
1997;58:198-9).  I  am  contributing  editor  of  the  journal  of  the 
Medical  Association  of  South  Africa,  a  not-for-profit  organiza- 
tion dedicated  to  educating  the  family  physician.  This  poem 
would  be  ideal  for  doctors  to  have  as  an  aid  in  diagnosis.  Would 
you  allow  us  to  reprint  it'? 

In  return,  I  will  try  to  find  a  poem  I  wrote  in  my  third  year 
of  dental  school  about  the  pathogenesis  of  syphilis,  which  you 
may  find  interesting  and  reprint  if  you  so  desire. 

Fred  N.  Sanders,  BDS,  Contributing  Editor 

South  African  Medical  Journal 

Private  Bag  XI 

Pinelands.  South  Africa  7430 

fsanders@ct.lia.net  via  Internet 

From  the  Editor: 

It  is  always  satisfying  to  hear  when  readers  consider 
Journal  articles  worthy  of  a  wider  audience.  We  have  given  Dr. 
Sharp  and  Dr.  Sanders  permission  to  reprint  the  articles  and 
poem,  respectively. 
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Dr.  Walter  Kempner  and  the  Rice  Diet  Program: 
Another  Reason  Why  Durham  is  the  City  of  Medicine 
To  the  Editor: 

When  Dr.  Jim  Davis  realized  tliat  medical  care  had 
superseded  tobacco  as  the  main  focus  of  life  in  Durham,  he 
christened  it  the  City  of  Medicine.  I  believe  that  that  name 
was  a  stroke  of  genius.  But  when  I  think  of  what  happened 
that  made  Davis's  use  of  that  term  appropriate,  I  think  of  the 
late  Walter  Kempner. 

When  I  came  to  Durham  in  1947,  Duke  Hospital  was  a 
small,  regional  medical  center.  The  Dean,  Wilbur  Davison, 
began  Duke  Medical  School  by  recruiting  a  small  cadre  of 
doctors  from  Johns  Hopkins.  Their  presence  lent  a  luster  of 
academic  prowess  to  the  early  medical  school,  but  it  was  the 
rise  of  Walter  Kempner"  s  Rice  Diet  program  that  really  put 
Durham  on  the  international  map  of  medicine.  Durham 
became  the  medical  destination  for  more  than  18,000  pa- 
tients from  all  over  the  country  and  much  of  the  world.  I 
share  here  the  evidence  for  that  statement:  the  list  of 
Kempner" s  patients,  recently  made  available  to  me.  The  list 
reflects  the  profound  impact  of  Kempner' s  regimen  on 
conditions  hitherto  untreatable  (like  hypertension,  conges- 
tive heart  failure,  atherosclerosis,  diabetes)  and  its  continu- 
ing legacy  in  the  City  of  Medicine. 

Sadly,  Dr.  Kempner  passed  away  September  27.  Bom 
in  Berlin  in  1903,  he  died  at  the  age  of  94. 

Eugene  A.  Stead,  Jr.,  MD 

First  City  of  Medicine  award  recipient,  1988 

Editor  Emeritus,  North  Carolina  Medical  Journal 

Professor  Emeritus,  Duke  University  Medical  Center 
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Address  Labels  Mar  September/October  Front  Cover 

Editor's  note:  Readers  may  have  noticed  their  address  labels  glued  on  the  front  cover  of  the  September/October  Journal,  a  production 
technique  common  to  many  publications.  Customarily,  address  labels  are  positioned  on  the  back  of  the  NCMS  Bulletin,  which  mails 
with  the  Journal  in  a  clear  plastic  bag  (called  a  polybag).  The  Bulletin  was  not  published  in  September,  however;  instead,  the  Journal 
mailed  with  the  Roster  to  save  on  mailing  costs.  This  alteration  resulted  in  the  unfortunate  placement  of  the  label  on  the  face  of  the  victim 
of  domestic  violence  pictured  on  the  Journal.  Tim  Steinbeck,  sales  manager  for  our  printer,  The  Ovid  Bell  Press,  comments: 


To  the  Editor: 

I  want  to  tender  my  apologies  for  the  label  placement  on  the 
recent  combined  mailing  of  the  Nortli  Carolina  Medical  Jour- 
nal and  the  North  Carolina  Medical  Society  Roster.  Due  to 
equipment  restrictions  on  our  end  with  placing  the  two  publica- 
tions in  a  polybag,  we  only  had  one  choice  for  label  placement, 
which  was  the  unbound,  or  right  side  of  the  Journal. 

Under  normal  circumstances,  the  label  would  go  on  the 
NCMS  Bulletin,  and  the  Journal  cover  would  not  be  obscured. 
In  this  instance,  because  of  the  Roster's  size  and  bulk,  we  had 


to  feed  the  Roster  into  the  polybag  first,  which  left  labeling  the 
Journal  as  our  only  alternative. 

We  have  always  been  pleased  with  the  business  relation- 
ship we  have  had  with  the  North  Carolina  Medical  Society,  and 
I"  11  endeavor  to  make  things  work  smoothly  now  and  in  the 
future.  We  can  certainly  discover  how  to  fix  this  problem  before 
next  year"s  combined  mailing. 

Tim  Steinbeck.  Sales  Manager 
The  Ovid  Bell  Press,  Fulton,  MO  65251 


Guidelines  for  Letters:  Type  and  double  space  all  letters.  Keep  length  to  under  500  words.  We  welcome  longer  letters,  and  we 
may  publish  them  as  commentaries.  We  reserve  the  hght  to  edit  and  abridge  text.  Send  letters  to:  NC  MedicalJournal,  Box  3910, 
DUMC,  Durham,  NC  27710,  919/286-6410,  fax:  919/286-9219,  e-ma/V;  yohnOOOl  @  mc.duke.edu 


NCMJ  November/December  1997,  Volume  58  Number  6 


395 


^^http://\Ny\nj\/.  n  cmedica  I  jo  ur nal.com 


Our  website  features: 

►  general  info  about  the  Journal 
¥  current  issue  recap 

►  back  issue/special  issue  ordering 

►  author's  guides  and  submission  info 


♦  archives  of  1997  issues 

♦  staff  page,  ad  rates,  media  kit  info 

♦  letters  to  the  editor  submission  form 

♦  links  to  Journal  e-mail,  NCMS  website 


Please  let  us  know  what  you  think  of  our  website.  We  welcome  comments  by  mail 
(Attn:  Jeanne  Yohn,  Managing  Editor,  Box  3910,  Duke  University  Medical  Center, 
Durham,  NC  27710),  fax:  919/286-9219,  or  e-mail:  yohn0001@mc.duke.edu 


Dear  Manuscript  Reviewers: 

We  greatly  appreciate  the  time  you  tool<  out  of  your  busy  schedules 
this  year  to  evaluate  articles  for  the  Journal... 

...your  commentaries  were  essential  parts  of  the  prepublication  process.  They  maintained  our 
editorial  accuracy  and  integrity  and  solidified  our  permanent  status  as  a  peer-reviewed  journal.  Your 
remarks  primarily  assisted  our  editor,  and,  in  many  cases,  helped  our  authors  become  better  writers. 

You  reviewed  articles  for  free,  but  your  efforts  were  priceless.  Some  of  you  just  let  us  know  whether 
or  not  you'd  read  a  certain  article  if  we  published  it;  others  sent  lengthy  and  quite  thoughtful  critiques. 
A  few  commentaries  were  so  comprehensive  that  we  published  them  alongside  articles  as  editorial  copy. 

We  salute  our  1997  reviewers,  listed  below,  and  encourage  more  Vourna/readers  to  join  their  ranks. 
Just  drop  us  a  note,  fax,  or  e-mail.  Agreeing  to  evaluate  a  manuscript  enables  you  give  your  two  cents' 
worth — and  then  some — about  what  we  publish  in  the  Journal. 


Eben  Alexander,  Jr,  MD 
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George  Barrett,  MD 
Jerry  Bernstein,  MD 
Robert  Bilbro,  MD 
William  B.  Blythe,  MD 
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Howard  J.  Eisenson,  MD 
Charles  Ellenbogen,  MD 
George  Ellis,  MD 
John  Fagg,  MD 
Walter  L.  Floyd,  Jr,  MD 
Jennifer  T.  Fortney,  MD 
Karen  Frush,  MD 
John  Glasson,  MD 
J.  Leonard  Goldner,  MD 
Adam  O.  Goldstein,  MD 
John  B.  Graham,  MD 
John  Grant,  MD 
Dennis  A.  Greene,  MD 
Edward  C.  Halperin,  MD 
Mark  D.  Hannis,  MD 
Margaret  N.  Marker,  MD 
Robert  T.  Harris,  MD 
William  B.  Herring,  MD 
Elizabeth  P.  Kanof,  MD 
Johnson  H.  Kelly,  MD 
Patrick  D.  Kenan,  MD 


Ricky  Langley,  MD 
Verne  Lanier,  MD 
Peter  Lichstein,  MD 
Charles  L.  Lutz,  MD 
James  Magner,  MD 
William  Mattern,  MD 
F.  Maxton  Mauney,  Jr 
Darlyne  Menscer,  MD 
Assad  Meymandi,  MD 
Philip  H.  Pearce,  MD 
Robert  F.  Perry,  MD 
William  G.  Porter,  MD 
Mary  J.  Raab,  MD 
Ralph  Redding,  MD 
C.  Stewart  Rogers,  MD 
Richard  J.  Rosen,  MD 
Marvin  P.  Rozear,  MD 
Jeffrey  W.  Runge,  MD 
Mehrdad  M.  Sahba,  MD 
Evelyn  Schmidt,  MD 


Daniel  J.  Sexton,  MD 
J.  Dale  Simmons,  MD 
William  Singletary,  Jr,  MD 
Harmon  L.  Smith,  Jr,  PhD 
Alexander  Spock,  MD 
William  Stackhouse,  MD 
MD        Charlotte  Sweeney,  MD 
Eugene  A.  Stead,  Jr,  MD 
Georjean  Stoodt,  MD 
Thomas  G.  Stovall,  MD 
Robert  J.  Sullivan,  Jr,  MD 
Charles  Trado,  MD 
Robert  Vanderberry,  MD 
Bill  Walker,  MD 
James  P.  Weaver,  MD 
Eric  Westman,  MD 
Charles  Willson,  MD 
Jeffrey  Wong,  MD 
W.  Samuel  Yancy,  MD 
Edward  B.  Yellig,  MD 
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Probably  not.  But  you  might  believe 
that  your  patients  would  never  bring  a 
malpractice  lawsuit  against  you.  Now  that 
you're  grown  up.  things  aren't  always  as 
simple  as  they  used  to  be.  You  do  your 
best,  trying  to  protect  your  patients,  your 
practice,  and  your  future.  That's  why  we 
designed  the  MedSure  Plan — strong, 
reliable  coverage  for  the  times  when 
doing  your  job  puts  you  at  risk. 

•  Strong  protection 

•  Flexible  coverages 

•  Specialized  services 

•  Competitive  price 

■  Exclusively  endorsed  by  the 
North  Carolina  Medical  Society 
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MODERN      MEDICINE 


Next  Generation  Telemedicine 

The  Future  is  Now 

Douglas  S.  Harr,  PhD,  David  C.  Balch,  MA,  and  Michael  E.  McConnell,  MD 


The  information  age  is  pushing  all  sectors — industry,  com- 
merce, education,  and  entertainment — in  new  directions.  Infor- 
mation processing,  data  storage,  and  exchange  are  transforming 
the  way  all  of  America  does  business.  The  health  care  industry 
has  been  slow  to  respond  to  the  information  revolution.  Now  it 
needs  to  take  great  strides  to  keep  pace  with  advancements 
elsewhere.' 

Fortunately,  this  means  the  health  care  industry  stands  at 
the  door  of  technological  opportunity.  Doctors  who  pass  through 
this  door  will  enhance  the  quality  of  medicine  for  generations. 
They  have  the  potential  to  increase  access  to  care,  improve 
clinical  efficiency,  streamline  productivity  and,  most  impor- 
tantly, improve  the  quality  of  patient  care.  Experimentation 
with  various  technical  models  will  test  the  market  for  sustain- 
able telemedicine.  The  model  developed  at  East  Carolina  Uni- 
versity School  of  Medicine  (ECU)  has  received  national  atten- 
tion and  is  rapidly  evolving  into  a  viable  economic  model  for 
managed  care. 

Telemedicine  at  ECU  began  in  1992  with  the  provision  of 
interactive  patient  consultation  to  the  North  Carolina  Depart- 
ment of  Corrections  at  Central  Prison  in  Raleigh,  100  miles 
away.  This  project  is  one  of  only  three  of  its  kind  in  the  nation. 
Today,  ECU  has  become  an  internationally  recognized  leader 
in  telemedicine  by  developing  active  clinical  and  education 
programs  with  rural  hospitals  and  practitioners  in  eastern  North 
Carolina.  Clinical  applications  of  telemedicine  are  now  present 
in  40  states,  and  some  authors  speculate  that  most  United  States 
physicians  will  have  some  involvement  with  clinical  telemedi- 
cine by  the  year  2000.-  The  number  of  national  sites  planning 
interactive  video  consultation  and  reports  continues  to  rise. 
Electronic  medical  networks  are  being  developed  in  most 
states. - 


Clinical  Applications  of  Telemedicine 

The  ECU  clinical  outreach  program  uses  the  Rural  Eastern 
Carolina  Health  Network  (REACH-TV),  which  is  currently 
connected  to  12  sites  (Figure  1,  next  page).  Physicians  from  31 
different  medical  specialties  have  used  this  network  to  conduct 
more  than  1900  consultations.  Sitting  at  the  School  of  Medi- 
cine, physicians  can  discuss  clinical  problems  with  physicians 
and  patients  at  any  of  the  1 2  remote  sites  (where  a  physician  or 
a  specially  trained  nurse  aids  in  presenting  the  patient  to  the 
consultant  across  the  network — for  example,  providing  vital 
signs  or  an  evaluation  of  the  precordial  and  peripheral  pulses  for 
cardiology  consultations).  Then  the  nurse  places  an  electronic 
stethoscope  to  transmit  auscultatory  findings  (a  volume  control 
adds  to  the  utility  of  the  auscultation).  The  consultant  may  also 
use  an  ophthalmoscope,  otoscope,  dermoscope,  or  even  ultra- 
sound. Ultrasound  images  are  transmitted  as  real-time  motion 
video  at  30  frames  per  second. 

Telemedicine  has  improved  access  to  care  for  rural  pa- 
tients. Pediatric  cardiology  patients  and  their  parents  can  re- 
ceive specialty  care  without  having  to  travel  and  negotiate  new 
city  environments.  More  than  60  pediatric  cardiology  consulta- 
tions have  been  successfully  completed  via  telemedicine,  lead- 
ing to  important  diagnoses  and  recommendation  for  treatment, 
including  surgery. 

ECU  dermatologists  have  made  over  700  consultations.  A 
recent  study  of  dermatology  teleconsultations  between  ECU  in 
Greenville  and  the  Central  Prison  in  Raleigh'  found  that  tele- 
medicine consultations  were  as  valuable  as  in-person  consulta- 
tions, and  that  teleconsultants  were  fully  confident  of  their 
diagnoses  and  subsequent  patient  management  decisions.  Tele- 
medicine consultation  allows  dermatologists  to  provide  signifi- 


iidt 


Dr.  Harr  served  as  Telemedicine  Project  Manager  at  East  Carolina  University  School  of  Medicine,  and  is  now  Director  of  Planning 
and  Development  for  Home  Technology  Healthcare,  e-mail:  doharr@hthc.com.  Mr.  Balch  and  Dr.  McConnell  are  affiliated  with 
ECU'S  School  of  Medicine:  Mr.  Balch  is  Director  of  Telemedicine  and  the  Center  for  Health  Sciences  Communication.  Dr.  McConnell 
is  with  the  Department  of  Pediatrics  (Cardiology).  The  authors'  work  is  supported  in  part  by  grants  from  the  Health  Care  Financing 
Administration,  the  Office  of  Rural  Health  Policy,  and  the  National  Telecommunications  and  Information  Administration. 


398 


NCMJ  November/December  1997.  Volume  58  Number  6 


Fig  1:  The  Rural  Eastern  Carolina  Health  Network.  Illustration  by  Alan  Branigan,  Medical  Illustrator. 


cant  assistance  to  the  primary  care  physicians  without  the  need 
for  patients  to  travel  to  the  medical  center.  In  some  cases 
telemedicine  provides  specialty  care  to  patients  who  would 
otherwise  do  without  it. 


i 


Community  Benefits 

In  addition  to  the  benefits  to  physicians  and  patients,  telemedi- 
cine offers  a  number  of  important  community  benefits  such  as 
on-site  educational  programs  for  health  professionals.  Resi- 
dents from  ECU  participate  in  a  Rural  Residency  Program, 
living  in  a  rural  community  while  still  having  access  to  tertiary 
care  consultants  with  whom  they  can  discuss  cases.  Otoscope 
findings,  radiology  findings,  and  cardiac  auscultatory  findings 
can  be  discussed  with  the  resident,  providing  educational  feed- 
back that  previously  was  only  available  face-to-face. 

North  Carolina  is  blessed  with  an  advanced  telecommuni- 
cation infrastructure  unlike  any  other  in  the  US.  Networks 
already  in  place  support  a  variety  of  distance  education  and 
,  telemedicine  programs.  The  North  Carolina  Research  and  Edu- 
ication  Network  (NC-REN)  provides  two-way  video  confer- 
ences to  approximately  40  sites  across  the  state.  The  North 


Carolina  Information  Highway  (NCIH)  provides  conference 
capabilities  to  128  additional  sites.  These  networks  offer  on- 
line courses,  seminars,  and  continued  medical  education.  Dis- 
tance education  provides  rural  health  facilities  with  needed 
medical  education,  conveniently  brought  to  the  individual 
workplace.  Clinical  practices  are  not  disrupted  because  physi- 
cians and  nurses  need  not  travel  for  educational  purposes. 
Hospitals  and  medical  centers  reap  the  direct  benefits  of  re- 
duced medical  education  expenses  (and  rural  communities  save 
the  money  that  would  otherwise  pay  for  backup  physician 
coverage). 

A  prototype  emergency  medicine  consultation  system  pro- 
vides 24-hour  triage  coverage  for  the  Naval  Hospital  at  Camp 
Lejeune,  Pungo  District  Hospital  at  Belhaven,  and  Bertie  Me- 
morial Hospital  at  Windsor.  The  network  supports  real-time 
transmission  of  high-resolution  radiographs  at  two  of  these 
triage  sites,  and  full-motion  video  consultation  at  all  three. 


State-of-the-Art  Technology 

A  primary  component  of  telemedicine  at  ECU  is  the  optimized 
workspace  in  which  specialty  consultants  interact  with  patients 
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at  rural  outreach  sites.  The  four  consultation  rooms  are  custom- 
ized, 6-X-12  foot  modular  booths  equipped  with  a  digital 
stethoscope,  television  monitors,  motorized  cameras,  CODEC 
(converts  continuous  electrical  signals  into  digital  information) 
and  touch-screen  control  panels  with  interactive  video  (Figure 
2,  below).  The  modules  can  accommodate  two  people,  the 
specialist  consultant  and  a  technician  or  medical  student.  The 
modules  can  send  or  receive  any  program  on  the  NCREN 
statewide  network,  the  Rural  Eastern  Carolina  Health  Televi- 
sion Network,  or  North  Carolina  Information  Highway.  The 
modules  support  both  distance  education  and  telemedicine 
activities.  The  ECU  telemedicine  modules  provide  state-of- 
the-art  clinical  technology,  and  have  been  recognized  by 
INFOWORLD  magazine  and  the  Henry  Ford  Health  Care 
Systems  as  among  the  most  innovative  technology  applications 
in  health  care.  This  applied  use  of  telemedicine  technology  has 
increased  access  to  medical  care  in  eastern  North  Carolina. 


A  New  Practice  Model 

The  swiftly  emerging  field  of  telemedicine  has  increased  the 
need  for  a  new  clinical  practice  model  using  advanced  commu- 
nication technology  to  enhance  patient  care.  What  we  need 
most  are  cost-effective  and  useful  ways  to  link  health  care 
providers  and  patients. ■*  The  Distributed  Medical  Intelligence 
model,  pioneered  at  ECU,  has  the  potential  to  extend  effective 
communication  technologies.  It  incorporates  audio,  high-reso- 
lution still  images,  video,  and  virtual  reality  tools  into  an 
integrated  medical  communication  network."  In  the  future  we 
will  use  World  Wide  Web  technology  (on  a  secure  infrastruc- 
ture [Intranet] ),  and  other  low-cost  technology  to  deploy  medi- 
cal knowledge  to  points  of  need. 

At  ECU,  several  components  of  the  Distributed  Medical 
Intelligence  model  are  currently  under  testing.  There  are  three 
main  parts:  1)  the  cai'e  portal,  2)  the  docking  station,  and  3)  the 
bridge.  The  care  portal  denotes  either  a  patient  or  physician  in 
need  of  care  or  medical  informa- 
tion— at  ECU  the  njral  sites  repre- 
sent care  portals.  The  docking  sta- 
tion signifies  a  site  of  medical 
expertise  and  consultation,  repre- 
sented at  ECU  by  the  telemedicine 
consultation  booths.  The  bridge  is 
a  medical  communication  hub, 
which  optimizes  information  flow 
between  the  docking  station  and 
the  care  portals:  it  is  a  multifac- 
eted  system  of  communication  and 
information  technologies  that 
"bridge"  the  patient  to  the  pro- 
vider. 

The  growth  of  the  Internet 
has  created  a  window  of  opportu- 
nity for  medicine.  We  already  have 


the  tools  to  develop  an  intelligent  "Medical  Communications 
Matrix"  for  use  in  health  care,  communication,  and  education.^ 
The  Med- Wide- Web  is  a  way  to  help  emerging  technologies 
deliver  quality  medical  services  without  the  concern  of  time  or 
distance.  The  Med-Wide-Web  is  a  secure  medical  communica- 
tion infrastructure  using  Web-compliant  interface  and  commu- 
nication protocols.  When  we  speak  of  the  "Webification  of 
medicine"  we  refer  to  the  use  of  a  ubiquitous  interface  that 
allows  specific  medical  process  functions  to  work  across  all 
platforms  and  networks.  This  approach  uses  various  Web  tools 
of  the  emerging  nationwide  telecommunications  infrastructure. 
The  community  of  health  care  professionals  is  in  an  opportune 
position  to  seize  the  capabilities  and  communicative  power  the 
Web  can  now  provide.  The  Med-Wide-Web  will  give  the 
medical  profession  world  accessibility,  expanded  knowledge 
tools,  and  communication  resources. 


Education  and  Training  in  Telemedicine 

Personalized  training  about  current  and  future  telemedicine 
technologies  is  available  at  ECU.  Participants  in  the  training 
program  develop  a  customized  curriculum  that  provides  a 
behind-the-scenes  look  at  telemedicine  technology.  A  wide 
array  of  topics  are  available,  including  training  in  technical, 
administrative,  legal,  and  clinical  applications.  Participants 
have  the  opportunity  to  explore  a  successful  telemedicine 
program  in  action.  For  more  information  on  educational  oppor- 
tunities at  ECU  call  800/816-3859  or  visit  the  website:  http:// 
www.telemed.med.ecu.edu 


The  Benefits  of  Telemedicine  Care 

The  ECU  telemedicine  program  has  improved  access  to  care  for 
hundreds  of  patients  in  rural  areas.  Rural  physicians  can  reach 
medical  specialists,  enabling  them  to  make  more  accurate 
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Fig  2:  Telemedicine  module,  East  Carolina  School  of  Medicine.  Illustration  by  Alan  Branigan, 
Medical  Illustrator. 
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assessments  for  patient  management.  Emergency  physicians 
can  get  swift  consultatitin  to  determine  the  need  for  trauma  team 
mobilization  or  air  evacuation.  By  reducing  the  need  for  heh- 
copter  transport,  telemedicine  can  greatly  reduce  the  cost  of 
emergency  care.  A  recent  cost  analysis  of  teleradiology  for 
emergency  computerized  tomography  connected  two  spiral  CT 
scanners  at  a  university  hospital  and  linked  them  to  the  remote 
hospital.  The  study  found  a  significant  reduction  in  the  cost  of 
emergency  care.'  Over  13  months,  there  were  121  emergency 
examinations  of  1 16  patients;  the  result  was  fast  and  rehable 
care  that  was  less  expensive  then  transporting  films  by  ground 
or  air. 

The  efficacy  of  telemedicine  has  only  begun  to  reveal 
itself.  As  the  demand  grows,  the  cost  of  telemedicine  technol- 
ogy will  drop.  Physicians  and  patients  will  find  the  quality  of 
life  improved  as  telemedicine  provides  greater  access  to  care. 


The  Future 

ECU  and  Pitt  County  Memorial  Hospital  continue  to  integrate 
patient  information  and  management  tools  into  their  network. 
The  School  of  Medicine  will  test  and  introduce  virtual  reality 
tools  into  the  telemedicine  environment.  Virtual  reality  will  let 
telemedicine  physicians  "feel"  pulses,  muscle  tone,  or  precor- 
dial activity.  ECU  will  continue  to  scale  down  the  technology 
and  expand  its  hybrid  network  into  rural  hospitals  and  medical 
centers.  It  will  bring  telemedicine  into  homes  with  a  new 
TeleHome  program.  Real-time  telemedicine  consultations  will 
be  supplemented  with  store-and-forward  consultations.  We  are 
working  on  a  system  of  health  delivery  that  will  allow  patients 
to  securely  transmit  their  medical  histories  to  physicians  many 
miles  away.  High-speed  bandwidth  telecommunications  lines, 
and  the  use  of  Internet  and  Web-based  applications,  will  pro- 
mote the  delivery  of  state-of-the-art  medicine  in  a  cost-effective 
manner  to  patients  anywhere  in  the  world.     □ 
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The  Good  Telemedicine 
Can  We  Avoid  tlie 
Bad  and  tlie  Ugly? 

George  C.  Barrett,  MD 

President,  North  Carolina  Medical  Board,  Raleigh 


"Next  Generation  Telemedicine"  describes  accurately 
how  telemedicine  can  enhance  the  quality  of  health  care 
in  rural  areas.  It  typifies  the  commitment  East  Carolina 
University  School  of  Medicine  (ECU)  has  made  to  the 
patients  in  its  area.  Harr  et  al  recognize  what  is  frequently 
overlooked:  technology  cannot  replace  medical  exper- 
tise, but  it  can  enhance  it.  The  doctor  must  go  through  the 
door  of  technology  if  the  patient  is  to  benefit. 

That  physicians  and  patients  accept  telemedicine  is 
evidenced  by  a  report  from  Bloom.'  She  surveyed  14 
patients  and  family  members,  and  seven  health  care 
providers  in  the  Program  on  Aging  at  the  University  of 
North  Carolina  at  Chapel  Hill  (UNC-CH).  She  found  no 
negative  feelings  about  encounters  via  telemedicine,  and 
concluded  that  patients  felt  "freer  to  speak  and  less 
intimidated,"  which  enhanced  communication  between 
patient  and  physician.  Simultaneously  involvement  of 
patient,  referring  physician,  and  specialist  improved  com- 
munication and  possibly  care.  Bloom  believes  that  a 
broadcast  quality,  large-screen  format  is  important  be- 
cause it  creates  intimacy  and  immediacy,  simulating  a 
face-to-face  encounter. 

Opportunities  for  consultation  with  specialists,  imme- 
diate review  of  imaging  studies  by  a  subspecialist,  digital 
mammography,  psychiatric  care,  video  conferencing,  vir- 
tual-reality physical  examinations,  and  robotic  laparoscopic 
procedures  are  but  a  few  possibilities  of  telemedicine 
available  or  in  the  offing. 

The  cutting  edge  technology  provided  to  rural  North 
Carolinians  by  ECU  and  UNC-CH  now  operates  in  a 
virtually  ideal  physical  and  intellectual  environment:  Re- 
imbursement is  not  an  immediate  problem  (there  is  grant 
support);  there  are  patients  whose  conditions  warrant 
specialized  care;  there  are  local  physicians  who  seek 
guidance;  the  consultants  are  licensed  and  resident  in  our 
state;  faculty  status,  institutional  guidance,  and  geogra- 
phy combine  to  eliminate  "turf"  issues;  and  education  is  an 
immediate  byproduct.  This  is  "good"  telemedicine,  but  in 
thefuturecertain  managerial,  legal,  reimbursement,  tech- 
nical, policy,  evaluation,  and  human  issues  must  be 
addressed  if  telemedicine  is  to  achieve  its  full  potential  (or 
even  maintain  the  initial  success  reported  in  our  state). 

Legal  issues  cited  as  particular  concerns  by  the 
Center  for  Telemedicine  Law  include:  When  should  a 
physician  in  a  distant  state  be  licensed?  What  obligations 
will  accompany  licensure?  What  will  we  do  about  confi- 
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dentiality  and  transmission  standards?  How  will  reimburse- 
ment be  handled?  Will  we  need  separate  CPT  codes?  Is 
telemedicine  equipment  a  "medical  device"  subject  to  FDA 
regulation?  One  unaddressed  question  is  whether  a  physi- 
cian/patient relationship  is  established  during  a  telemedicine 
encounter. 

The  public  often  thinks  that  it  is  protected  from  incompe- 
tent physicians  by  requiring  a  license  to  practice  medicine  in 
this  or  any  state.  This  is  not  so.  A  license  only  documents 
education  and  training  through  one  postgraduate  year. 
Credentialing  and  competence  to  practice  beyond  that  first 
postgraduate  year  is  largely  determined  at  the  community 
level.  Protecting  the  public  from  poor  care  via  telemedicine 
will  also  depend  largely  on  communities  rather  than  regula- 
tory agencies.  Requiring  physicians  to  be  licensed  in  every 
state  in  which  they  wish  to  practice  telemedicine  imposes  a 
burden  that  might  be  removed  by  a  limited  federal  permit, 
possibly  issued  by  the  Federal  Communication  Commission. 
Without  such  a  permit,  no  telecommunication  activity  would 
be  permitted,  thus  no  reimbursement  allowed. 

North  Carolina  has  a  unique  opportunity  to  avail  itself  of 
the  superb  beginnings  of  infrastructure  as  outlined  in  Harr's 
article.  The  profession  must  avoid  "turf  battles"  and  be  open 
to  new  ways  to  ensure  that  patients  have  access  to  care. 


Credentialing  institutions  must  set  high  standards  for  their 
local  and  distant  staff.  We  must  never  assume  that  the 
"lowest  bidder"  offering  services  is  as  qualified  as  a  local 
provider,  or  that  telemedicine  is  cost-effective  just  because  it 
is  telemedicine. 

As  we  travel  up  the  on-ramp  of  the  information  highway, 
we  must  be  sensitive  to  the  inevitability  of  fraud.  We  must 
create  a  framework  for  evaluating  costs,  clinical  quality,  and 
patient  acceptance.  We  must  develop  distant  services  ac- 
cording to  the  needs  of  population  served,  not  the  desire  for 
profit.  The  integrity  of  physicians,  administrators,  and  the 
trustees  of  our  community  institutions  will  determine  whether 
we  avoid  the  bad  and  the  ugly  telemedicine.  It  is  in  our  hands. 

Virtual  reality  may  be  wonderful,  but  someone  must 
always  actually  "touch"  the  patient.  That  will  be  the  physician 
who  knows  about  the  person  in  the  ill  body.  Technology  will 
never  eliminate  the  need  for  good  doctors  to  know  the 
persons  who  are  their  patients.     □ 
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Oral  Contraceptive  Pills 

Prevention  of  Ovarian  Cancer  and  Other  Benefits 


Andrew  Berchuck,  MD,  and  Joellen  Schildkraut,  PhD 


Suppose  there  was  a  pill,  one  that  had  been  given  safely  to 
millions  of  women  over  the  course  of  35  years,  that  could  cut  in 
half  a  woman's  risk  of  breast  cancer.  We  would  expect  most 
women  to  know  about  it.  There  is  such  a  pill  for  ovarian  cancer, 
but  most  women  don't  know  about  it.  Because  of  the  high 
incidence  of  breast  cancer  in  the  United  States  and  the  relatively 
good  survival  rate,  many  affected  women  "live  to  lobby"  for 
breast  cancer  awareness  and  research.  In  contrast,  ovarian 
cancer  is  less  common  and  survival  is  poor.  In  fact,  ovarian 
cancer  is  sometimes  called  the  "silent  killer"  because  it  causes 
few  symptoms  until  it  has  spread  widely.  The  name  also  fits 
because  ovarian  cancer  "silences"  the  voices  of  most  affected 
women.  With  the  notable  exception  of  the  comedian  Gilda 
Radner  and  her  husband  actor  Gene  Wilder,  few  victims  have 
actively  crusaded  against  this  disease.  Maybe  this  is  one  reason 
why  most  women  don't  know  that  use  of  oral  contraceptives 
protects  against  the  development  of  ovarian  cancer. 


Ovarian  Cancer 

Each  year  about  25,000  new  cases  of  ovarian  cancer  are 
diagnosed  in  the  US.  Most  of  these  cancers  arise  in  the  single 
layer  of  epithelial  cells  that  covers  the  surface  of  the  ovary  or 
lines  underlying  inclusion  cysts.'  There  are  several  significant 
obstacles  to  early  detection  of  epithelial  ovarian  cancer:  1)  No 
preinvasive  phase  (similar  to  carcinoma-in-situ  of  the  cervix  or 
polyps  of  the  colon)  has  been  defined.  2)  The  ovaries  lie  within 
the  peritoneum,  making  them  relatively  inaccessible  to 
examination.  3)  Ovarian  tumors  produce  few  alarming 
symptoms,  so  most  patients  do  not  seek  medical  attention 


The  authors  are  affiliated  with  Duke  University  Medical 
Center,  Durham;  Dr.  Berchuck  is  Professor,  Division  of 
Gynecologic  Oncology,  Department  of  Obstetrics  and  Gy- 
necology, and  Dr.  Schildkraut  is  Assistant  Professor,  De- 
partment of  Community  and  Family  Medicine,  Program  of 
Cancer  Prevention,  Detection  and  Control  Research. 


until  ascites  causes  abdominal  enlargement  and  gastrointestinal 
discomfort.  4)  Even  after  symptoms  appear,  ovarian  cancer  can 
be  difficult  to  diagnose  and  patients  may  consult  several  physi- 
cians before  an  ovarian  mass  is  detected. 

More  than  80%  of  patients  with  cancer  confined  to  the 
ovary  and  completely  resectable  survive  five  years  or  longer. 
Adjuvant  chemotherapy  may  be  given,  but  it  is  not  clear  that  this 
improves  survival.  Unfortunately,  few  patients  are  diagnosed  at 
such  an  early  stage;  most  already  have  diffuse  intraperitoneal 
metastases  at  diagnosis.  Treatment  then  consists  of  resecting 
the  primary  tumor,  surgically  debulking  intraperitoneal  me- 
tastases, and  administering  combination  chemotherapy.'  A 
number  of  cytotoxic  drugs  are  used  to  treat  ovarian  cancer, 
including  cisplatin,  carboplatin,  paclitaxel.  and  topotecan.  Strik- 
ing regression  of  visible  intraperitoneal  metastases  occurs  in 
more  than  70%  of  cases,  but  residual  disease  usually  persists. 
The  median  survival  of  patients  with  metastatic  ovtirian  cancer 
now  exceeds  three  years,  but  only  10%-20%  are  cured  (Table  1, 
below).  Because  ovarian  cancers  have  such  a  high  initial 
response  to  chemotherapy,  we  can  realistically  hope  for  the 
development  of  additional  treatments  that  will  translate  into 
higher  cure  rates  in  the  future. 

Screening  to  detect  disease  at  an  early,  curable  stage  offers 
another  approach  to  improving  survival  of  patients  with  ovarian 
cancer.-  Imaging  the  ovaries  with  transvaginal  ultrasound  and 
measuring  blood  levels  of  the  C A  1 25  tumor  marker  have  been 
advocated  as  screening  modalities.  Unfortunately,  these  tests 
are  not  sensitive  or  specific  enough  for  cost-effective  popula- 


Table  1.  Clinical  features  of  ovarian  cancer 

♦  Most  cancers  arise  in  the  ovarian  epithelium. 

♦  There  is  no  effective  screening  test  for  ovarian  cancer. 

♦  There  are  few  symptoms  early  in  the  course  of  disease. 

♦  Most  patients  have  widespread  metastases  at  diagnosis. 

♦  Chemotherapy  prolongs  survival  but  does  not  cure. 

♦  Only  30%  of  all  patients  survive  the  disease. 
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tion  screening,  although  some  women  do  request  that  they  be 
screened.  The  problem  is  that  about  3%  of  women  over  age  50 
have  elevated  levels  of  the  CA  1 25  tumor  marker,  although  only 
one  of  every  30-40  women  with  an  elevated  level  has  ovarian 
cancer.  Screening  would  mean  that  all — even  those  with  "false- 
positive"  results — would  undergo  expensive  diagnostic  evalu- 
ations. Similarly,  most  enlarged  ovaries  detected  by  ultrasound 
are  not  cancerous.  Several  large  prospective  trials  exploring  the 
utility  of  CA  125  and  ultrasound  are  under  way  but,  in  the 
interim,  screening  is  not  recommended  except  in  women  who 
carry  mutated  cancer  susceptibility  genes  such  as  BRCAl  or 
BRCA2.'  "*  The  lifetime  risk  of  ovarian  cancer  in  women  with 
such  mutated  genes  is  so  high  that  some  women  elect  prophy- 
lactic oophorectomy;  in  those  who  retain  ovaries,  annual  mea- 
surement of  CA  125  and  ultrasound  scan  seem  reasonable. 

Overall,  the  poor  survival  of  women  who  develop  ovarian 
cancer  and  the  present  uncertainty  about  screening  tests  means 
that  prevention  may  be  the  most  effective  means  of  reducing 
ovarian  cancer  mortality. 


Preventing  Ovarian 
and  Endometrial  Cancer 

A  recent  study  at  Yale  University  revealed  that  only  a  small 
minority  of  women  knew  that  use  of  oral  contraceptives  ("the 
pill")  can  protect  against  ovarian  cancer,''  even  though  such 
protection  has  been  convincingly  demonstrated  in  epidemio- 
logic studies.*-'  The  CASH  study,  a  case-control  study  per- 
formed in  the  United  States  in  the  early  1980s,  examined  the 
relationship  between  breast,  ovarian  and  endometrial  cancers 
and  oral  contraceptive  use."  This  population-based  study  con- 
ducted through  the  Surveillance,  Epidemiology  and  End  Re- 
sults program  of  the  National  Cancer  Institute  found  that  the 
risk  of  ovarian  cancer  was  40%  lower  in  women  who  had  used 
the  pill  compared  to  those  who  had  not.  The  CASH  and  other 
studies  have  shown  that  the  magnitude  of  the  protective  effect 
is  related  to  duration  of  usage:  there  is  a  modest  protective  effect 
after  three  to  six  months,  but  a  60%-80%  decrease  in  risk  after 
more  than  10  years  of  pill  use.  The  protective  effect  appears  to 
last  for  at  least  15  years  after  pill  use  is  discontinued. 
Because  the  CASH  study  looked  only  at  women  age  20-54, 
it  was  not  clear  that  the  findings  could  be  extrapolated  to  the 
general  population.  Recently,  Whittemore  and  colleagues 
analyzed  the  data  from  12  US  case-control  studies.'  They 
found  that  any  use  of  oral  contraceptives  was  associated 
with  an  11%  reduction  in  risk  per  year  of  use. 

The  CASH  and  other  studies  have  demonstrated  that 
use  of  the  pill  also  decreases  the  incidence  of  endometrial 
cancer  by  about  50%.*" '"  There  is  a  relationship  between 
duration  of  pill  use  and  the  magnitude  of  the  protective 
effect.  Since  most  endometrial  cancers  are  detected  at  an 
early  stage  and  survival  is  relatively  good,  preventing 
endometrial  cancer  would  have  less  of  an  impact  on  cancer 
mortality  than  prevention  of  more  lethal  ovarian  cancers. 


The  average  parity  of  women  in  this  country  has  been 
decreasing  during  the  past  several  decades.  This  ought  to  have 
increased  the  incidence  of  both  ovarian  and  endometrial  can- 
cers,^ but  no  increase  has  been  seen,  perhaps  because  many 
women  have  used  the  pill.  More  widespread  use  might  decrease 
the  incidence  of  these  cancers  even  further,  but  some  commen- 
tators have  expressed  concern  that  no  studies  have  followed 
subjects  long  enough  to  exclude  the  possibility  that  the  pill 
simply  delays  the  onset  of  disease.  That  possibility  cannot  be 
excluded,  but  available  data  strongly  suggest  that  the  pill 
actually  decreases  lifetime  risk. 


The  Benefits  of  Pill  Use 

The  pill  is  used  primarily  to  prevent  pregnancy,  but  healthy 
reproductive-age  women  who  use  the  pill  have  lower  mortality 
rates  than  women  who  use  other  methods  of  contraception.'  Not 
only  does  the  pill  decrease  the  risk  of  ovarian  and  endometrial 
cancers,  but  its  high  contraceptive  efficacy  leads  to  fewer 
deaths  from  sequelae  of  ectopic  pregnancy  or  abortion.  Despite 
the  tremendous  decline  in  mortality  associated  with  childbirth 
during  this  century,  women  are  more  likely  to  die  from  compli- 
cations of  pregnancy  than  those  attributable  to  the  pill.  It  is 
"safer"  to  take  the  pill  than  to  have  unprotected  sexual  inter- 
course. 

Women  who  use  the  pill  are  less  likely  to  develop  pelvic 
inflammatory  disease,  which  rarely  is  fatal  but  often  leads  to 
infertility  due  to  scarring  of  the  fallopian  tubes.'  It  is  thought 
that  the  pill  prevents  pelvic  infection  by  making  cervical  mucus 
less  conducive  to  growth  and  upward  mobility  of  pathogenic 
bacteria,  and  by  reducing  the  flow  of  menstrual  blood,  which 
may  provide  a  culture  media  for  these  bacteria.  Since  women 
with  pelvic  inflammatory  disease  often  need  hospitalization  for 
intravenous  antibiotics,  reducing  the  incidence  of  infection  is 
appealing  from  both  a  public  health  and  economic  perspective. 

Several  other  less  serious  (from  the  standpoint  of  mortal- 
ity) conditions  are  attenuated  by  the  pill  (Table  2,  below).'  The 
most  common  cause  of  anemia  in  menstruating  women  is  iron 
deficiency.  Because  the  pill  decreases  average  menstrual  blood 


Table  2.  Diseases  prevented  by  oral  contraceptive  pills 

Definite  protection 

Possible  protection 

Ovarian  cancer 

Uterine  fibroids 

Endometrial  cancer 

Rheumatoid  arthritis 

Ectopic  pregnancy 

Toxic  shock  syndrome 

Pelvic  infection 

Osteoporosis 

Iron  deficiency  anemia 

Dysmenorrhea 

Benign  ovarian  cysts 

Benign  breast  disease 

Acne 
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loss,  marrow  iron  stores  are  less  likely  to  be  depleted.  This 
benefit  is  particularly  important  in  underdeveloped  countries 
where  iron  intake  is  often  deficient.  It  is  important  to  remember 
that  the  pill  prevents  dysmenorrhea  and  other  symptoms  asso- 
ciated with  ovulatory  menstrual  cycles.  These  symptoms  vary 
widely  among  women,  but  can  cause  significant  discomfort  and 
lost  productivity.  In  addition,  the  pill  decreases  the  incidence  of 
ovarian  cysts.  Although  most  of  these  common,  "functional" 
cysts  resolve  spontaneously,  many  women  have  them  surgi- 
cally removed.  The  pill  also  decreases  the  incidence  of  benign 
breast  disease,  another  common  condition  that  leads  to  surgery. 
Finally,  use  of  the  pill  (in  concert  with  other  medications)  can 
decrease  the  severity  of  acne. 


"...each  full-term  pregnancy 

decreases  the  risk  of  ovarian 

cancer... women  with  three  or  more 

children  have  half  the  risk  of  women 

who  have  never  been  pregnant." 


Safety  of  the  Pill 

In  their  initial  formulations,  oral  contraceptive  pills  increased 
the  risk  of  cardiovascular  disease  including  stroke  and  myocar- 
dial infarction,'  particularly  in  older  women  who  smoked 
cigarettes.  Today,  the  doses  of  estrogen  and  progestin  have 
been  decreased  by  five-  to  10-fold.  Low-dose  oral  contracep- 
tive pills  do  not  significantly  increase  the  risk  of  cardiovascular 
disease  in  healthy  nonsmokers,  and  are  considered  safe  for 
healthy,  nonsmoking  women  even  in  their  40s.' 

Many  women  worry  that  the  pill  will  increase  the  risk  of 
cancer.* '  Early  studies  did  suggest  a  possible  link  between  pill 
use  and  liver  tumors,  but  later,  rigorously  designed  studies  have 
not  confirmed  this.  However,  the  CASH  and  other  studies 
suggest  that,  even  after  controlling  for  confounding  factors 
such  as  number  of  sexual  partners  and  cigarette  use,  pill  users 
have  an  increased  risk  of  cervical  cancer.  Even  so,  there  are 
three  times  more  deaths  from  ovarian  cancer  than  from  cervical 
cancer  in  the  US,  and  we  have  an  effective  screening  test  for 
cervical  cancer.  We  continue  to  advocate  use  of  the  pill,  but 
recommend  that  women  who  do  so  return  annually  for  pelvic 
examinations  and  Pap  smears. 

Finally,  there  has  been  a  suggestion  that  pill  use  increases 
the  risk  of  breast  cancer,  although  some  large  studies  have  been 
reassuring.'''"'-  The  available  data  suggest  that  any  breast 
cancer  effect  must  be  either  very  small  or  confined  to  specific 
subsets  of  women.  It  is  possible  that  long-term  oral  contracep- 
tive use,  while  not  directly  inducing  breast  cancer,  promotes  its 
earlier  development  in  susceptible  hosts,  such  as  women  who 
carry  breast  cancer  susceptibility  genes  like  BRCAl   and 


BRCA2."'  What  we  really  need  are  studies  of  the  effects  of  the 
pill  on  breast  cancer  risk  in  well-defined  cohorts  of  women  with 
normal  and  increased  genetic  susceptibility. 


Ovulation  and  Ovarian  Cancer 

The  pill  appears  to  protect  against  ovarian  cancer  by  inhibiting 
ovulation,  the  primary  mechanism  by  which  it  prevents  preg- 
nancy." Other  events  that  prevent  ovulation  (pregnancy  and 
breastfeeding,  for  example)  also  protect  against  ovarian  cancer. 
It  is  estimated  that  each  full-term  pregnancy  decreases  the  risk 
of  ovarian  cancer  by  about  14%,  so  that  women  with  three  or 
more  children  have  half  the  risk  of  women  who  have  never  been 
pregnant.''  Several  other  observations  support  the  premise  that 
ovulation  is  causally  related  to  the  development  of  ovarian 
cancer:  1)  epithelial  ovarian  cancer  is  exceedingly  rare  in 
women  with  Turner's  syndrome,  who  have  dysgenetic  gonads 
and  do  not  ovulate;  2)  epithelial  ovarian  canceris  rare  in  animal 
species  that  ovulate  only  once  a  year;  3)  hens,  which  lay  an  egg 
a  day,  are  the  only  species  except  humans  with  a  high  incidence 
of  epithelial  ovarian  cancer. 

Several  theories  have  been  proposed  to  explain  the  link 
between  ovulation  and  ovarian  cancer:"  1)  The  high  levels  of 
gonadotropins  and  steroid  hormones  at  ovulation  may  facilitate 
malignant  transformation.  2)  Ovulation  may  lead  to  entrapment 
of  epithelial  cells  in  the  underlying  stroma  and  subsequent 
formation  of  inclusion  cysts.  These  cysts  could  serve  as  precur- 
sors for  malignant  transformation.  3)  Proliferation  of  epithelial 
cells  to  repair  the  ovarian  surface  disrupted  by  ovulation  could 
contribute  to  carcinogenesis  by  increasing  the  likelihood  of 
spontaneous  mutations.  Mutations  involving  critical  growth 
regulatory  genes  like  the  p53  tumor  suppressor  gene"'^  could 
facilitate  clonal  expansion  of  premalignant  cells  which  then 
become  fully  transformed.  In  support  of  this  hypothesis,  we 
recently  found  a  strong  association  between  total  number  of 
lifetime  ovulations  and  mutation  of  the  p53  gene  in  ovarian 
cancers.'* 


"Using  the  pill  for  five  years 

decreases  the  risk  of  ovarian  cancer 

by  40%,  but  decreases  lifetime 

ovulations  by  only  about  15%." 


The  pill  may  protect  against  ovarian  cancer  by  preventing 
proliferation-associated  mutations,  but  the  magnitude  of  the 
protective  effect  is  greater  than  would  be  expected  if  this  were 
the  sole  mechanism.  Using  the  pill  for  five  years  decreases  the 
risk  of  ovarian  cancer  by  40%,  but  decreases  lifetime  ovulations 
by  only  about  15%.  The  protective  effect  of  pregnancy  also  is 
greater  than  would  be  predicted  by  the  number  of  ovulations 
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prevented.  This  suggests  that  factors  other  than  prevention  of 
proliferation-associated  mutations  contribute  to  the  protective 
effect  of  inhibiting  ovulation. 


A  Strategy  for  Preventing  Ovarian  Cancer 

Our  society  has  undergone  a  significant  shift  in  its  "reproduc- 
tive lifestyle."  This  is  of  concern  with  respect  to  the  develop- 
ment of  ovarian  cancer.  Before  the  industrialized  societies 
arose  over  the  past  few  hundred  years,  women  were  less  well 
nourished,  and  had  a  relatively  late  onset  of  menarche  and  early 
menopause.  In  addition,  because  contraception  was  either  not 
practiced  or  ineffective,  most  women  were  usually  either  preg- 
nant or  breastfeeding  during  the  reproductive  years.  As  a  result, 
their  total  lifetime  number  of  ovulations  was  relatively  low.  In 
contrast,  the  well  nourished  modem  woman  has  earlier  me- 
narche. later  menopause,  low  parity,  and  often  does  not 
breastfeed.  This  means  that  women  in  the  US  may  ovulate  more 
than  500  times  during  their  lives.  In  addition,  our  increasing  life 
e.xpectancy  means  that  large  number  of  women  reach  age  60, 
the  average  age  at  which  ovarian  cancer  is  diagnosed.  Since  we 
have  no  effective  screening  tests  and  since  survival  of  women 
with  ovarian  cancer  is  poor,  the  best  strategy  for  preventing 


ovarian  cancer  may  be  to  advise  women  to  avoid  long  periods 
of  fruitless  ovulation.  The  pill  is  the  best  present  option  for 
ovulation  management  from  the  contraceptive,  cancer  preven- 
tive, and  other  medical  perspectives. 

Although  the  development  of  highly  effective  oral  contra- 
ception for  women  may  be  one  of  the  great  scientific  develop- 
ments of  the  20th  century,  the  general  public  has  not  fully 
appreciated  its  safety  and  its  other  health  benefits.  When  the  pill 
first  became  available  35  years  ago,  the  very  topic  of  contracep- 
tion was  taboo.  The  "sexual  revolution"  of  the  1 960s  led  to  more 
open  discussion,  but  the  unpleasant  side  effects  and  dangerous 
cardiovascular  complications  of  the  early,  high-dose  pills  led  to 
a  negative  bias  that  unfortunately  persists.  Recently,  contracep- 
tion has  become  a  major  public  health  issue,  in  part  because  of 
the  AIDS  epidemic.  Avoidance  of  promiscuity  and  use  of 
condoms  have  been  mainstays  of  public  health  campaigns 
about  AIDS  but,  ironically,  barrier  contraceptives  may  not  be 
best  for  many  American  women.  In  the  US,  monogamous 
women  probably  are  at  higher  risk  of  developing  ovarian  cancer 
than  AIDS.  Ideally,  each  woman  should  choose  a  contraceptive 
based  on  an  understanding  of  its  efficacy  as  well  as  potential 
side  effects  and  noncontraceptive  risks  and  benefits.  In  view  of 
their  high  contraceptive  efficacy,  safety  and  other  health  ben- 
efits, oral  contraceptive  pills  represent  an  excellent  choice  for 
many  women.     □ 
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Watson  A.  Bowes,  Jr.,  MD,  Professor, 

Division  of  Maternal-Fetal  Medicine,  UNC-Chapel  Hill 

Drs.  Berchuck  and  Schildkraut  summarize  the  evidence 
that  oral  contraceptive  use  reduces  a  woman's  risk  for 
developing  ovarian  and  endometrial  cancer.  The  risk  of 
ovarian  cancer  appears  to  continue  to  decline  the  longer 
oral  contraceptives  are  used.  The  authors  list  other  health 
benefits  attributed  to  the  use  of  oral  contraceptives  (less 
pelvic  infection,  acne,  benign  breast  disease,  rheumatoid 
arthritis,  and  osteoporosis).  We  do  not  yet  understand  all 
the  mechanisms  by  which  risk  for  these  conditions  is 
reduced,  but  in  the  case  of  ovarian  cancer  it  almost  surely 
results  from  suppression  of  ovulation. 

The  authors  summarize  the  safety  record  of  current 
oral  contraceptives.  When  first  introduced  in  the  1950s, 
estrogen/progestin  combinations  produced  a  well-docu- 
mented increased  risk  of  thromboembolic  disease.  News 
of  their  thrombogenic  potential  tempered  enthusiasm  for 
birth  control  pills  until  lower  doses  of  estrogen  improved 
their  safety.'  That  risk  is  minimized  with  modern  dosage 
preparations. 

No  one  doubts  that  oral  steroids  are  the  gold  standard 
for  contraceptive  effectiveness.  Rather,  the  evidence 
presented  by  Berchuck  and  Schildkraut  raises  the  impor- 
tant question  of  whether  oral  contraceptives  should  be 
prescribed  for  primary  health  promotion  and  disease 
prevention,  even  when  there  is  no  need  for  contraception. 
Most  noncontraceptive  benefits  of  estrogen/progestin  com- 
binations have  not  been  confirmed  by  prospective  con- 
trolled trials.  In  fact,  the  retrospective  studies  that  sug- 
gested positive  benefits  used  relatively  high-dose  estro- 
gen preparations.  Presently,  no  data  exist  about  whether 
there  is  a  threshold  dose  that  will  provide  these  benefits. 
However,  if  prevention  of  ovarian  cancer  is  simply  a 
matter  of  ovulation  suppression,  the  current  low-dose 
regimens  should  be  effective.  Interestingly,  manufactur- 
ers of  birth  control  pills  have  not  avoided  promoting  the 
noncontraceptive  uses  of  their  products.  A  recent  ad  for  a 
norgestimate/ethinyl  estradiol  pill  uses  the  eye-catching 
headline:  "Announcing  a  birth  control  pill  that's  also  a 
beauty  aid." 

Ovarian  cancer  is  a  formidable  disease  for  which  we 
have  no  effective  screening  tests  and  only  discouragingly 
ineffective  treatment  options.  Until  prospective  trials  (which 
may  never  be  conducted)  provide  convincing  data  about 
the  relative  risks  and  benefits  of  estrogen/progestin  pro- 
phylaxis for  ovarian  cancer,  women  and  their  physicians 
cannot  be  faulted  for  considering  the  noncontraceptive 
use  of  oral  contraceptives  to  prevent  this  often  deadly 
condition. 
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WOMEN'S      HEALTH 


The  Smile 


J.  Trig  Brown,  MD,  MPH 


That  smile — broader  than  the  Sea  of  Tranquility  as  it  spreads 
across  her  moon-shaped  face.  As  my  patient  follows  the  nurse 
into  the  examining  room,  her  smile  of  recognition  beams.  It  is 
a  smile  of  recognition,  yes,  but  it  seems  to  say  much  more. 

Before  the  nurse  pulls  the  door  of  the  exam  room  closed,  I 
return  the  patient's  smile.  I  wish  I  could  say  that  I  recognize  her, 
but  I  do  not.  From  the  floor  near  the  door,  I  gather  up  the  medical 
chart  that  has  grown  too  large  for  the  rack  on  the  wall.  I  notice 
that  some  of  the  entries  on  the  problem  list  at  the  front  of  the 
chart  are  in  my  handwriting,  but  I  shuffle  through  at  least  an  inch 
of  paper  before  I  find  my  last  clinic  notes. 


"...I  return  the  patient's 
smile,  I  wisin  I  could  say  that  I 
recognize  her.  but  I  do  not." 

The  note  jogs  my  memory.  One  year  ago  we  met  for  her 
annual  physical  examination.  As  a  general  internist,  I  reviewed 
her  past  and  current  medical  problems.  My  entry  from  that  visit 
reminds  me  that  she  had  undergone  a  bone  marrow  transplan- 
tation for  breast  cancer.  I  also  remember  that  she  had  been 
upbeat;  she  had  assured  me  that  the  transplant  worked  and  had 
defeated  her  cancer.  Last  year,  after  the  physical  examination, 
I  ordered  a  mammogram  and  other  screening  tests,  and  we 
planned  to  see  each  other  in  a  year. 

What  a  year  she  has  had.  All  the  clinic  notes  following  our 
earlier  visit  are  written  by  an  oncologist.  This,  I  am  certain,  is 
a  bad  sign. 

Entering  the  room,  I  find  her  perched  on  the  edge  of  the 
examining  table.  Still,  she  smiles.  I  reach  to  shake  her  hand,  and 
ask,  "How  are  you  doing  this  year?" 

She  replies,  "Not  too  bad,  for  someone  with  terminal  breast 
cancer."  Still,  she  smiles. 

""Terminal  breast  cancer'  is  not  a  term  you  used  last  year, 
what  has  happened?"  I  sit  close  by  and  encourage  her  story. 

She  tells  me  that  the  cancer  returned  and  now  has  spread  to 
her  bones.  She  is  on  experimental  chemotherapy.  She  adds. 


"You  know,  last  year  I  never  really  felt  that  the  transplant  had 
cured  me,  but  I  always  viewed  it  as  a  way  to  keep  me  going  until 
otherdoors  to  cure  me  would  open.  And,  I'll  tell  you,  I'm  ready 
for  those  doors  to  open  now." 

We  spend  the  next  few  minutes  talking  about  her  current 
condition.  Her  words  hearten  me  as  I  learn  that  her  spirits  are 
good  and  she  has  very  little  pain.  I  ask  what  I  can  do  for  her  this 
year  and  she  responds,  "We're  supposed  to  do  a  physical 
examination  today,  you  know,  the  breast  exam,  pelvic,  and  Pap 
smear.  You  usually  order  my  mammogram,  too.  To  tell  the 
truth,  I  don't  know  why  we  need  any  of  this.  I'm  likely  to  die  of 
breast  cancer  before  cervical  cancer  could  ever  get  me.  I  think 
the  mammogram  is  useless  because  I'm  already  being  treated 
for  breast  cancer."  Still,  she  smiles  and  adds,  "I  just  don't  see 
what  good  any  of  this  is." 

"Well,  if  you'd  rather  not,  I  guess  we  can  skip  the  exams 
this  year,"  I  say  as  I  struggle  to  find  the  appropriate  words. 

Her  smile  suddenly  fades.  Panic  fills  her  face  as  if  my 
statement  has  just  reaffirmed  her  poor  prognosis.  I  notice  my 
heart  racing  and  I  feel  a  queasiness  in  my  gut. 

Quickly  I  stammer.  "On  the  other  hand,  when  those  doors 


"Her  smile  suddenly  fades.  Panic  fills 

her  face  as  if  my  statement  has  just 

reaffirmed  her  poor  prognosis." 

open  for  the  breast  cancer  cure,  we're  going  to  feel  pretty  silly 
if  you  then  develop  cervical  cancer." 

Her  smile  returns  and  we  sit  grinning  at  each  other  like  a 
guilty  pair  of  co-conspirators.  We  do  the  physical  examination, 
the  Pap  smear.  "I'  11  call  you  with  the  results  and  I '  II  see  you  next 
year,"  I  add  at  the  conclusion  of  the  ritual. 

Still  smiling,  she  leaves.  Neither  of  us  has  mentioned 
anything  more  about  a  mammogram  or  other  screening  tests. 
My  smile  slowly  melts  as  she  makes  her  way  toward  the  exit. 
The  unsaid  hangs  heavily  in  the  empty  room.  I  go  to  see  my  next 
patient.     Q 


Dr.  Brown  is  Chief,  Internal  Medicine,  The  Carolina  Permanente  Medical  Group,  Durham-Chapel  Hill  Service  Area,  and  Clinical 
Associate  Professor,  Department  of  Medicine,  UNC-Chapel  Hill. 
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WOMEN'S      HEALTH 


Postmenopausal  Hormone 
Replacement  Therapy 

Information  for  Effective  Patient  Counseling 


Ann  J.  Brown,  MD 


Life  expectancy  has  lengthened  steadily  over  the  past  century. 
A  girl  bom  in  1997  can  expect  to  live  to  be  almost  80  years  old. 
This  longevity,  and  the  fact  that  the  leading  edge  of  the  baby 
boomer  generation  is  now  entering  menopause,  means  that  a 
large  number  of  women  will  live  long  after  their  ovaries  stop 
producing  estrogen.  In  fact,  many  women  will  live  30  years  or 
more — almost  one-third  of  their  lives — after  menopause. 

Since  estrogen  replacement  affects  many  common  dis- 
eases of  older  women,  it  is  essential  that  health  professionals 
provide  effective  and  accurate  counseling  about  hormone  re- 
placement therapy  (HRT).  Effective  counseling  means  more 
than  just  information.  Many  women  have  misgivings  about 
HRT,  and  these  feelings  must  be  acknowledged  and  explored 
during  the  counseling  process.  Some  women  argue  that  meno- 
pause is  a  "natural"  event,  not  a  disease,  so  why  take  a  medicine 
for  it?  Some  women  distrust  the  medical  profession  for 
"medicalizing"  this  life  transition.  Some  women  are  skeptical 
about  the  motives  of  phamiaceutical  companies  that  profit 
when  large  numbers  of  women  take  long-term  HRT.  Some 
women,  recognizing  the  lack  of  data  about  some  estrogen 
effects,  say  that  they  don't  want  to  be  "guinea  pigs." 

Of  course,  in  a  sense  estrogen  is  dangerous.'  High-dose 
oral  contraceptives,  introduced  in  the  1 960s,  caused  arterial  and 
venous  thrombosis  in  some  women.  The  thrombogenic  effect  is 
dose-dependent  and  is  enhanced  in  those  who  smoke  or  who 
have  hypertension.  Even  though  the  estrogen  doses  used  in 
postmenopausal  HRT  are  20  times  lower  than  were  used  in 
early  oral  contraceptives,  the  negative  messages  remain  and 
provide  a  foundation  of  distrust  about  medical  advice  regarding 
postmenopausal  HRT.  Adding  to  the  mistrust,  the  formerly 
popular  use  of  estrogen  without  progestins  for  HRT  was  found 
to  increase  the  risk  of  endometrial  cancer  six-  to  eight-fold.' 
Using  progestins  with  estrogen  eliminates  the  increased  risk. 


Dr.  Brown  is  Medical  Co-Director,  Duke  Women's  Services,  and 
Assistant  Professor  of  Medicine/Endocrinology,  Box  361 1 ,  Duke 
University  Medical  Center,  Durham  27710. 


but  women  had  still  one  more  reason  to  distrust  advice  about 
estrogen  use.  Finally,  there  is  the  question  of  estrogen-induced 
increase  in  breast  cancer.  Despite  decades  of  research,  we  have 
no  clear  delineation  of  this  risk.  Fruitful  debate  continues,  but 
meanwhile  clinicians  struggle  to  provide  a  clinically  meaning- 
ful interpretation  of  research  data  to  patients  who  rightly  fear 
breast  cancer.  In  fact,  fear  of  breast  cancer  and  a  desire  not  to 
resume  menses  are  the  most  consistent  reasons  women  decline 
or  discontinue  HRT.- 

When  counseling  patients  ,  it  is  critical  that  we  take  into 
account  beliefs — formed  in  part  by  the  events  of  the  past  35 
years — that  patients  (and  perhaps  even  the  medical  commu- 
nity) harbor  about  HRT.  At  the  same  time,  we  must  communi- 
cate our  knowledge  about  the  effects  of  HRT  on  the  chronic 
illnesses  of  an  aging  to  an  information-hungry  population.' 


Varying  Estrogen  Doses 

Early  oral  contraceptive  pills  (OCPs)  contained  100-150  ng  of 
ethinyl  estradiol;  today,  most  OCPs  contain  35-50  |ig,  and  a 
few,  such  as  Loestrin  1/20  and  Alesse,  contain  only  20  |ig.  For 
comparison,  postmenopausal  HRT  doses  of  estrogen  (Table  I , 
next  page)  are  equivalent  to  about  5-10  |lg  of  ethinyl  estradiol. 


Short-Term  HRT:  Expected  Benefits 

Estrogen  withdrawal  occurs  over  several  years  as  the  ovaries 
gradually  produce  less  estrogen.  In  some  women,  low  levels  of 
estrogen  eventually  trigger  the  hallmark  symptom  of  the  cli- 
macteric, the  hot  flush.  The  lower  estrogen  levels  may  produce 
bone  loss  and  sleep  disturbances  (leading  to  difficulty  concen- 
trating, fatigue  and  irritability).  Without  HRT,  these  symptoms 
typically  resolve  after  two  to  three  years,  but  flushing  some- 
times lasts  for  many  years.  Estrogen  rapidly  relieves  all  these 
symptoms  and  can  be  used  temporarily  to  ease  the  transition  of 
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Table  1.  Postmenopausal  hormone  replacement  therapy  (HRT) 


Type  of  hormone 
Estrogen 


Progesterone 


Combination 


Common  brands  and  usual  doses 

Premarin  .625-1.25  mg 
Estrace  1.0-2.0  mg 
Ogen  .625-1.25  mg 
Estraderm  .05-.  1  mg  patches 
Climara  .05-.  1  mg  patches 
Vivelle  .0375-.  1  mg  patches 
FemPatch  .025  mg  patches 

Provera  2.5-10  mg 

Cycrin  10  mg 

Curretab  10  mg 

Amen  10  mg 

Micronized  ("natural")  progesterone  100  -300  mg 

Norethindrone  acetate  .2-1  mg  po  qd 

Prempro  (.625  mg  Premarin  +  2.5  mg  Provera) 
Premphase  (.625  mg  Premarin  4-  5.0  mg  Provera 

14  days  of  the  month) 
Estratest  (esterified  estrogen  and  methyltestosterone) 


menopause.  Symptoms  of  urogenital  tissue  atrophy,  such  as 
vaginal  dryness  and  urethral  irritation  also  abate  with  estrogen 
use,  but  recur  if  therapy  is  stopped. 


Bone  Loss  and  Menopause 

Genetic  makeup  and  environmental  factors  determine  an 
individual's  bone  density.  A  normal  bone  mass  is  the  result  of 
normal  rates  of  bone  formation  and  normal  rates  of  loss. 
Adequate  calcium  intake,  and  exposure  to  sunlight  and  sex 
hormones  are  needed  to  reach  a  healthy  peak  bone  density. 
Women  who  have  athletic  amenorrhea,  those  with  anorexia/ 
bulimia  that  results  in  cessation  of  menses,  and  women  who 
smoke  may  not  achieve  optimal  peak  bone  mass. 

Certain  medications  can  cause  bone  loss.  These  include 
thyroid  hormone  in  excessive  doses  (indicated  by  a  suppressed 
serum  level  of  thyroid  stimulating  hormone  [TSH]),  glucocor- 
ticoids, and  dilantin.  The  loss  of  estrogen  at  menopause  accel- 
erates bone  remodeling,  an  ongoing  process  necessary  for  bone 
repair.  Without  estrogen,  bone  resorption  exceeds  bone  forma- 
tion for  five  to  eight  years  after  which  there  is  further  slow  bone 
loss,  probably  caused  by  an  inadequate  supply  of  vitamin  D  and 
calcium  in  later  years. 

Whenever  estrogen  is  replaced  during  the  period  of  rapid 
bone  turnover,  it  acts  as  an  antiresorptive  agent  and  halts  further 
bone  loss.  Increasing  calcium  intake  and  adding  weight-bear- 
ing exercise  do  not  have  the  same  effect,  and  so  cannot  substi- 
tute for  HRT.  The  protective  effect  can  be  demonstrated  with 
either  oral  or  transdermal  estrogen.'*  ^  It  appears  to  be  maximal 
with  a  hormone  dose  equivalent  to  0.625  mg  per  day  of 
conjugated  equine  estrogens,  and  lasts  as  long  as  the  estrogen 
is  taken.  If  estrogen  is  stopped,  bone  turnover  again  accelerates, 
leading  to  a  net  loss  of  bone.  Recently,  a  bisphosphonate  drag 


(alendronate;  Fosamax)  received  FDA 
approval  for  the  prevention  of  os- 
teoporosis. Five  mg  per  day  provides 
anonhormonal  alternative  forprevent- 
ing  bone  loss. 

Estrogen  also  helps  established 
osteoporosis.  Recent  studies  have 
shown  that  women  who  begin  HRT 
well  after  the  period  of  rapid  bone 
turnover  have  a  3%-5%  increase  in 
bone  mineral  density  (BMD).'*  The 
Postmenopausal  Estrogen/Progestin 
Interventions  (PEPI)  trial'  showed  that 
vertebral  BMD  increased  3.5%-5% 
and  hip  BMD  increased  1.7%  after 
three  years  of  HRT.  Increases  were 
greatest  in  older  women  and  those 
with  the  lowest  initial  BMD. 

Other  therapies  available  for  treat- 
ing established  osteoporosis  include 
nasal  calcitonin  (Miacalcin)  and 
alendronate  at  10  mg  per  day.  Calcitonin  has  been  shown  to 
increase  BMD  by  2%-3%,  and  alendronate  increases  density  by 
2%-8%  over  several  years. ''■^  Fracture  rates  decreased  by  half 
(6.2%  vs.  3.2%)  with  alendronate.'  No  similar  prospective  data 
are  available  for  estrogen,  but  a  retrospective  study  showed  that 
estrogen  users  fractured  60%  less  frequently  than  nonusers.* 

Measurements  of  bone  mineral  density  and  institution  of 
medical  therapy  should  be  considered  in  all  postmenopausal 
women  who  obviously  have  osteoporosis  (for  instance,  those 
with  vertebral  crush  fractures),  or  who  have  risk  factors  for 
osteoporosis  (a  strong  family  history,  a  history  of  cigarette 
smoking,  a  thin  body  habitus,  a  Caucasian  or  Asian  ancestry, 
chronic  hyperparathyroidism,  excessive  thyroid  hormone  use, 
or  a  history  of  significant  glucocorticoid  use).  Because  many 
women  with  no  apparent  risk  factors  develop  osteoporosis, 
measuring  BMD  with  dual  x-ray  absorptiometry  (DEXA)  is  the 
most  accurate  method  to  identify  candidates  for  medical  therapy. 


Estrogen  and  the  Heart 

Epidemiologic  data  reported  since  the  1960s  have  consistently 
shown  that  women  who  use  estrogen  reduce  their  risk  of 
cardiovascular  disease  by  35%-50%  and,  if  they  have  known 
coronary  artery  disease,  reduce  the  risk  of  a  subsequent  cardiac 
event  by  as  much  as  an  80%.'  These  are  observational  studies, 
and  the  positive  effect  of  estrogen  may  be  exaggerated  because 
healthy  women  (those  with  fewer  cardiac  risk  factors,  those 
who  engage  in  regular  exercise,  etc.)  tend  to  elect  HRT  (so- 
called  healthy  user  bias).'"  Nonetheless,  the  magnitude  of  the 
risk  reduction  for  heart  disease — the  leading  cause  of  death  in 
US  women  (and  men) — makes  it  difficult  to  ignore  these  data. 
Other  studies  support  these  epidemiologic  observations. 
Sullivan  found  that  estrogen-using  women  referred  for  diag- 
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nostic  cardiac  catheterization  were  less  likely  than  nonusers  to 
have  significant  coronary  artery  stenosis  (relative  risk  =  0.44). 
Ten  years  later,  more  of  the  women  who  used  estrogen  were  still 
alive.  The  estrogen  users  who  attained  the  greatest  benefit  were 
those  with  the  most  severe  coronary  artery  blockage;  96%  of 
those  women  who  used  estrogen  were  alive  after  10  years 
compared  to  60%  of  nonusers." 

Estrogen  probably  affects  coronary  artery  disease  in  a 
variety  of  ways.  The  PEPI  trial,  a  prospective,  randomized 
comparison  of  four  different  HRT  regimens  and  placebo,  looked 
at  surrogate  cardiac  endpoints  for  coronary  artery  disease. '- 
After  three  years  of  conjugated  equine  estrogen  use.  there  was 
a  14.5  mg/dL  decrease  in  low-density  lipoprotein  (LDL)  cho- 
lesterol. High-density  lipoprotein  (HDL)  cholesterol  levels 
increased  5.6  mg/dL  in  the  estrogen-treated  group,  but  de- 
creased 1 .2  mg/dL  in  the  placebo  group.  Addition  of  a  progestin 
(medroxyprogesterone  acetate)  attenuated  the  rise  in  HDL,  but 
not  the  decrease  in  LDL  levels.  Thus,  HRT  exerts  a  powerful 
and  beneficial  effect  on  lipid  levels.  Other  data  show  that 
estrogen  induces  vascular  relaxation,  slows  lipid  oxidation, 
decreases  fibrinogen  levels,"  and  enhances  fibrinolysis.'^ 

Prospective  clinical  data  are  needed  to  establish  the  valid- 
ity of  observational  studies.  The  Heart  Estrogen/Progestin 
Replacement  Study  (HERS)  randomly  assigned  women  with 
known  coronary  disease  to  receive  HRT  or  placebo.  This  study, 
which  will  be  completed  in  1998,  will  clarify  whether  women 
at  highest  risk  for  a  cardiac  event  experience  the  largest  risk 
reduction  with  estrogen.  The  Women's  Health  Initiative  is  a 
large,  government-sponsored  prospective  trial  in  which  women 
without  known  CAD  are  randomized  to  receive  placebo  or 
HRT.  This  trial,  in  which  64,500  postmenopausal  women  will 
be  enrolled  in  three  treatment  arms  and  100,000  in  an  observa- 
tional component,  will  help  answer  questions  about  the  cardiac 
effects  of  estrogen  in  lower  risk  women. 

Based  on  the  currently  available  evidence,  women  at  high 
risk  for  coronary  artery  disease  should  strongly  consider  taking 
HRT  with  the  expectation  of  increasing  life  expectancy."'' 


Estrogen  and  Breast  Cancer 

Despite  years  of  study,  we  have  no  clear  picture  of  the  influence 
of  postmenopausal  HRT  on  a  woman's  risk  of  developing 
breast  cancer.  Meta-analyses  of  many  of  the  studies  done  since 
the  1970s  consistently  place  the  relative  risk  at  about  l.O.*"^^ 
Analysis  according  to  whether  estrogen  has  been  used  for  five 
to  10  years  or  for  more  than  10  to  15  years  is  more  helpful. 
Short-term  users  generally  show  no  increased  risk  of  develop- 
ing breast  cancer.'"  Long-term  users  have  a  greater  relative 
risk,  up  to  1.71  in  some  studies." 

Two  recent  reports  highlight  this  controversy.  In  June 
1995,  Colditz  reported  that,  in  current  users  of  HRT  who  had 
more  than  five  years  of  use,  the  relative  risk  of  developing 
breast  cancer  was  1 .46  compared  to  women  who  had  never  used 
estrogens."  The  risk  was  greater  in  older  women  (the  relative 


risk  reaching  1.71  in  women  aged  60-64).  Interestingly,  in 
women  who  had  formerly  used  but  stopped  HRT,  the  relative 
risk  of  breast  cancer  was  approximately  1.0,  regardless  of 
duration  of  use."  The  second  study,  published  in  September 
1995,'*  reported  data  from  a  population-based,  case-control 
study.  It  found  that  the  rate  of  breast  cancer  was  no  higher  in 
users  of  HRT  than  in  nonusers.  In  this  study,  those  who  had  ever 
used  HRT  (most  of  whom  were  still  using)  had  a  relative  nsk  of 
breast  cancer  of  0.9,  and  increased  duration  of  use  was  not 
associated  with  increased  risk. 

Translating  these  data  into  useful  clinical  recommenda- 
tions is  a  challenge.  A  prospective  randomized  clinical  trial 
capable  of  distinguishing  what  seems  to  be  a  very  small  change 
(if  any)  in  risk  requires  that  large  numbers  of  women  be 
randomized  to  take  HRT  or  placebo  and  be  followed  for  long 
periods.  The  Women's  Health  Initiative,  which  will  follow 
women  for  10  years,  may  provide  helpful  clues,  but  probably 
won't  definitively  solve  this  quandary. 

In  lieu  of  absolutely  convincing  data,  women  can  be 
reassured  that  short-term  estrogen  use  does  not  appear  to 
increase  the  risk  of  breast  cancer.  With  long-term  use,  the  data 
are  unclear,  but  any  change  in  risk  is  likely  to  be  small  unless  the 
woman  is  otherwise  at  high  risk  for  breast  cancer.  High-risk 
women,  especially  those  at  low  risk  of  osteoporosis  or  coronary 
disease,  may  be  poor  candidates  for  HRT."  Routine  self-breast 
exam,  mammography,  yearly  examination  by  a  health  care 
provider,  and  frequent  dialogue  about  HRT  remain  the  impor- 
tant components  of  therapy. 


HRT  and  Brain  Function 

Several  recent  studies  suggest  that  estrogen  exerts  beneficial 
effects  on  cognition  and  neuronal  health. "  Tang  et  al-"  followed 
more  than  1200  healthy  older  women  for  one  to  five  years; 
16.3%  of  the  women  who  had  never  used  HRT  developed 
Alzheimer's  Dementia  (AD),  but  only  1 .7%  of  women  who  had 
used  HRT  for  one  year  or  more  did  (calculated  relative  risk  = 
0.13).^°  The  authors  concluded  that  estrogen  use  significantly 
delayed  the  onset  of  AD,  an  effect  that  may  have  great  clinical 
importance.  In  another  study,  Paganini-HilF'  found  that  any  use 
of  HRT  lowered  the  risk  of  developing  AD  compared  with 
nonusers  (relative  risk  =  0.69).  Both  studies  indicated  that 
longer  exposure  was  associated  with  decreased  risk.  The 
Women's  Health  Initiative  study  will  provide  more  definitive 
data  by  the  year  2008. 


Overall  Life  Expectancy 

Despite  controversy  about  the  influence  of  HRT  on  individual 
diseases,  several  recent  analyses  predict  that  women  who  use 
HRT  will,  in  general,  live  longer  than  those  who  do  not. "•"•"' 
The  health  profile  of  individual  women  determines  the  addi- 
tional months  or  years  of  longevity.  A  computer-assisted  deci- 
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sion  analysis  of  life  expectancy  in  HRT  users,  which  assigns 
varying  degrees  of  risk  for  coronary  disease,  hip  fracture,  and 
breast  cancer,  provides  a  helpful  estimate  of  individual  risk.''' 
This  model  calculates  that  life  expectancy  will  increase  in  most 
women  who  begin  using  HRT  at  age  50.  The  predicted  increase 
in  longevity  is  41  months  in  women  at  lowest  risk  for  breast 
cancer  and  highest  risk  for  heart  disease.  Only  those  at  highest 
risk  for  breast  cancer  (women  who  have  two  first-degree 
relatives  with  breast  cancer)  and  lowest  risk  for  coronary 
disease  are  predicted  to  have  a  shorter  life  expectancy  with  HRT 
use.  This  decision  analysis  suggests  that  most  women  would 
extend  their  lives  by  taking  HRT. 


Effects  of  HRT  on  Common 
Medical  Conditions 

HRT  exerts  widespread  metabolic  effects,  and  thus  influences 
a  broad  spectrum  of  conditions.  But  some  effects  attributed  to 
estrogen  do  not  withstand  rigorous  analysis  or  have  been  seen 
only  with  high  estrogen  doses,  not  the  lower  doses  used  today 
for  HRT.  I  discuss  the  effect  of  HRT  on  selected  conditions: 

Hypertension:  Blood  pressure  drops  slightly  (perhaps  reflect- 
ing estrogen's  vasodilatory  properties)  or  is  unchanged  in  most 
women  who  begin  HRT.''-  It  is  not  contraindicated  in  women 
with  preexisting  hypertension.  A  minority  of  women  have  a 
significant  rise  in  blood  pressure  with  HRT.  This  usually  occurs 
early  in  treatment  and  may  necessitate  discontinuing  therapy. 


Triglycerides:  Very  low-density  lipoprotein  (VLDL)  synthesis 
is  increased  by  estrogen.''  Giving  the  estrogen  by  mouth  ex- 
poses the  liver  to  the  highest  concentration  of  estrogen  and  has 
the  most  pronounced  effect  on  triglyceride  levels.  Transdermal 
estrogen  delivery  exerts  a  far  lesser  effect,  and  may  be  clinically 
useful  in  women  with  hypertriglyceridemia.  Hypertri- 
glyceridemia may  worsen  acutely  when  HRT  is  begun,  so  HRT 
should  be  delayed  until  hypertriglyceridemia  is  controlled. 

Thrombosis:  Estrogen  exerts  a  dose-dependent  effect  on  co- 
agulation proteins,  enhancing  both  thrombosis  and  fibrinoly- 
sis.'"* Most  observational  studies  have  shown  no  correlation 
between  HRT  use  and  thrombotic  disease."  but  recent,  large 
analyses  report  a  moderately  increased  risk  for  thrombotic 
events  in  current  HRT  users.  The  Nurses"  Health  Study-'  found 
that  estrogen  users  had  a  relative  risk  for  pulmonary  embolism 
of  2.1,  but  the  low  incidence  of  the  disease  makes  an  accurate 
risk  assessment  difficult.  Smoking  did  not  affect  the  risk. 

Weight  gain:  In  the  PEPI  trial,  all  women  gained  weight  during 
the  three-year  study  period.'-  Interestingly,  and  contrary  to 
popular  perception,  the  women  using  HRT  actually  gained  less 
weight  than  nonusers.  Women  on  conjugated  equine  estrogen 
alone  gained  the  least  weight.  This  observation  should  reassure 
women  reluctant  to  start  HRT  due  to  fear  of  getting  fat. 

Colon  cancer:  Recent  studies  suggest  that  HRT  protects  against 
developing-"*  or  dying  from  colon  cancer.-'  The  Women's 
Health  Initiative  may  provide  more  definitive  data  on  this  issue. 


Diabetes.  Several  studies  have  evaluated  the  effect  of  HRT  on 
carbohydrate  metabolism  in  normal  women,  but  few  have 
looked  at  women  with  diabetes.  In  normal  women  participating 
in  the  PEPI  trial,  insulin  and  glucose  levels  fell  with  estrogen 
use.'-  Clearly,  estrogen  did  not  worsen  glucose  tolerance  as  the 
eai-ly  OCPs  were  reported  to  do.  In  fact,  HRT  lowered  insulin 
levels,  which  might  attenuate  the  risk  or  delay  the  development 
of  clinical  diabetes.  There  is  very  little  information  on  the  effect 
of  HRT  on  glucose  metabolism  in  women  with  diabetes,  but 
initiation  of  HRT  usually  requires  no  change  in  treatment 
regimen.  Triglyceride  levels  do  require  careful  monitoring, 
because  hypertriglyceridemia  is  common  in  women  with  diabe- 
tes, and  oral  estrogen  may  raise  levels  significantly. 


Stroke:  Observational  studies"""  have  shown  that  HRT  users 
experience  the  same  or  lower  risk  of  stroke  compared  to 
nonusers. 


Giving  Hormone  Replacement 

HRT  regimens  (Table  2,  below):  Women  who  have  undergone 
a  hysterectomy  should  take  daily  estrogen  without  a  progestin. 
Progesterone  has  no  beneficial  effect  in  the  absence  of  an 
endometrium.  It  does  not  enhance  the  effect  of  estrogen  on 
bone,  and  it  does  not  protect  against  breast  cancer."  In  fact,  it 
may  have  unwanted  effects  such  as  blunting  the  rise  in  HDL 


Table  2.  Common  regimens  for  HRT 

HRT  regimen 

Example 

Comments 

Uterus  absent 

estrogen  daily 

Premarin  0.625-1.25  mg  po  qd 

no  need  for  progesterone 

(hysterectomy) 

Intact  uterus 

estrogen  and  pro- 

Climara 0.05  to  skin  q  week 

continuous,  combined 

gesterone  daily 

+  Provera  2.5  mg  po  qd 

HRT;  amenorrhea  expected 

Intact  uterus 

daily  estrogen  and 

Estrace  1  -2  mg  po  qd  +  Provera 

cyclic  HRT,  monthly  menses 

cyclic  progesterone 

5-10  mg  days  1-14  q  month 
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cholesterol, '-  or  adversely  influencing  mood. '"  The  only  benefit 
of  progesterone  is  to  "oppose"  the  endometrial  proliferation 
induced  by  estrogen,  which  (if  unchecked)  may  progress  to 
hypeiplasia  and  cancer. 

Women  who  do  have  a  uterus  must  take  estrogen  with 
adequate  progesterone:  3-lOmgperday  for  lOto  14daysof  the 
month  for  cyclic  regimens  (a  program  which  will  usually 
induce  a  menstrual  period),  or  2.5  mg  per  day  in  continuous 
combined  regimens  (which  often  suppresses  menses). '^  An- 
other progestin,  norefhindrone  acetate,  has  been  tested  in  com- 
bination with  ethinyl  estradiol.  At  doses  ranging  from  0.2-1  mg 
per  day  combined  with  ethinyl  estradiol  1-10  |ag  per  day  in  a 
continuous  regimen,  norethindrone  acetate  adequately  pro- 
tected against  endometrial  hyperplasia,-*  and  provides  an  alter- 
native HRT  regimen. 

Contraindications  to  HRT.  Contraindications  to  estrogen  in- 
clude pregnancy,  undiagnosed  vaginal  bleeding,  acute  liver 
disease,  estrogen-associated  vascular  thrombosis,  estrogen- 
dependent  neoplasm,  or  a  history  of  breast  cancer.  The  last  two 
are  active  areas  of  research.  Ongoing  clinical  studies  may  allow 
lis  to  revise  recommendations  regarding  the  prohibition  of 
estrogen  for  women  with  a  history  of  early  stage  endometrial 
cancer  or  breast  cancer. 

Management  of  uterine  bleeding:  In  the  absence  of  HRT,  all 
postmenopausal  uterine  bleeding  should  be  considered  a  sign  of 
endometrial  cancer  until  proven  otherwise.  Evaluation  should 
include  an  endometrial  aspirate,  easily  performed  in  the  office. 
Transvaginal  ultrasound  to  demonstrate  an  endometrial  stripe 
smaller  than  5  mm  provides  support  for  an  atrophic,  noncancer- 
ous, endometrium,  but  cannot  fully  replace  aspiration.  Other 
causes  of  bleeding  include  uterine  fibroids  and  polyps.  These 
diagnoses  must  be  ruled  out  in  any  woman  who  has  experienced 
recent  unexplained  uterine  bleeding  before  initiating  HRT. 

For  women  on  cyclic  regimens,  withdrawal  bleeding  usu- 
ally begins  three  to  five  days  after  the  last  dose  of  progestin. 
Bleeding  at  any  other  time  is  considered  abnormal.  Abnormal 
bleeding  may  simply  reflect  an  inappropriate  balance  of  estro- 
gen and  progestin  that  has  resulted  in  breakthrough  bleeding, 
but  malignancy  must  be  ruled  out.  For  women  taking  continu- 
ous combined  therapy  with  daily  estrogen  and  progestin,  spot- 
ting or  bleeding  may  occur  for  the  first  eight  to  12  months. 
Women  who  have  been  amenorrheic  for  several  years  are  less 
likely  to  have  unscheduled  bleeding  and  thus  are  good  candi- 
dates for  this  regimen.  In  the  first  few  months  after  starting 
HRT,  all  regimens,  whether  cyclic  or  continuous,  may  cause 
in-egular  bleeding.  This  usually  does  not  require  investigation 
unless  it  persists  beyond  six  months. 

Adherence:  Long-term  adherence  to  any  preventive  therapy 
requires  that  the  patient  understand  its  value.  Effective  educa- 
tion and  planned  follow-up  are  essential  components  of  ongo- 
ing care  for  midlife  and  older  women,  especially  those  taking 
HRT.  It  has  been  repeatedly  documented  that  most  women  who 


are  prescribed  HRT  will  not  continue  long-term  therapy,  usu- 
ally because  of  uterine  bleeding  or  concerns  about  breast 
cancer.  This  observation  emphasizes  the  importance  of  effec- 
tive counseling. 

With  the  variety  of  regimens  available,  most  candidates  for 
HRT  should  be  able  to  find  a  tolerable  regimen.  Table  3,  below, 
outlines  ways  to  encourage  informed  decisions  about  HRT. 
Strategies  for  enhancing  adherence  include: 

Tailor  therapy :  Perimenopausal  women  can  control  symptoms 
with  very  low-dose  oral  contraceptives  ( Loestrin  I  /20  or  Alesse). 
After  age  50  (and  after  ruling  out  pregnancy),  cyclic  low-dose 
estrogen  (such  as  Premarin)  and  progestin  (such  as  Provera) 
provide  relief  of  symptoms  and  regularize  menses,  but  higher 
doses  of  estrogen  may  be  required  to  fully  alleviate  symptoms. 
Consider  starting  with  0.9-2.5  mg  of  Premarin  per  day,  decreas- 
ing the  dose  to  0.625  mg  per  day  over  several  years.  A  woman 
in  early  menopause  could  be  placed  immediately  on  continuous 
combined  HRT  (for  example,  1-2  mg/d  of  Estrace  and  2.5  mg/ 
d  of  Provera,  or  Prempro),  but  unscheduled  bleeding  leading  to 
endometrial  aspiration  is  much  more  likely  in  such  patients. 


Table  3.  Patient  counseling  for  postmenopausal  HRT 

1.  Bring  it  up 

Menopause  is  a  natural  event.  Women  may  not  seek 
medical  "treatment"  for  it,  especially  if  they  do  not  have 
symptoms. 

2.  Address  beliefs  about  menopause  and  HRT 

Most  women  have  some  beliefs  about  estrogen  and 
menopause.  Understand  and  respond  to  preexisting 
knowledge.  Help  place  concerns  in  perspective. 

3.  Discuss  duration  of  treatment 

Explain  that  you  plan  to  raise  the  issue  of  whether  or  not 
to  continue  therapy  on  a  regular  basis.  The  decision  can 
be  changed  based  on  patient  satisfaction  and  new  data. 

4.  Review  anticipated  side  effects 

Common  estrogenic  effects  include  mastalgia,  tran- 
sient nausea,  and  unanticipated  uterine  bleeding.  De- 
velop a  plan  of  action  for  these.  For  example,  for 
mastalgia,  lower  the  estrogen  dose  and  increase  gradu- 
ally. For  bleeding,  have  the  patient  call  the  office  to 
discuss. 

5.  Plan  phone  follow-up 

Encourage  phone  follow-up  to  decrease  the  likelihood 
that  a  patient  will  discontinue  HRT  for  avoidable  rea- 
sons. Consider  training  a  nurse  to  answer  frequently 
asl<ed  questions. 

6.  Bring  it  up  again 

Discuss  HRTatsubsequentvisits.Considerchanges  in 
dose  or  regimen  to  accommodate  individual  responses 
to  therapy. 
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Instead,  consider  cyclic  therapy  for  three  to  five  years,  then 
change  to  continuous  combined  therapy.  Older  postmeno- 
pausal women  who  have  been  amenorrheic  for  several  years  are 
less  likely  to  bleed  on  continuous  combined  therapy  and  are 
good  candidates  for  this  regimen.  Since  older  women  have  had 
a  low  estrogen  level  for  many  years,  consider  starting  with  a  low 
dose  of  estrogen,  (for  instance,  0.3  mg  of  Premarin  every  other 
day  or  FemPatch  0.025  mg)  and  gradually  increase  the  dose  to 
minimize  mastalgia,  headache,  and  bloating  that  may  come 
with  a  rise  in  estrogen  levels. 

Remain  available:  Patients  on  HRT  may  experience  unusual 
symptoms,  or  expected  symptoms,  which  may  be  more  pro- 
nounced than  anticipated.  During  the  initial  discussions  about 
HRT,  emphasize  the  need  to  discuss  any  troubling  symptoms 
before  discontinuing  therapy.  Consider  training  a  nurse  in  your 
practice  to  act  as  a  phone  resource. 

Provide  resources:  Written  material  to  take  home  can  make 
subsequent  office  visits  more  efficient.  The  article  for  patients 
that  follows  this  piece  (pages  4 1 8-4 19)  may  be  reproduced  and 
distributed  to  your  patients  if  you  find  it  useful.  Encourage 
women  to  seek  information  from  other  sources.  I  routinely 
suggest  a  local  consumer  education  program,  and  books  such  as 
/  'm  Too  Young  to  Get  Old:  Health  Care  for  Women  After  Forty 
by  Judith  Reichman,  MD. 

Consider  creative  ways  to  reach  the  community:  None  of  my 
suggestions  so  far  address  the  issue  of  how  to  provide  this 
critical  preventive  service  to  underserved  women  and  women 
who  do  not  routinely  seek  care.  In  fact,  these  may  be  the  very 
women  who  would  benefit  most  from  HRT  and  other  preven- 
tive services.  This  social  problem  is  beyond  the  scope  of  this 
article,  but  it  is  something  for  the  medical  community  to 


struggle  with,  and  something  to  remember  when  considering 
strategies  to  educate  your  patients. 

Alternatives  to  HRT:  Whether  we  condemn  or  recommend  it, 
women  seek  alternatives  to  HRT.  A  basic  understanding  of 
some  of  these  remedies  will  open  doors  to  a  fuller  understand- 
ing of  the  experience  of  menopause  and  perhaps  enhance  trust 
and  communication  with  women  who  use  alternative  therapies. 
Many  herbal  agents  used  to  treat  menopausal  symptoms  con- 
tain plant  estrogens.  The  dose  equivalency  is  difficult  to  deter- 
mine, but  heightened  endometrial  surveillance  for  an  unop- 
posed estrogen  effect  might  be  warranted.  1  am  often  asked 
about  a  plant  estrogen  ("phytoestrogen")  found  in  soy -based 
foods.  A  growing  body  of  scientific  evidence  suggests  benefi- 
cial effects  on  coronary  vasculature,  but  no  human  studies  have 
been  done. 


Conclusion 

The  decision  to  take  HRT  depends  on  a  multitude  of  individual 
factors,  including  personal  risk  for  heart  disease,  osteoporosis, 
breast  cancer,  Alzheimer's  disease,  stroke,  and  a  host  of  other 
medical  conditions.  It  also  depends  on  personal  beliefs,  in- 
formed by  the  troubled  history  of  estrogen  and  personal  expe- 
rience. Given  these  variables,  not  all  women  will  elect  to  take 
HRT.  But  in  light  of  its  potential  to  prolong  life  and  benefit 
chronic  disease,  all  women  should  carefully  consider  long-term 
hormone  replacement  therapy  before  rejecting  it.     □ 
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THE  BEST-KEPT  SECRET  OF  LIFE  INSURANCE  MAY  BE  COSTING  YOU  MONEY! 

Did  you  ever  look  at  a  life  insurance  policy's  first  year  cash  value  in  relation  to  the  premium  you 
paid  and  wonder,  "WHERE  DID  THE  MONEY  GO?" 

What  happens  when  the  traditional  commissions  and  a  substantial  part  of  the  other  expense  loads 

in  a  life  insurance  policy  are  removed? 

LOOK  >  >  >  >  Male,  Age  45,  Non-smoker,  $500,000  Policy,  Increasing  Death  Benefit 

First  Year  Maximum  Planned  Premium  =  $20,016,  Cash  Surrender  Value  =  $20.123!!! 
First  Year  Death  Benefit  =  $520,016 

(First  Year  Minimum  Premium  =  $3,1 50,  Cash  Surrender  Value  =  $2.498) 
Surrender  Charge  In  Both  Cases  =  $0 

Note:  The  premiums  and  values  in  this  illustration  were  taken  from  one  company,  which  offers  this  coverage. 
Actual  premiums  and  values  will  vary  by  age,  company,  policv  and  interest  rate. 

Whether  you  want  to  design  the  policy  for  cost-effective  coverage  or  asset  accumulation  with  high  early 
liquidity,  low-load  insurance  provides  greater  latitude  in  planning  strategies  such  as:  Deferred 
Compensation  /  Buy-Sell  Agreements  /  Estate  Planning  /  Private  Pension  Plans 
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FOR  PATIENTS:  Hormone  Replacement  Therapy 

Ann  J.  Brown,  MD,  Medical  Co-Director,  Dul<e  Women's  Services,  Assistant  Professor  of  Medicine/Endocrinology 


If  your  age  is  between  40  and  90,  you  may  wonder  whether  you 
should  take  estrogen  after  menopause,  when  your  ovaries  no 
longer  supply  you  with  this  hormone.  The  answer  will  depend  on 
a  lot  of  factors,  including  much  that  we  still  have  to  learn  about 
how  female  hormones  affect  health  in  the  second  half  of  life.  But 
one  thing  we  can  say  for  sure:  you  should  at  least  considerVne 
options  available  to  you. 

In  order  to  review  these  options,  I  need  to  raise  some 
questions  about  estrogen  hormone  replacement  therapy  (HRT) 
and  your  health.  As  you  read  on,  think  about  your  own  health  and 
that  of  your  family  members.  Then  think  about  what  you  have 
heard  and  what  you  believe  (positive  and  negative)  about  HRT. 
After  you  have  done  all  this,  take  the  time  to  talk  with  a  health 
care  provider  who  can  help  you  pull  it  all  together.  Then  you  can 
make  an  informed  decision  about  whether  you  should  take  HRT. 
The  time  spent  will  be  a  good  investment  in  your  future. 

Some  definitions.  The  term  "hormone  replacement  therapy" 
encompasses  different  regimens  of  estrogen  and  progesterone 
therapy.  All  are  designed  to  "replace"  female  hormones  that  your 
ovaries  produced  before  menopause.  Table  1 ,  next  page,  lists 
several  popular  kinds. 

in  addition  to  different  hormone  preparations,  they  may  be 
combined  in  different  ways,  depending  on  whether  you  have  had 
your  uterus  removed  (hysterectomy)  or  not,  and  depending  on 
whether  you  and  your  doctor  decide  on  that  you  should  continue 
to  have  menstrual  periods  or  not.  Table  2,  next  page,  shows 
several  of  these  hormone  regimens. 

Symptoms  of  menopause.  As  you  approach  your  late  40s, 
your  ovaries  gradually  produce  less  estrogen.  Menstrual  peri- 
ods become  irregular  and  the  symptoms  of  low  estrogen  start 
appearing.  The  severity  of  the  symptoms  may  differ  from  person 
to  person,  but  women  commonly  experience  hot  flashes  and 
vaginal  dryness.  The  hot  flashes  may  wake  you  up  at  night, 
interrupting  your  rest  and  causing  unusual  irritability  and  fatigue. 
Dry  tissues  around  the  vagina  and  urethra  can  make  sexual 
intercourse  painful,  and  may  cause  pain  with  urination.  These 
symptoms  of  menopause  get  better  immediately  with  HRT.  So, 
whether  you  are  beginning  to  experience  these  symptoms,  or 
have  had  them  for  months,  HRT  offers  rapid  relief.  If  you  elect 
to  stop  HRT  after  a  few  years,  the  hot  flashes  probably  won't 
come  back.  The  vaginal  dryness  will,  but  this  can  be  remedied 
with  a  vaginal  lubricant  such  as  Astro-glide  or  Replens.  Estrogen 
vaginal  cream  can  also  provide  relief,  but  the  estrogen  will  be 
absorbed  through  the  vagina,  raising  your  blood  estrogen  lev- 
els. If  you  should  not  take  estrogen,  you  should  probably  not  use 
estrogen  vaginal  cream. 

Setting  aside  the  details,  the  message  is:  "short-term"  HRT 
can  help  to  make  the  menopausal  transition  easier.  In  addition 
to  relieving  symptoms,  though,  estrogens  can  have  several 
other  health  benefits  (and  risks),  especially  when  used  for  longer 
periods.  I  want  to  look  at  the  effects  of  long-term  use  now. 

Osteoporosis.  Estrogen  prevents  the  accelerated  bone  loss 
that  "naturally"  occurs  in  the  years  after  menopause  and  that  can 


lead  to  osteoporosis.  A  diet  rich  in  calcium  (1 500  mg  of  elemen- 
te/calcium  per  day)  and  vitamin  D  (400-800  lU/day),  and  regular 
physical  activity  are  essential,  but  even  these  healthy  habits 
can't  fully  protect  you  from  osteoporosis.  Taking  estrogen  within 
the  first  five  years  or  so  after  menopause  is  the  most  powerful 
way  to  prevent  loss  of  bone.  It  works  as  long  as  you  take  it.  When 
you  stop,  bone  loss  starts  up  again.  In  addition  to  estrogen,  a 
nonhormonal  medication  (Fosamax)  has  recently  been  ap- 
proved for  the  prevention  of  osteoporosis. 

Take  an  inventory  of  your  osteoporosis  risk  to  help  you 
understand  if  estrogen's  powerful  effect  on  bones  is  what  you 
need.  Your  risk  is  increased  if  you  have  a  family  history  of 
osteoporosis,  are  thin,  are  of  Caucasian  or  Asian  extraction,  or 
if  you  didn't  reach  a  good  "peak"  bone  mass  in  your  early  30s. 
Younger  women  who  dieted  or  exercised  to  the  point  where 
menstrual  periods  stopped  may  not  have  built  up  an  adequate 
peak  bone  mass.  If  you're  not  sure  where  you  stand,  a  measure- 
ment of  bone  density  might  give  you  the  information  you  need  to 
make  a  decision.  A  special  x-ray  study,  called  a  DEXA  scan,  can 
determine  the  density  and  estimate  the  strength  of  your  bones. 

If  you  already  have  osteoporosis,  there  are  several  options 
for  medical  treatment.  They  include  estrogen,  and  two  nonhor- 
monal agents,  Fosamax  and  Miacalcin. 

Heart  disease.  Heart  disease  is  the  leading  cause  of  death 
among  American  women.  Most  women  worry  more  about  devel- 
oping breast  cancer  than  about  developing  life-threatening 
blockages  in  the  arteries  that  supply  the  heart.  Breast  cancer  is 
a  serious  concern,  but  so  is  heart  disease.  Before  menopause, 
the  chance  that  a  woman  will  die  of  heart  disease  is  nearly  the 
same  as  the  chance  that  she  will  die  from  breast  cancer.  After 
menopause,  however,  the  chance  of  having  a  heart  attack  far 
exceeds  the  chance  of  developing  breast  cancer. 

The  good  news  is  that  you  can  do  something  about  heart 
disease.  HRT  can  cut  your  chance  of  having  a  heart  attack  in 
half.  And  if  you've  already  had  a  heart  attack,  HRT  can  cut  your 
chances  of  having  another  one  by  up  to  80%.  Estrogen  helps  the 
heart  by  lowering  low-density  lipoprotein  cholesterol  (LDL;  some- 
times called  "bad"  cholesterol)  levels  and  raising  high-density 
lipoprotein  (HDL  or  "good")  cholesterol  levels.  HRT  may  also 
prevent  spasm  of  the  arteries  that  deliver  blood  and  oxygen  to 
the  heart,  and  lower  the  level  of  proteins  that  contribute  to  blood 
clots  in  those  arteries. 

You  can  do  a  lot  to  prevent  heart  disease.  Taking  estrogen 
is  a  powerful  way  to  ward  off  a  heart  attack.  Other  ways  to  reduce 
your  risk  include  eating  a  low-fat  diet  (less  than  30%  of  your  total 
daily  calories  from  fat),  exercising  regularly,  controlling  high 
blood  pressure  and  high  cholesterol,  and  not  smoking. 

Breast  cancer.  If  you're  confused  about  whether  estrogen 
causes  breast  cancer,  join  the  crowd.  Studies  of  this  subject 
have  given  conflicting  results.  Some  studies  show  that  estrogen 
has  no  effect  on  breast  cancer  risk.  A  few  found  an  increased  risk 
among  women  who  had  used  estrogen  for  more  than  five  to  10 
years.  Until  medical  studies  sort  this  out,  it's  fair  to  say  that  using 
HRT  for  less  than  five  years  probably  does  not  raise  your  risk  of 
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Type  of  hormone 
Estrogen 


Progesterone 


Combination 


breast  cancer.  The  decision  about 
whether  to  take  HRT  and  for  how 
long  should  rest  on  a  thorough  as- 
sessment of  your  personal  health, 
including  your  own  risk  of  osteoporo- 
sis, heart  disease  and  breast  cancer, 
and  the  severity  of  your  menopausal 
symptoms. 


Other  medical  conditions.PrevenX- 

ing  disease  is  important,  but  this  goal 
may  not  seem  as  important  as  health 
challenges  you  already  face  today. 
What  if  you  have  diabetes?  High 
blood  pressure?  What  if  you  have 
had  a  stroke?  A  blood  clot?  Does 
HRT  affect  these  conditions?  Let's 
look  at  them  one  by  one: 

Diabetes:  Recent  studies  show 
that  HRT  may  improve  one  of  the 
major  problems  with  diabetes:  the 
body's  resistance  to  insulin.  People 
with  Type  2  (adult  onset)  diabetes 
are  resistant  to  the  action  of  insulin. 
HRT  helps  break  down  that  resis- 
tance and  improves  sensitivity  to  in- 
sulin. So,  rather  than  making  blood 
sugars  go  up,  H  RT  may  actually  lower 
them.  Women  with  diabetes  should 
seriously  consider  HRT.  It  is  unlikely 
to  make  blood  sugars  go  up,  and  be- 
cause women  with  diabetes  are  three 
to  seven  times  more  likely  to  develop 
heart  disease  than  women  without 
diabetes,  HRT's  protective  effect  on 
the  heart  is  especially  important. 

Alzheimer's  dementia:  Recent 
studies  suggest  that  estrogen  may  delay  the  development  of 
memory  loss  and  impaired  thinking  known  as  Alzheimer's 
disease  (AD).  In  one  study,  a  group  of  elderly  women  were 
followed  for  five  years.  Among  women  who  did  not  take  estro- 
gen, 16%  developed  AD;  among  those  who  took  estrogen  for 
long  periods,  only  1.7%  developed  AD.  This  is  an  important 
finding,  but  will  need  to  be  confirmed  by  other  studies.  This  is  an 
active  area  of  research,  so  stay  tuned! 

Higli  blood  pressure:  Most  women  with  hypertension  notice 
either  no  effect  or  a  modest  lowering  of  blood  pressure  on  HRT. 
A  few  experience  an  unexpected  increase  in  blood  pressure,  but 
this  is  unusual.  Monitoring  blood  pressure  after  starting  HRT  will 
tell  you  how  you  respond. 

High  blood  triglycerides:  Estrogen  can  increase  blood  trig- 
lyceride (fat)  levels.  In  most  people,  this  is  not  clinically  mean- 
ingful. However,  if  you  already  have  high  triglyceride  levels, 
estrogen  may  raise  them  significantly  higher.  This  problem  can 
be  detected  by  measuring  blood  triglycerides.  Any  abnormality 
should  be  well  controlled  before  taking  estrogen.  For  women 
with  high  triglycerides,  an  estrogen  patch  is  probably  a  better 
choice  than  a  pill,  since  estrogen  delivered  through  the  skin 
tends  not  to  raise  triglyceride  levels  as  much. 

Stroke:  Several  studies  reported  during  the  past  five  years 


Table  1.  IVIedications  used  for  postmenopausal  hormone  replacement  therapy 


Common  brands  and  usual  doses 

Premarin  .625-1.25  mg,  Estrace  1.0-2.0  mg, 

Ogen  .625-1.25  mg,  Estraderm  0.05-0.1  mg  patches, 

Climara  0.05-0.1  mg  patches, 

Vivelle  0.0375-0.1  mg  patches 

FemPatch  .025  mg  patches 

Provera  2.5-10  mg,  Cycrin  10  mg, 

Curretab  10  mg.  Amen  10  mg, 

Micronized  ("natural")  progesterone  100  -300  mg 

Norethindrone  acetate  .2-1  mg  po  qd 

Prempro  (0.625  mg  Premarin  -i-  2.5  mg  Provera) 
Premphase  (0.625  mg  Premarin  -i-  5.0  mg  Provera 

14  days  of  the  month) 
Estratest  (esterified  estrogen  and  methyltestosterone) 


Table  2.  Common  regimens  for  HRT 

HRT  regimen 

Comments 

Uterus  removed 

daily  estrogen 

You  do  not  need  to  take 

(hysterectomy) 

progesterone. 

Intact  uterus* 

daily  estrogen  + 

You  should  have  no 

progesterone 

menstrual  periods 
on  this  regimen. 

Intact  uterus* 

daily  estrogen  + 

You  should  have  a  menstrual 

progesterone  for 

period  starting  three  to  five 

10-14  days  a  month 

days  after  your  last 
dose  of  progesterone. 

*  If  your  uterus  is  still 

in  place  (you  have  not  had  a 

hysterectomy),  then  you  need  to  take 

progesterone  along 

with  estrogen.  If  you  take  estrogen 

alone,  you  increase  your  risk  of 

developing  endometrial  (uterine)  cancer.  The  addition  of  progesterone  eliminates  this  risk. 

indicate  that  HRT  reduces  the  risk  of  stroke  in  older  women. 

Blood  clots:  There  is  no  clear  evidence  that  estrogen  used 
in  postmenopausal  HRT  doses  increases  the  risk  of  blood  clots. 
If  you  have  had  phlebitis  in  the  past,  either  of  the  veins  close  to 
the  skin  (for  instance,  inflammation  of  varicose  veins)  or  in  the 
deep  veins  of  the  leg,  HRT  will  generally  not  increase  your  risk 
of  another  episode.  The  exception  to  this  is  if  the  blood  clot  you 
had  was  definitely  associated  with  estrogen  use,  or  a  "high- 
estrogen"  state  such  as  pregnancy.  In  these  cases,  it  may  be 
prudent  to  avoid  HRT  to  decrease  the  likelihood  of  recurrence. 

Migraines:  Some  women  with  migraine  headaches  experi- 
ence more  frequent  headaches  with  HRT.  However,  some  note 
no  change  and  some  report  that  they  still  have  headaches,  but 
that  they  seem  to  be  more  predictable.  Each  woman  has  her  own 
response  to  HRT. 

The  bottom  line.  The  decision  to  take  HRT  is  a  personal  one. 
The  pros  and  cons  stack  up  differently  for  each  woman.  But  no 
matter  how  old  you  are,  you  should  carefully  consider  whether 
or  not  to  take  H  RT.  After  you've  thought  about  it,  schedule  some 
time  to  talk  with  your  health  care  provider  because,  in  this  case, 
it  really  is  true  that  an  ounce  of  prevention  is  worth  a  pound  of 
cure!     □ 
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THE   ANATOMY   OF   MANAGED   CARE 


Investor-Owned  or 
Not-For-Profit  Health  Care 

A  Conundrum  for  Communities 


Johnson  H.  Kelly,  MD,  MBA,  and  John  E.  Young,  MBA 


The  advent  of  managed  care  has  led  many  observers  to  believe 
that  only  large  health  care  provider  groups  can  command 
enough  market  share,  geographic  coverage,  and  provider  num- 
bers to  succeed.  As  a  result,  practice  and  hospital  acquisitions, 
mergers,  and  other  consolidations  proceed  at  a  dizzying  pace. 
The  health  care  entities  being  created  can  be  divided  into 
investor-owned  (sometimes  referred  to  as  "for-profit")  and  not- 
for-profit  camps.  What  distinguishes  the  one  from  the  other?  Do 
they  compete  on  a  level  playing  field?  Which  is  better — for 
whom — and  at  what  price? 

A  number  of  communities  have  faced  (or  will  face)  diffi- 
cult decisions  about  whether  to  sell,  merge,  or  transfer  their 
health  care  assets  to  an  investor-owned  or  a  not-for-profit 
corporation.  That  being  so,  it  is  surprising  how  little  has  been 
written  to  help  us  analyze  the  important  issues.  Stakes  for  the 
affected  communities  are  high — and  the  results  long-lasting. 

We  have  always  favored  the  not-for-profit  approach.  How- 
ever, we  based  this  choice  mostly  on  an  emotional,  heartfelt 
belief  that  health  care's  primary  mission  is  to  serve  patients; 
financial  reward  should  be  secondary.  When  we  rigorously 
examined  our  position  and  asked  ourselves  to  justify  it,  we 
found  that  we  needed  a  better  understanding  and  analysis  of  the 
issues.  We  have  spent  some  time  talking  with  thoughtful 
individuals,  reading  what  we  could,  and  contemplating  the 
implications.  We  present  here  a  progress  report  on  what  is  still 
an  ongoing  process  of  inquiry  for  us. 


Mission  and  Accountability 
of  Health  Care  Institutions 

A  fundamental  principle  of  finance  and  business  is  that  man- 
agement has  a  duty  to  maximize  value  for  the  owners.  If  the 
owners  are  private  investors,  then  management's  duty  is  to 
maximize  profits  for  the  shareholders  (that  is  why  it  is  called  an 


"investor-owned"  organization).  In  contrast,  if  the  owners  are 
not  private  citizens,  but  rather  those  who  value  something  other 
than  financial  return — like  provision  of  a  service,  a  set  of 
principles,  religious  values — then  management's  duty  is  to 
maximize  those  values  rather  than  dividends.  These  organiza- 
tions are  commonly  called  "not-for-profit." 

All  organizations  must  generate  and  collect  revenues  in 
excess  of  expenses  if  they  are  to  remain  financially  healthy  and 
viable.  In  this  sense,  all  seek  to  be  profitable,  otherwise  they 
cannot  exist.  But  there  is  a  key  distinction  between  investor- 
owned  and  not-for-profit  health  care  organizations.  Both  want 
to  provide  quality,  compassionate,  and  efficient  care,  but  inves- 
tor-owned organizations  do  so  primarily  to  achieve  financial 
profit;  not-for-profit  organizations  do  so  because  of  other 
values  that  are  their  primary  goal.  Stated  differently:  for  one, 
good  care  is  a  means  to  an  end;  for  the  other,  it  is  the  end.  Some 
analysts  say  that  investor-owned  health  care  institutions  pro- 
vide by  accident  what  not-for-profit  providers  do  on  purpose. 

Investor-owned  organizations  are  forthright  about  their 
goals  and  objectives.  They  want  to  make  money.  It  is  relatively 
easy  to  determine  whether  they  achieve  that  goal  using  account- 
ing principles,  and  management  can  be  held  accountable  based 
on  measured  performance.  Quality  service  is  valued,  but  as  a 
means  to  an  end.  In  the  past,  quality  of  care  has  been  difficult 
to  assess,  but  tools  for  measuring  the  health  of  the  covered 
population  and  the  outcomes  of  care  are  being  developed;  as 
they  become  more  sophisticated,  accountability  will  increase. 

The  mission  of  not-for-profit  organizations  is  service  to  the 
public  good  of  the  community  they  serve.  Although  admirable, 
success  in  meeting  this  objective  is  difficult  to  measure.  Finan- 
cial solvency  remains  important  ("no  margin,  no  mission"),  but 
it  is  not  what  matters  most.  Compassionate  and  effective  care  of 
the  sick  and  wounded,  or  the  overall  health  of  the  community 
may  be  the  elements  of  primary  importance.  We  need  better 
tools  to  measure  clinical  outcomes  and  general  health  and 
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wellness  of  the  served  populations  in  order  to  hold  not-for- 
profits  accountable  in  what  matters  most. 


lations  they  serve.  Organizations  that  provide  demonstrated 
quality  at  a  low  price  will  have  a  competitive  advantage. 


Profits  and  Taxes 


Service  and  Planning  for  tlie  Long  Term 


It  has  been  said  that  "on  the  map  of  American  society,  one  of  the 
least  charted  regions  is  variously  known  as  the  voluntary,  the 
private  nonprofit,  or  simply  the  third  sector"'  (the  other  two 
sectors  are  government  and  business).  In  1 9 1 7,  Congress  recog- 
nized the  social  value  of  private,  "not-for-profit"  organizations 
that  serve  the  public  interest  and  exempted  them  from  paying 
income  tax.  These  organizations  exist  exclusively  for  chari- 
table, literary,  or  educational  purposes.  In  terms  of  dollars,  the 
health  sector  leads  all  other  tax-exempt  entities.' 

Investor-owned  organizations  pay  local  property  tax  and 
corporate  federal  and  state  income  tax  on  revenue  in  excess  of 
expenses  and  interest  on  debt.  Once  taxes  have  been  paid,  the 
remainder  is  available  to  pay  dividends  to  stockholders,  to 
invest  back  into  the  organization  itself,  or  to  return  to  the 
community  in  the  form  of  health  care  programs  and  services  for 
the  indigent  or  reduced  health  care  charges,  etc.  The  local 
income  tax  stays  in  the  community,  but  the  net  effect  is  that 
money  leaves  the  community  in  the  form  of  federal  and  state 
income  taxes  and  investor  dividends. 

Not-for-profit  organizations  do  not  pay  local  property  tax 
or  federal  and  state  income  tax;  nor  do  they  pay  dividends.  This 
means  that  the  entire  amount  left  after  expenses  and  interest  on 
debt  is  available  for  reinvestment  in  the  organization,  or  distri- 
bution back  to  the  community  in  the  form  of  indigent  health 
care,  enhanced  programs  and  services,  reduced  health  care 
charges,  etc.  Revenues  in  excess  of  expenses  and  interest  on 
debt  stay  in  the  community. 


Efficiency  and  Quality 
of  Health  Care  Institutions 

Investor-owned  organizations  compete  on  price  with  not-for- 
profits  despite  their  obligation  to  pay  taxes  and  dividends.  They 
say  that  greater  efficiency  is  the  reason  for  their  recent  suc- 
cesses; their  critics  say  that  they  reduce  expenses  by  withhold- 
ing care  rather  than  by  providing  efficient  care.  It  is  true  that 
investor-owned  organizations  must  offset  the  tax  and  dividend 
savings  that  not-for-profit  organizations  enjoy.  Otherwise,  they 
would  have  to  raise  their  prices  or  reduce  their  reinvestment  in 
the  community  or  fail  to  pay  a  financial  dividend  to  their 
shareholders.  If  not-for-profits  pay  attention  to  cutting  costs 
and  improving  their  efficiency,  investor-owned  organizations 
may  lose  their  alleged  superior  efficiency.  Tools  for  measuring 
outcomes  and  other  aspects  of  quality  of  care  are  still  in  their 
infancy,  so  the  controversy  over  which  system  is  better  remains 
undecided.  However,  when  indicators  of  quality  become  avail- 
able, we  will  be  able  to  judge  organizations  by  the  care  they 
provide  and  by  the  general  health  and  well-being  of  the  popu- 


In  order  for  investor-owned  organizations  to  maximize  share- 
holder income,  they  must  avoid  providing  services  to  patients 
who  cannot  pay  (unless  providing  such  services  improves  the 
organization's  bargaining  position  in  a  community).  On  the 
other  hand,  in  order  for  not-for-profits  to  serve  the  public  good, 
they  must  try  to  provide  services  regardless  of  patients'  ability 
to  pay  (but  they  are  not  obligated  to  let  unlimited  charitable 
services  jeopardize  their  survival  or  long-term  success). 

Managers  of  both  investor-owned  and  not-for-profit  orga- 
nizations must  plan  for  the  long-term  growth  and  success  of 
their  institutions.  Investor-owned  organizations  are  currently  at 
a  decided  disadvantage  in  this  regard  because  Wall  Street 
investors  focus  on  short-term  results  (quarterly  earnings)  in 
their  evaluation  and  appraisal.  Shortsighted  preoccupation  with 
short-term  profits  precludes  focusing  on  long-term  strategies 
that  may  ultimately  lead  to  greater  success. 

Communities  are  more  concerned  about  not-for-profit 
organizations'  ability  to  maximize  long-term  health  and  wel- 
fare rather  than  their  short-term  financial  success.  This  means 
that  their  strategic  planning  can  focus  on  long-term  growth  and 
perpetuation.  Prudence  requires  some  attention  to  the  short- 
term,  but  the  long-term  view  enables  not-for-profit  organiza- 
tions to  take  advantage  of  opportunities  not  available  to  organi- 
zations that  must  always  operate  reactively. 

Communities  that  want  to  improve  the  general  health  and 
well-being  of  their  citizens  must  ensure  that  all  of  the  com- 
munity's providers  participate  in  an  integrated  network — shar- 
ing information  and  expertise,  minimizing  duplication,  and 
fostering  synergy.  Schools,  hospitals,  physicians,  churches, 
home  health,  behavioral  health,  hospice,  public  health,  and 
volunteer  organizations  must  form  networks.  Investor-owned 
organizations  may  be  able  to  participate  in  such  networks,  but 
shareholders'  rights  to  dividends  produce  a  conflict  of  interest 
with  providers  whose  prime  incentive  is  the  public  good.  Not- 
for-profits  have  no  such  conflict  of  interest  and  can  facilitate  a 
network  of  service  to  the  community. 


Is  the  Playing  Field  Level? 

Since  investor-owned  organizations  have  to  pay  corporate 
income  tax,  property  tax,  and  dividends,  they  would  seem  to  be 
at  a  competitive  disadvantage  relative  to  not-for-profit  organi- 
zations. Investor-owned  organizations  have  overcome  this  by 
vigorously  improving  efficiency,  by  negotiating  discounts  with 
suppliers,  and  by  targeting  profitable  lines  of  health  care  ser- 
vices— and  (possibly)  by  reducing  the  quality  of  service  and 
(almost  always)  by  limiting  the  access  of  indigent  patients.  At 
present,  investor-owned  organizations  enjoy  the  advantage  of  a 
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ready  supply  of  capital  from  equity  markets.  This  is  not  available  to  not-for-profit 
organizations,  which  cannot  sell  ownership  of  their  organization  to  investors.  Should 
our  society  decide  that  all  citizens  must  have  access  to  health  care,  not-for-profit 
organizations  will  gain  the  advantage  because  of  their  exemption  from  taxes  and  the 
dividend  demands  of  stockholders.  In  the  long  run.  not-for-proflts  should  come  out 
ahead,  (/they  can  survive  the  current  storm  of  mergers  and  acquisitions. 

In  some  cases,  not-for-profits  have  amassed  progressively  larger  reserves.  Inves- 
tor-owned organizations  argue  that  these  institutions  should  lose  their  not-for-profit 
status  since  such  behavior  does  not  adhere  to  their  mission  statement.  This  claim  has 
merit,  but  those  not-for-profits  that  consistently  adhere  to  their  mission  are  not 
vulnerable  to  such  claims.  They  deserve  the  reputation  and  trust  that  befits  their 
goodwill  and  service. 


Should  Communities  Sell  Out? 

Our  analysis  suggests  that  a  not-for-profit  health  care  system  offers  many  benefits  to 
a  community,  but  each  organization  and  each  community  is  unique.  If,  in  the  final 


"Be  part  of  a  world-class  operation. 
And  lose  the  residency  blues. " 


w. 


hen  I  completed  my 
residency  it  was  tough  paying 
bock  college  loons.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a  year, 
and  120,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

CALL  TODAY! 
(800)566-4910 
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A  GREAT  WAY  TO  SERVE 


analysis,  the  decision  favors  a  not-for- 
profit  approach,  then  the  community 
should  develop  the  strongest  not-for- 
profit  network  possible.  But  not  every 
not-for-profit  organization  offers  every 
advantage  described  here,  nor  do  inves- 
tor-owned organizations  invariably  fail 
to  share  the  desired  set  of  values  and 
community  commitments.  If  the  values, 
principles,  integrity,  and  track  record 
are  sound — and  the  price  is  right — we 
can  imagine  scenarios  in  which  it  is  in  a 
community's  best  interest  to  sell  its  hos- 
pital to  an  investor-owned  organization 
(although  it  is  hard  to  imagine  why  such 
an  organization  will  not  be  planning  to 
take  more  out  of  the  community  than  it 
paid  for  the  hospital).  It  seems  to  us  that 
the  greatest  danger  is  that  an  informed 
community  decision  may  be  so  complex 
that  careful  analysis  becomes  over- 
whelming. 


The  Good  Fight 

Free  enterprise  and  profit  incentives  are 
the  motor  that  drives  American  economy 
and  culture.  The  investor-owned  ap- 
proach has  brought  attention  to  effi- 
ciency and  cost  savings  in  the  health 
care  industry.  Without  the  rigorous  dis- 
cipline of  cost-control  and  efficiency, 
society  has  had  to  pay  too  much  for 
health  care.  But  there  is  always  the  threat 
that  attention  only  to  profit  will  ignore 
the  care  of  the  indigent  (and  shortchange 
medical  education  and  research).  Not- 
for-profit  organizations  serve  a  differ- 
ent perspective  and  mission.  They  strive 
for  a  responsible  stew-ardship  that  tran- 
scends usual  business  concerns.  They 
must,  of  course,  maintain  fiscal  viabil- 
ity, but  their  larger  mission  addresses 
compassion,  education,  and  research. 
Until  we  develop  good  measures  of  out- 
come and  quality,  society  will  benefit 
from  a  healthy  competition  between 
these  two  approaches.     Q 
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Vhal  Signs:   Systolic -120  ;  Diastolic -80  Pulse -70  :  Resps-15:  Temp -98.5  .  Weight -1  35.  Height  65" 

Chest.  The  chesi  woJI  is  not  tender    ll  moves  symmetrically  with  respiration    There  are  no  chest  wall  mosses  or  cutaneous  lesions    The 
)s  ore  denr  lo  nuEOjItation  and  percussion     There  are  no  rales,  wheeies,  or  rhonchi  delected     The  heart  sounds  are  regular    There 
no  gallops,  murmurs,  dicks,  or  rubs    The  lirst  and  second  heart  sounds  are  normal.   The  PMI  is  not  disploced  or  abnormally 
tained.  and  there  are  no   Ihrills 

Abdomen  A  lour  quadrant  examination  of  the  abdomen  reveals  no  tenderness,  mosses,  organomegaly,  or  cutaneous  lesions.  The  bowe 
lunds  are  normal     There  is  no  guarding,  end  no  costovertebral  angle  tenderness.   There  is  no  distension  or  tenderness  tn  the 
iprapubic  region    There  are  no  bruits  noted. 

jsculoskelelal.  Marked  tenderness  and  soft  tissue  swelling  is  present  over  ihe  lateral  lefl  ankle.  The  tenderness  is  signrficantty 
creased  with  inversion  sUess  ol  the  lateral  ankle  joinL  but  no  significant  laxity  ol  this  joini  is  noted  on  this  examination.  The  remainder  c 
a  musculoskeletal  exam  is  normal.   Poinl  bony  tenderness  over  the  ankle  bones  is  not  present 
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Every  minute  Physicians  and  l<ey  practice  per- 
sonnel spend  on  paperwork  (or  just  searching  for 
misplaced  files)  reduces  profitability  and  adds  to 
stress.  Still,  the  importance  of  prompt,  in-depth 
clinical  charts  is  clear.  They're  an  unavoidable 
and  crucial  part  of  contemporary  healthcare. 

Now,  one  easy-to-use  PC  program  will  simplify 
and  unify  your  total  medical  information  flow. 
Transcribe,  Inc.'s  proven  E-Chart™  software  is 
engineered  to  dramatically  improve  efficiency. 

Rather  than  increasing  the  physician's  burden, 
E-Chart™  enables  the  entire  practice  to  be  more 
productive.  It's  an  inexpensive  solution  everyone 
can  use.  The  process  is  simple;  when  you  get 
85%  of  the  documentation  done  for  you,  you  can 
easily  afford  15  seconds  for  the  finishing  touch. 

E-Chart™  makes  technology  work  for  the  practice 
by  making  it  transparent  to  the  provider.  Unlike 
alternatives,  we  learned...  doctors  don't  want  to 
do  documentation  -  ttiey  want  it  done.  The  choice 
is  uncomplicated:  If  you  prefer  patients  to  paper- 
work, put  the  practice  on  Transcribe;  E-Chart™. 


How  can  we  be  so  confident  E-Chart™  is  the 
answer  to  the  medical  records  mess?  Testimoni- 
als from  delighted  doctors  across  America  who 
use  Transcribe;  E-Chart™  every  day  to  give  them 
back  time  for  the  really  important  things  in  life. 

/  was  always  behind:  worse,  the  staff  couldn  't  read  most  of 
what  I  did  hand  them.  Now  all  the  progress  notes,  op  re- 
ports and  letters  to  colleagues  are  done  each  day.  Plus,  I'm 
seeing  more  patients!  I  'd  never  go  back  to  documenting  any 
other  way.    TranScribe:  E-Chart  is  a  real  stress  reducer. 
Bob  Kukla,  DPM  -  Podiatry 

I  began  using  the  software  for  my  psychiatric  practice  notes 
almost  immediately.  I  use  it  constantly. 
David  Goode,  MD  -  Psychiatry 

No  time  to  prepare.  We  still  passed  Humana  and  Blue  Cross 
inspections  with  ease.  They  said  "these  notes  are  beautiful". 
Ed  Madrid,  MD  -  Pediatrician 
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DIMENSIONS      OF      DOCTORING 


Some  Thoughts  on  Keeping  Our 

Noble  Profession  Professional  and  Noble 

William  B.  BIythe,  MD 


Editor's  note:  Dr.  BIythe  delivered  this  address  to  the 
Alpha  Omega  Alpha  chapter  at  the  UNC  School  of  Medi- 
cine, Chapel  Hill,  on  April  23,  1997. 


I  can  vouch  for  the  absolute  vaHdity  of  the  first  two  things  that 
I  record  below.  I  hope  to  at  least  approximate  the  truth  on  the 
points  that  follow,  but  I  am  not  certain  how  close  I  will  get.  So 
caveat  lector,  let  the  reader  beware. 

The  first  thing  that  I  am  certain  of  is  that  I  deeply  appreciate 
the  invitation  of  the  members  of  Gamma  Chapter  of  Alpha 
Omega  Alpha  to  give  this  year's  lecture.  It  is  a  high  honor  that 
I  shall  cherish  as  long  as  I  am  able  to  cherish.  The  second  bit  of 
certainty  is  the  sincerity  of  my  congratulations  to  the  new 
initiates  of  Alpha  Omega  Alpha.  You,  too,  should  cherish  the 
honor  that  has  been  bestowed  upon  you.  I  congratulate  you  all! 

As  you  might  imagine  (although  it  may  not  always  be 
apparent),  I  have  thought  quite  a  bit  about  what  I  want  say  on 
this  occasion.  Those  of  you  who  have  given  hortatory  speeches 
know  that  the  immediate  reaction  on  receiving  an  invitation  to 
speak  is  one  of  rejoicing  at  the  opportunity  to  set  all  things 
straight  as  only  you,  the  speaker,  can.  Your  joy  is  enhanced  by 
the  thought  that  every  member  of  the  audience  will  sit  expect- 
antly, intellectual  mouths  open  wide  like  little  birds  awaiting 
mother's  return  to  the  nest.  That  vision  is  reinforced  by  the 
seductive  tendency  to  mistake  as  wisdom  what  in  reality  is  only 
the  wistful  urge  to  return  to  the  wonderful  way  things  were  (but 
which  of  course  never  were).  But  then,  as  one  prepares  to  launch 
the  mother  of  broadsides  at  all  the  evils  and  ill-doings  of  the 
world,  the  target  grows  smaller,  the  ammunition  less  powerful, 
the  aim  less  certain. 


Dr.  BIythe,  a  Nephrologist,  is  Marion  Covington  Professor  of 
Medicine,  University  of  North  Carolina  School  of  Medicine, 
Chapel  Hill.  He  also  chairs  the  Journal's  Editorial  Board. 


1  was  not  at  all  reassured  by  some  advice  about  the  making 
of  speeches  that  I  ran  across  as  I  set  to  my  task.  Sir  William  Osier 
said  I  should  "Look  wise,  say  nothing,  and  grunt.  Speeches  are 
given  to  conceal  thought."  And  Dr.  Jackson  Smith  wryly 
commented  that  there  "are  many  ways  to  deliver  papers;  the 
best  way  is  to  toss  them  on  the  front  porch  before  sunup." 


The  Way  Things  Are 

These  are  strange  times — at  least  in  this  country — for  the 
medical  profession.  On  one  hand,  we  live  in  the  most  exciting 
and  fruitful  time  in  biomedical  science  ever,  certainly  the  most 
fruitful  since  the  1 7th  century.  We  are  able  to  provide  more  truly 
effective  treatment  for  more  diseases  than  ever  before — and  we 
are  on  the  verge  of  being  able  to  so  help  ever  more  disorders.  On 
the  other  hand,  our  profession  is  confused,  distressed,  even 
bewildered  about  how  therapy  should  be  delivered,  how  much 
and  to  whom  it  should  be  provided,  and  how  it  should  be  paid 
for. 

Like  many  other  people,  some  in  high  places,  I  believe  that 
these  are  perilous  times  for  our  profession.  Medicine  may  even 
cease  to  exist  as  a  profession  unless  we  change  our  present 
course.  Of  course,  somebody  has  always  thought  that  now  is  a 
perilous  time;  all  generations  have  their  Chicken  Littles  run- 
ning around  fitfully  proclaiming  the  falling  sky.  That  being  the 
case,  I  thought  that  it  might  be  helpful,  if  I  can  pull  it  off,  to  offer 
some  thoughts  about  how  to  keep  our  calling  both  professional 
and  noble,  no  matter  the  political  or  scientific  context  of  the 
time.  I  want  to  emphasize  those  factors  that  I  think  are  imme- 
diately important. 


The  Nature  of  Profession 

Let  us  look  at  what  a  profession  is.  What  does  it  mean  to  be 
professional?  According  to  Professor  Everett  Hughes,  the  Ox- 
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ford  Shorter  Dictionary  says  the  adjective  professed  originally 
meant  that  one  had  "taken  the  vows  of  a  religious  order."  By 
1 675 ,  the  word  had  been  secularized  to  mean  an  individual  who 
"professes  to  be  duly  qualified;  professional."  "Profession" 
originally  implied  the  act  or  fact  of  professing,  but  it  came  to 
mean  an  "occupation  which  one  professes  to  be  skilled  in  and 
to  follow. ...  A  vocation  in  which  professed  knowledge  of  some 
branch  of  learning  is  used  in  its  application  to  the  affairs  of 
others,  or  in  the  practice  of  an  art  based  upon  it.  Applied 
specifically  to  the  three  learned  professions  of  divinity,  law, 
and  medicine." 


"...the  trouble  and  danger 

(with  clinical  guidelines)  is  that 

they  almost  always  become 

recipes  in  the  hands  of  bureaucrats 

and  intellectual  midgets." 


There  are  two  distinguishing  marks  of  a  profession:  1)  it 
has  an  act  of  professing  (the  professor  claims  a  greater  knowl- 
edge of  a  given  field  than  laypeople);  2)  it  has  members  who  are 
learned  (that  is,  their  profession  is  undergirded  by  accrued 
knowledge  and  by  scholarship).  To  be  and  remain  professional, 
one  must  be  a  learner  throughout  one's  life,  a  learner  ever 
skeptical  about  the  status  quo.  The  charlatan  who  practices  by 
rote  is  a  mere  pretender,  not  a  true  professional,  but  it  is 
important  to  realize,  particularly  in  our  present  environment, 
that  advances  in  medicine  are  often  made  by  what  nowadays  are 
called  outliers — those  who  did  not  accept  the  "guidelines"  or 
the  "norms"  of  contemporary  wisdom. 

I  believe  that  there  are  several  dangerous  threats  to  the 
education — education,  mind  you,  not  the  training — of  mem- 
bers and  future  members  of  our  profession.  Inside  the  medical 
schools  of  this  country,  people  in  responsible  positions  claim 
that  we  are  overeducating  doctors  to  "deliver"  something  that 
is  now  called  "health  care."  These  same  individuals  want  the 
education  of  physicians  to  be  shortened  and  lessened.  I  don't 
want  to  get  embroiled  here  in  a  discussion  of  the  proper 
curriculum  for  a  medical  school  (I  recently  read  that  a  curricu- 
lum review  at  the  University  of  Wittenberg  was  what  quickened 
Martin  Luther's  decision  to  nail  the  95  theses  to  the  church 
door),  but  I  am  totally  convinced  that  any  curriculum,  no  matter 
its  length  or  content,  must  emphasize  the  sanctity  of,  a  love  for, 
learning  or  it  will  surely  hastening  the  time  when  medicine  will 
not  be  a  profession. 

Another  disturbing  threat  to  education  is  the  propensity  of 
certain  bodies  to  hand  down  what  are  called  "clinical  guide- 
lines." These,  in  effect,  define  the  practice  of  medicine  in  a 
given  sphere.  I  have  nothing  against  true  guidelines,  but  the 
trouble  and  danger  is  that  they  almost  always  become  recipes  in 
the  hands  of  bureaucrats  and  intellectual  midgets.  Recipes 
belong  in  the  kitchen,  not  in  the  clinic  where  they  are  anti- 


intellectual.  Recipes  are  designed  to  keep  things — apple  pies 
for  instance — unchanged  through  the  years.  Therein  lies  their 
danger  for  the  clinic.  Recipes  may  preserve  intact  the  taste  and 
nostalgia  of  great-grandmother's  walnut  cake,  but  they  are 
antithetical  to  the  advancement  of  medicine.  We  must  always 
challenge  clinical  recipes. 

But  far  and  away  the  most  dangerous  assault  on  medical 
education  these  days  comes  from  the  managed  care  industry  (I 
here  use  the  word  "industry"  advisedly).  The  attack  comes  from 
two  fronts.  The  first  is  the  stance  taken  by  managed  care  leaders 
about  the  industry's  lack  of  financial  responsibility  for  medical 
education.  At  least  since  the  end  of  World  War  II,  medical 
education  was  partially  underwritten  by  the  National  Institutes 
of  Health  and,  later,  the  Health  Care  Financing  Administration 
through  Medicare.  These  agencies  fully  recognized  the  need  to 
support  medical  education.  As  far  as  I  can  ascertain,  the  leaders 
of  the  managed  care  industry  believe  that  managed  care  has  no 
such  responsibility,  and  they  allot  no  money  whatsoever  for 
medical  education.  To  the  extent  that  the  managed  care  industry 
becomes  the  major  determiner  of  medical  practice  in  this 
country,  we  can  expect  medical  education  to  deteriorate.  Stu- 
dents will  become  educational  orphans;  unless  things  change, 
we  will  return  to  pre-Flexnerian  times. 

The  second  front  of  assault  on  medical  education  is  a  more 
subtle  one.  Being  subtle,  it  is  perhaps  even  more  dangerous.  It 
has  to  do  with  the  hostility  of  the  managed  care  establishment 
toward  individual  practitioners  who  want  to  help  in  the  educa- 
tion of  medical  students.  American  medical  schools  have  made 
a  great  push  to  get  medical  students  into  contact  with  doctors  in 
practice  and  away  from  the  medical  schools.  I  happen  to  believe 
that  this  is  a  good  thing  because  it  recognizes  and  demonstrates 
that  medical  student,  medical  school,  and  practicing  physician 
are  inextricably  intertwined  when  medical  education  is  done 
right.  But  it  takes  time  from  the  physician' s  ordinary  practice  to 
do  it  right,  and  time  is  money.  Teaching,  therefore,  takes 
money. 


"The  real  stumbling  point  here  is,.. the 

fact  that  an  entire  system  could  not 

see  that  teaching  enhances  practice 

and  makes  good  physicians  better." 


At  least  some  (and  I  suspect  most)  of  the  leaders  of  the 
managed  care  industry  do  not  think  that  teaching  helps  one  be 
a  better  doctor.  Laurence  Earley  and  I  recently  asked  a  physi- 
cian who  is  a  prominent  administrator  of  North  and  South 
Carolina  managed  care  whether  there  was  a  role  in  the  managed 
care  system  for  the  education  of  medical  students  and  house 
officers.  "None  that  I  can  see,"  he  said.  And  when  we  stared 
back  incredulously,  he  added,  "Well,  if  someone  wants  to  get 
involved  in  teaching,  we  won't  object.  But  we  don't  make  any 
allowance  for  it  in  our  practice,  and  anyone  interested  in 
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teaching  must  be  willing  to  accept  a  salary  reduction."  The  real 
stumbling  point  here  is  not  the  salary  reduction  for  teaching,  but 
the  fact  that  an  entire  system  could  not  see  that  teaching 
enhances  practice  and  makes  good  physicians  better.  Unless 
wise  and  farseeing  leadership  steps  forward  to  reverse  these 
trends,  medicine  as  a  profession  is  doomed. 


Medicine  as  a  Noble  Profession 

What  do  I  mean  when  I  say  we  must  keep  the  profession  noble? 
The  dictionaries  define  noble  as  "having  or  displaying  qualities 
of  high  moral  character  as  honor,  generosity,  or  courage.'"  All 
these  qualities  are  important  for  our  profession,  but  I  believe 
that  generosity  is  the  most  important.  And  in  the  practice  of 
medicine  I  take  generosity  to  mean  that  the  welfare  of  the 
patient  always  comes  first. 

Now  this  business  about  the  patient  always  coming  first  is 
an  old  saw  that  all  of  us  use,  sometimes  justly  and  sometimes  to 
avoid  an  unpleasant  or  less  than  agreeable  option  such  as  going 
to  church,  a  cocktail  party  given  by  your  spouse's  friends,  and 
so  on.  I  am  reminded  of  one  of  the  early  works  of  one  of  my 
writing  children,  a  first-grade  piece  entitled  "Doctors"  and 
composed  over  30  years  ago  as  an  assignment  to  write  about 
"community  helpers."  After  extolling  the  many  virtues  of  the 
good  physician,  my  long-suffering  offspring  offered  up  this 
very  thinly  veiled  complaint:  "If  you  were  going  to  see  the 
fireworks  on  the  Fourth  of  July  and  your  father  was  going  to 
take  you  in  a  car  and  suddenly  your  father  was  called  to  the 
hospital,  don't  get  mad  because  he  has  to  take  care  of  a  patient." 
The  patient  always  comes  first.  The  message  to  the  writer's 
father  was  quite  clear!  But  as  important  as  the  phrase  is  in 
defining  physicians'  deportment  with  individual  patients,  it 
embraces  a  much  more  profound  meaning:  that  no  matter  what 
system  is  empowered  to  deliver  medical  care,  its  fundamental 
tenet  should  be  that  the  welfare  of  the  patient  is  the  driving  force 
of  the  system. 

In  my  judgment,  our  profession  has  acted  less  than  nobly 
during  my  professional  lifetime.  Doctors  have  always  had  an 
eye  for  money  (some  more  than  others — remember  the  doctor 
in  Chaucer's  Canterbury  Tales  who  had  a  special  love  of  gold, 
because  gold  stimulates  the  heart),  but  I  do  not  believe  that 
avarice  is  the  root  cause  of  the  modem  predicament  in  the 
delivery  of  medical  care.  Rather,  I  believe  it  stems  from 
physicians'  lack  of  genuine  concern — both  individual  and 
corporate  concern — for  the  welfare  of  the  sick  in  our  country. 
The  tradition  in  our  academic  medical  centers  has  been  that 
scholarship  and  scientific  inquiry  are  the  underpinnings  of 
medical  care.  This  tradition  has  given  us  by  far  the  best 
technical  care  in  the  world,  while  showing  little  or  no  concern 
about  how  medical  care  is,  or  should  be,  delivered. 

Most  academic  medical  centers  have  virtually  no  tradition 
of  studying  or  being  concerned  with  the  economic  and  socio- 


logic  aspects  of  medical  care.  The  lack  of  such  a  tradition, 
coupled  with  the  fact  that  doctors  have  always  been  entrepre- 
neurs, has  led  to  our  present  quandary.  The  delivery  of  medical 
care  is  being  planned  by  insurance  companies  and  other  groups 
outside  our  profession.  There  is  nothing  inherently  wrong  with 
this,  but  as  more  and  more  money  enters  the  system,  insurance 
companies,  hospitals,  and  some  doctors  have  entered  into  a 
conspiracy — an  unwitting  one  in  some  cases — to  make  the 
delivery  of  medical  care  increasingly  profitable  and  more 
expensive.  When  and  where  money  abounds,  the  financial 
foxes  move  in. 

Under  the  guise  of  saving  money,  we  have  seen  the  rise  of 
medical  care  organizations  that  are,  with  few  exceptions,  driven 
by  the  profit  motive  rather  than  a  desire  to  improve  the  welfare 
of  the  sick.  In  the  worst  of  these  systems,  the  welfare  of  the 
system's  financial  investors  is  uppermost  in  its  design  and 
operation;  even  in  the  best  of  them,  the  welfare  of  patients  is 
rarely  the  linchpin  of  the  system.  As  medicine  becomes  more 
and  more  a  business,  an  industry,  it  ceases  to  be  a  service,  and 
thereby  to  be  a  noble  profession. 


A  Glance  Into  the  Future 

Looking  up,  I  must  say  that  I  have  painted  a  rather  dismal 
picture  in  black  and  various  shades  of  gloomy  gray.  Am  I  as 
pessimistic  as  I  sound?  Yes,  I  am  pessimistic  about  the  imme- 
diate future.  I  genuinely  believe  that  the  situation  will  get  worse. 
But  I  am  optimistic  about  the  more  distant  future,  and  I  will  tell 
you  why.  First  and  foremost,  I  am  impressed  by  the  present 
generation  of  medical  students  and  house  officers.  They  strike 
me  as  having  much  better  developed  and  clearly  defined  social 
consciences  than  my  generation — and  those  in  between — had. 
Second,  I  believe  that  medical  schools  are  taking  more  interest 
in  clearly  defining  their  role  in  and  responsibility  for  the 
delivery  of  medical  care.  These  factors  will  undoubtedly  have 
a  salutary  effect  on  how  medical  care  will  be  delivered  in  the 
future. 

So,  what  must  future  physicians  do  to  ensure  the  continued 
existence  of  our  noble  profession?  At  one  level,  I  cannot  tell  you 
because  I  don't  know.  But  on  the  most  fundamental  level,  I  can 
tell  you,  and  with  a  high  degree  of  certainty .  It  is  this:  Whatever 
system  of  medical  care  delivery  evolves  over  the  next  few  years, 
every  member  of  the  profession  must  insist  that  the  system  is 
designed,  above  all  else,  to  protect  the  health  of  all  citizens  and 
to  serve  all  those  who  are  sick. 

We  must  insist  on  the  sanctity  of  learning  and  ensure  that 
the  knowledge  necessary  to  our  profession  is  protected  and  not 
replaced  by  an  anti-intellectual  attitude  disguised  as  efficiency. 

We  must  not — as  many  before  have  done — stand  by  pas- 
sively while,  by  default,  individuals  with  unclear  or  dishonor- 
able motives  run  and  thereby  ruin  the  system. 

Carpe  professio\     □ 
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Because  this  is  no  place 
for  a  doctor  to  operate. 


SIM^022MMS5E 


J  rofessiondl  J-^oiectioTL  (sxcluiively  since  1899 

To  reach  your  local  office,  call  800-344-1899. 


North  Carolina  Medical  Society  Endorsed  Programs 

NCMS  Membership  Benefits  Programs  are  designed  to  save  you  valuable  TIME  and  MONEY  while 

still  offering  QUALITY.    We've  carefully  selected  these  programs  on  the  basis  of  CUSTOMER 

SERVICE  CONVENIENCE.  They  are  COMMITTED  to  meeting  your  needs  and  giving  you  the  bes 

possible  service  because  your  MEMBERSHIP  with  the  NC  Medical  Society  makes  YOU  important. 


!i                 MEMBER  SERVICE 

VENDOR  OF  CHOICE 

PHONE 

!  1                         Auto  Leasing  &  Purchase  Plan 

-     Physicians  Leasing  Company 

(800)  888-8961 

!  1                                      Auto  Leasing  &  Rental 

-     Alamo  Rent-A-Car  (Refer  to:  B  213-386) 

(800)328-8017 

Hertz  Rent-A-Car  (Refer  to:  CDP  #006546) 

(800)654-2210 

1  ]                                           Collection  Service 

-     I.  C.  System 

(800) 685-0595 

1  j                 Fax  &  Copier  Machines/Equipment 

-     DANKA 

(800)  234-6261 

i :             Financial  Management  &  Investments 

-     Mercer  Global  Advisors  (MGA) 

(800)  335-8808 

1  •                                       MasterCard  Program 

-     BB&T 

(800)  476-4228 

j  ■                              Group  Purchasing  Program 

-     Shared  Services  Healthcare,  Inc. 

(over  400  products  &  services  available  for  your  practice) 

(800)  827-0340 

■ .                                      Hotel/Dining  Savings 

-     Quest  International  (Code:  1931) 

(800)  782-9450 

• !                                                         Insurance 

-     MMIC  Agency,  Inc. 

(800)662-7917 

(Offering  professional,  personal,  group,  etc.  insurance  &  service) 

.  ]                                          Magazine  Program 

-     NCMS  Magazine  Program 

(800)  289-6247 

-     Our  State  Magazine 

(800)  948-1409 

1 1                          Personnel  Staffing  Assistance 

-     Interim  HealthCare                       Health  Care  Staff 

(919)872-7100 

Clerical  Staff 

(919)420-0026 

j  i                           Physician  Placement  Service 

-     Interim  Physicians,  Inc. 

(800)  494-7497 

1  i                            Practice  Management  Series 

-     NC  Medical  Society  Seminar  Program 

(800)722-1350 
(919)  833-3836 

i ;                                                     Publications 

-     Conomikes  Reports,  Inc. 

(800)421-6512 

-     MEDSMART 

(800)  507-6878 

-     United  Communication  Group 

(800)  429-4824 

j  •                      Revenue  Enhancement  Analysis 

-     Filers,  Jones,  Brown  and  McLeod,  CPAs,  PA 

(919)782-1040 

j .                                          Tax  Audit  Defense 

-     TaxResources,  Inc. 

(800)  927-0886 

: .                                    Travel  Tours/Packages 

-     Vantage  Travel  Service 

(800)  634-2180 

NCMS  Members  and  staff  are  entitled  to  receive  special  discounts  and  offerings  through  the  NCMS  Membership  Benefits  Program.  By  participating  in  these 
discount  programs,  NCMS  Members  can  often  recoup  the  costs  of  dues.  These  unique  products  and  services  were  selected  on  the  basis  of  quality,  pricing  and 
service.  If  you  are  "shopping"  for  such  services  and  products,  please  consider  the  NCMS  Membership  Benefits  Program  offerings.  The  non-dues  income 
generated  by  these  programs  assists  in  stabilizing  membership  dues  and  funds  other  NCMS  activities  that  directly  benefit  NCMS  Members. 

For  more  information,  contact  the  NC  Medical  Society:  (800)  722-1350. 
visit  our  website  at:  www.NCMedsoc.org 
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More  Important  Smoking  Information 


ENVIRONMENTAL  TOBACCO  SMOKE: 
THE  SMOKE  THAT'S  AROUND  YOU 

Robert  W.  Monteiro,  MD 


What  is  Environmental 
Tobacco  Smoice? 

Environmental  Tobacco  Smoke  (ETS)  is  the  smoke 
that  is  emitted  into  the  air  from  lighted  cigarettes, 
pipes,  or  cigars.  It  also  includes  the  smoke  that  is 
exhaled  from  smokers. 

Some  other  names  for  this  include: 

Secondhand  Smoke 
Sidestream  Smoke 
Passive  Smoke 
Involuntary  Smoke 

Robert  W.  Monteiro,  MD,  is  an  internist  in  a  group 
practice  in  Pollocksville.  He  completed  his  resi- 
dency at  the  Mayo  Clinic  in  Rochester,  MN,  and 
received  his  MD  degree  from  the  George  Washing- 
ton University  School  of  Medicine  in  Washington, 
DC. 


Is  exposure  to  ETS 

a  tlireat  to  your  tieaithi? 

Tobacco  smoke  in  the  air  contains  over  400  chemi- 
cal substances,  with  as  many  as  200  of  them  being 
toxic  and  40  of  them  being  carcinogens  or  cancer- 
causing  agents!  The  risk  of  tobacco  smoke  to 
smokers  has  been  well-documented.  Smoking  is 
responsible  for  more  than  400,000  deaths  per-year 
in  the  United  States  alone.  Nicotine,  carbon  mon- 
oxide, formaldehyde,  and  many  carcinogens  are 
found  in  ETS,  some  of  them  in  higher  concentra- 
tions because  they  are  not  filtered  or  absorbed  in 
the  smoker's  lungs. 

In  1986,  the  surgeon  general  reported  that  involun- 
tary smoking  can  cause  lung  cancer  in  nonsmokers. 
The  United  States  Environmental  Protection 
Agency  Lists  ETS  as  a  Group  A  carcinogen,  indi- 
cating it  is  a  substance  proven  to  cause  cancer  in 
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humans.  ETS  is  estimated  to  cause  3,000  lung- 
cancer  deaths  each  year.  Nonsmoking  spouses  of 
heavy  smokers  have  almost  twice  the  risk  of  devel- 
oping lung  cancer.  According  to  the  Centers  for 
Disease  Control  (CDC),  ETS  causes  30  times  as 
many  lung  cancer  deaths  as  all  regulated  air  pollut- 
ants combined.  Lung  cancer  is  not  the  only  health 
concern.  Diseases,  such  as  asthma,  allergies,  em- 
physema, chronic  bronchitis,  and  heart  disease,  are 
all  affected  by  exposure  to  ETS. 

The  Environmental  Protection  Agency  (EPA)  ranks 
indoor  air  pollution  as  one  of  the  top  five  environ- 
mental risks  to  public  health.  Most  people  spend 
90%  of  their  time  indoors,  and  concentrations  of 
many  pollutants,  including  ETS,  are  significantly 
higher  indoors. 


Children  and  ETS 

Infants  and  young  children  exposed  to  ETS  have 
increased  risk  of  developing  bronchitis  and  pneu- 
monia. It  is  estimated  that  between  150,000  to 
300,000  cases  per-year  develop  in  children  ex- 
posed to  their  parents'  ETS,  and  15,000  of  those 
cases  result  in  hospitalization. 

In  asthmatic  children,  ETS  causes  more  frequent 
episodes  and  increased  severity  of  symptoms.  ETS 
is  also  a  risk  factor  for  new  cases  of  asthma  in 
children  who  did  not  have  symptoms  prior  to 
exposure. 

Children  exposed  to  ETS  have  symptoms  of  respi- 
ratory irritation,  including  cough,  wheezing,  and 
excess  phlegm  formation.  ETS  can  also  lead  to  a 
buildup  of  fluid  in  the  middle  ear — a  condition  that 
often  requires  surgical  treatment. 

Infants  are  three  times  more  likely  to  die  from 
Sudden  Infant  Death  Syndrome  (SIDS),  if  their 
mothers  smoke  during  and  after  pregnancy. 
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ETS  in  the  Workplace 

The  1986  Surgeon  General's  Report  concluded 
that  separation  of  smokers  and  nonsmokers  in  the 
same  airspace  reduces,  but  does  not  eliminate, 
exposure.  According  to  the  CDC,  there  is  no  safe 
level  of  exposure  to  a  cancer-causing  substance. 
Workers  exposed  to  ETS  are  34%  more  likely  to 
get  lung  cancer. 

Coworkers  with  existing  health  problems  can  have 
worsening  of  symptoms  when  exposed  to  ETS,  and 
even  workers  without  such  conditions  can  suffer 
eye  irritation,  sore  throat,  cough,  and  hoarseness. 

As  of  1991,  about  85%  of  businesses  had  adopted 
some  form  of  smoking  policies.  This  was  an  in- 
crease from  36%  in  1986. 

Among  workers  exposed  to  hazardous  materials, 
exposure  to  tobacco  smoke  may  increase  disease 
and  disability  associated  with  those  materials.  In 
asbestos  workers  who  smoke,  there  is  a  50-fold  risk 
of  developing  lung  cancer,  compared  to  a  five-fold 
risk  in  those  who  do  not  smoke. 


ETS  in  Public  Places 

A  number  of  laws  have  been  passed  at  both  national 
and  local  levels  to  protect  citizens  from  ETS. 

Airline  flights  lasting  six  hours  or  less  are 
smoke-free. 

All  interstate  bus  travel  is  smoke-free. 

Many  airports,  shopping  malls,  and  restaurants 
are  smoke-free. 

Schools  and  hospitals  are  either  smoke-free  or 
have  designated  smoking  areas. 


What  You  Can  Do  About  ETS 

At  Home: 

Don't  smoke  in  your  home. 

If  you  live  with  a  smoker,  ask  him/her  not  to 
smoke  in  the  home  or  at  least  to  limit  smoking 
to  a  well-ventilated  designated  area. 

Don't  allow  baby-sitters  or  others  who  work  in 
your  home  to  smoke. 

Place  signs  around  your  home  designating  it  a 
smoke-free  place. 

Be  supportive  of  smokers  by  helping  them  quit. 
Remember,  nicotine  is  an  addictive  substance 
and  quitting  smoking  is  very  difficult.  Avail- 
able aids  include  nicotine  gum,  nicotine  patches, 
smoking-cessation  programs,  and  support 
groups. 

Where  your  children  go: 

Check  smoking  poll 
cies  at  daycare 
centers,   pre- 
schools,  and 
schools. 


At  worii: 

The  EPA  recommends  that  every  company 
have  a  smoking  policy. 

If  your  company  does  not  have  a  policy,  work 
with  management  to  develop  one. 

The  most  effective  policies  prohibit  smoking 
indoors. 

If  smoking  is  allowed  indoors,  it  should  be  only 
in  rooms  that  are  specially  designed  to  prevent 
smoke  from  escaping  to  other  areas  of  the 
building.  Air  from  those  rooms  should  be 
directly  exhausted  to  the  outside  and  not  recir- 
culated. Nonsmokers  should  not  have  to  use 
that  room  for  any  purpose. 

Employers  should  be  encouraged  to  support 
smoking-cessation  programs. 

In  Public: 

If  asked,  let  smokers  know  that  you  do  mind  if 
they  smoke  around  you. 

Go  to  restaurants  that  are  smoke-free  or  have 
smoke-free  sections. 

Support  legislation  promoting  smoke-free  pub- 
lic places. 

Environmental  Tobacco  Smoke  is  a  risk  to  you 
and  your  loved  ones.  Take  time  to  be  aware  of 
your  exposure  and  what  you  can  do  to  protect 
yourself  and  those  around  you. 
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Smoking  Cessation 

All  this  hullabaloo  about  the  "global  settlement" 
concerning  tobacco  may  have  made  some  smokers 
contemplate  quitting,  or  actually  decide  to  quit.  If 
you  are  one  of  them,  this  article  is  for  you. 

First,  congratulations — this  is  the  most  important 
step  you  can  take  for  your  health!  Here  are  some 
pointers:  You  should  start  by  setting  a  quit  date, 
ideally  within  the  next  two  weeks,  and,  hopefully, 
at  a  time  when  you  may  be  as  close  to  "stress-free" 
as  possible.  Arrange  for  some  support.  Tell  your 
spouse,  coworkers,  and  friends  of  your  plans.  If 
your  spouse  is  a  smoker,  perhaps  the  two  of  you  can 
quit  together,  eliminating  the  temptation  provoked 
by  seeing  someone  else  smoking,  while  you  are 
trying  to  stop. 

In  the  days  before  your  quit  date,  remove  cigarettes 
from  all  stockpiles — in  your  desk,  car,  locker  at 
work,  etc.  If  you  are  not  pregnant  and  haven't  had 
a  recent  heart  attack,  buy  a  supply  of  the  patches  or 
gum.  Choose  the  size  patch  with  the  milligrams 
corresponding  as  closely  as  possible  to  the  number 
of  cigarettes  you  smoke  per-day.  Review  mentally 
what  happened  during  past  efforts  at  quitting.  Try 
to  plan  how  you  would  cope  with  any  events  (like 
parties  or  arguments)  or  emotions  (like  getting 

angry  or  depressed) 
^^^^  that  led  to  relapse. 


fcrrsio 


Call  your  physician  or  other  healthcare  provider 
and  gain  their  support  and  cooperation.  If  possible, 
enroll  in  a  program  offered  by  a  hospital,  the 
Cancer  Society,  or  the  Lung  Association  that's  in 
place  now  (in  Guilford  County,  call  Project  Assist, 
333  6000,  for  help). 

On  the  quit  date,  apply  the  patch  or  use  the  gum  and 
do  not  smoke — not  even  a  single  puff — ever  again. 
Anticipate  withdrawal  symptoms  from  some  re- 
duction in  nicotine  blood  levels  (even  while  wear- 
ing the  patch),  including  initability  and/or  insom- 
nia and/or  dry  mouth,  which  may  last  about  two 
weeks.  After  four  weeks,  reduce  the  size  of  the 
patch  or  gum  and  expect  a  return  of  the  withdrawal 
symptoms.  After  eight  weeks,  stop  the  gum  or 
patch  and  another  round  of  withdrawal  symptoms 
can  be  anticipated. 

Weight  gain  often,  but  not  invariably,  occurs  while 
people  quit  smoking,  but  it  almost  always  is  less 
than  10  pounds.  Don't  try  to  diet,  but  if  you  must, 
have  something  in  your  mouth.  Try  chewing  gum 
or  eating  low-calorie  foods,  such  as  carrots  or 
celery  sticks. 

Try  and  stay  away  from  people  who  are  smoking  at 
work  or  in  bars,  and  minimize  or  eliminate  alcohol 
intake,  as  that  might  reduce  your  resistance  to  the 
temptation  to  smoke.  If  it  is  not  medically 
counterindicated,  an  exercise  program,  such  as 
walking  or  jogging,  swimming,  or  riding  a  bike, 
may  be  enjoyable  and  convince  you  of  your  new 
ability  to  build  stamina,  now  that  your  red  blood 
cells  are  free  of  carbon  monoxide  and  can  handle 
more  oxygen. 

Be  positive !  Remember  that  half  of  all  people  who 
have  ever  smoked  have  quit  successfully,  and  you 
can  too! 

Richard  J.  Rosen,  MD 
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T.  Rowe  Price  Summit  Funds 


TO  HIGHER  YIELDS 
WITH  LOWER  EXPENSES 


T.  Rowe  Price 
Summit  Funds 

Give  your  money  more  earning 
power  with  Summit  Funds:  six 
no-load,  tax-exempt,  and  taxable 
bond  and  money  market  funds 
that  offer  investors  an  opportu- 
nity to  earn  more. 

Higii  yields  and 
lower  expenses 

A  $25,000  minimum  initial 
investment  per  fund  is  the  rea- 
son you  pay  less  in  expenses. 
Summit  Funds'  higher  account 
balances  help  us  manage  more 
cost-effectively  and  keep  fees 
low.  In  fact.  Summit  Funds'  fees 
are  substantially  lower  than  the 
average  cost  of  comparable  fixed 
income  mutual  funds.*  All 
things  being  equal,  lower 
expenses  can  provide  higher 
yields  and  help  you  keep  more 
of  what  youi  money  earns.  Of 
course,  yield  and  share  price  will 
fluctuate  with  interest  rate 
changes.  Past  performance  can- 
not guarantee  future  results. 
Free  check  writing.**  No  sales 
charges  of  any  kind. 


SUMMIT 
INCOME  FUNDS 


SUMMIT 
CASH  RESERVEStt 


Current  7-day  yield  as  of  10/16/97: 

5.26% 

Objective:  Preserve  capital  and 
provide  liquidity 

Invests  in:  High-quality 

money  market  securities 


SUMMIT 
LIMITED-TERM  BOND 


Current  30-day  yield  as  of  10/12/97: 

6.09% 

AVERAGE  ANNUAL  RETURNS :t 

1-year:  7.64% 

Since  inception  (10/29/93):  4.56% 

Objective:  High  level  of  current  income 

Invests  in:  Investment-grade 

corporate  bonds 


SUMMIT 
GNMA 


Current  30-day  yield  as  of  10/12/97: 

6.54% 

AVERAGE  ANNUAL  RETURNS:! 
l-year:  9.98  /o 
Since  inception  (10/29/93):  6.68% 
Objective:  Highest  possible 
current  income 
Invests  in:  High-quality,  government 
mortgage-backed  securities 


SUMMIT 
MUNICIPAL  FUNDS 

All  exempt  from  federal  income  taxes**' 


SUMMIT  MUNICIPAL 
MONEY  MARKETtt 


Current  7-day  yield  as  of  10/16/97: 

3.35% 

Objective:  Capital  preservation 

and  liquidity 
Invests  in:  High-quality  municipal 

money  market  securities 


SUMMIT 
MUNICIPAL  INTERMEDIATE 


Tax-equivalent  yield  36%  tax  rate: 

6.58% 

Current  3D-day  yield  as  of  10/12/97: 

4.21% 

AVERAGE  ANNUAL  RETURNS:! 
1-year:  8.31  /o 
Since  inception  (10/29/93):  6.07% 
Objective:  High  income 
Invests  in:  Investment-grade  municipals 


SUMMIT 
MUNICIPAL  INCOME 


Tax-equivalent  yield  36%  tax  rate: 

7.81% 

Current  30-day  yield  as  of  10/12/97: 

5.00% 

AVERAGE  ANNUAL  RETURNS:! 
I  year:  10.79% 
Since  inception  (10/29/93):  6.61% 
Objective:  Highest  possible  income 
Invests  in:  Long-term,  investment-grade 
municipals 


Call  24  hours  for  a  free 
report  and  prospectus 

1-800-541-6155 


Invest  With  Confidence^ 

TRowelVice 


m 

-Ik 


fAverage  annual  returns  are  for  the  periods  ended  9/.?0/9'  and  include  changes  in  principal  value,  reinvested  dividends,  and  capital  gain  distributions.  Investment  remm  and  piincipal  value 

will  van'  and  shares  may  be  worm  more  or  less  at  redemption  than  at  original  purchase, 

*Figures  are  for  Taxable  Money  Market,  Short-Term  Corporate,  GNMA,  Municipal  Money  Market,  .Municipal  Inlermediate,  and  Municipal  General  Bond  Fund  categories,  respectively  as  of 

9/30/97.  Source:  Lipper  .Analytical  Services,  lnc.*"S500  minimum.  """Some  income  may  be  subject  to  state  and  local  ta.\es  and  the  federal  alternative  minimum  ta.\. 

ttThese  funds  are  neither  insured  nor  guaranteed  by  the  L'.S.  government,  and  there  is  no  assurance  diat  Uiey  will  be  able  to  maintain  a  stable  S 1 ,00  net  asset  value. 

Read  the  prospecms  carefully  before  investing.  T  Rowe  Price  hivestment  Senices,  hie.  Distributor  simo.i89^t 


Exceptional  Opportunity 

We're  expanding... opening  four  alternative/ 
preventive  medicine  clinics  in  the  Charlotte 
area  and  a  location  at  the  beach  in  the  near 
future.  Seeking  a  physician  to  work  8:30  am 
to  5  pm  in  a  stress-free  environment  with  no 
crisis  care.  Initially  10-20  hours  per  week, 
expanding  to  40  hours,  if  desired.  An  excel- 
lent opportunity  to  become  a  part  of  and  learn 
the  exciting  new  field  of  alternative/preven- 
tive medicine.  Ideal  for  the  recently  licensed, 
retiring,  or  the  physician  who  would  just  like 
a  "change  of  pace."  Contract  required. 

Fax  or  mail  your  CV  to: 

M.  Bell 

Drew  Associates 

77  Park  Ave. 

Montclair,  NJ  07042 

fax:  201/476-0630 


WE  HEED  CABDIOLOGISTS 

WHO  ABE  WILLIHE 
TO  DONATE  THEIR  HEARTS. 


Lver\'  month  Fl\ing  Doctors  ot  America  sends  teams  oJ  phji'sicians, 
dentists,  nurses  and  other  professionals  into  remote  areas  o[  the  world 
to  help  poor  people  in  need  ot  medical  assistance 

For  a  \'ery'  reasonable  cost  to  you,  we  arrange  e\'er\thing.  All_\t)u 
have  to  bring  is  a  sense  ol  adventure  and  a  heart  tor  helping  those  in 
need.  j\ndyour  costs  are  ta-x-deductible. 

For  more  information,  call  (770)  451-3068,  fax  (770)  -157-6302,  or  write: 
Flying  Doctors  of  America,  1951  Airport  Rd., 
DeKalb-Peachtree  Airport, 
Atlanta,  GA  30341. 


Web  Address:  http://home.navisott.com/vip/ilyingdoctorsdfamerica.hlm 
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CME  Calendar 


November  13-16 

NC  Medical  Society's  Annual  Meeting 

Place:      Pinehurst  Resort  &  Country  Club 
Info:       Alan  Skipper,  NCMS,  800/722- 1350  or  9 19/833-3836, 
Internet:  http://www.ncmedsoc.org 

November  14 

Annual  Cancer  Symposium: 

NC  Chapter,  American  College  of  Surgeons 

Place:      Washington  Duke  Inn  &  Golf  Club,  Durham 

Fee:         $50 

Info:       Office  of  CME,  Duke  University  Medical  Center, 

Box  3108,  Durham  27710,  919/684-6485, 

fax:  919/681-7462 

November  14-15 

3rd  Annual  Pituitary  Days 

Place:      Omni  Hotel.  Charlottesville,  VA 
Info:       Bebe  Moore.  UVA  Office  of  CME,  800/552-3723, 
804/924-5310 

November  14-15 

1997  Medical  News  Reporting  Symposium 

Place:      Howell  Hall,  UNC  School  of  Journalism 

Fee:        $150 

Info:        UNC  School  of  Journalism  and  Mass  Communica- 
tion, CB#  3365.  Chapel  Hill  27599-3365, 
919/962-4078 

December  3-  7 

Winter  Family  Physicians  Weekend  &  Annual  Meeting 

Place:      Grove  Park  Inn  Resort,  Asheville 
Info:       sponsored  by  NC  Academy  of  Family  Physicians, 
contact  Mollie  Rasor,  800/872-9482 

February  27-28 

Annual  Geriatrics  Symposium 

Place:      J.  Paul  Stitcht  Center.  Wake  Forest  University 

School  of  Medicine 
Info:        Office  of  CME.  910/716-4450  or  800/277-7654 

March  1-4 

National  Comprehensive  Cancer  Network  Conference: 

Practice  Guidelines  and  Outcomes  Data  in  Oncology 

Place:      Maniott  Harbor  Beach  Hotel.  Fort  Lauderdale,  FL 
Info:        NCCN  Conference,  c/o  PRR.  5 16/424-8900,  ext.  300 


S 
i 


PRACTICE  OPPORTUNITIES 
IN  WESTERN  NORTH  CAROLINA 


Rural  Fellowship  in  Primary  Care  -  The  Mountain  Area  Health  Education  Center's  (MAHEC)  Rural  Fellowship 
invites  applications  for  a  4th  year  residency  training  experience  in  Rural  medicine.  Applicants  must  be  Primary  Care 
Physicians  who  have  graduated  from  an  accredited  residency  program  in  Family  Practice,  general  Internal  Medicine 
or  Pediatrics.  A  formal  educational  curriculum  is  tailored  to  the  individual  needs  of  each  fellow.  The  basic 
components  consist  of  a  Rural  practice  experience,  a  formal  didactic  curriculum,  individualized  experiences,  and 
locum  tenens.  MAHEC  believes  that  physicians  trained  in  primary  care  are  ideally  suited  to  the  practice  of  medicine 
in  rural  areas.  Because  the  practice  of  Rural  medicine  is  unique,  physicians  may  find  they  need  further  training  in 
order  to  gain  the  skills  and  confidence  to  meet  the  challenge  of  a  rural  practice.  Total  compensation  is  $72,000  per 
year  plus  full  fringe  benefits.  Education  loan  repayment/incentives. 

Private  Practice  Opportunities  -  MAHEC  is  aware  of  many  excellent  private  practice  opportunities  in  Western 
North  Carolina.  Enjoy  the  life  style  of  our  rural  mountain  region  and  a  rewarding  practice  in  communities  such  as 
Bakersville,  Bryson  City,  Hendersonville,  Robbinsville,  or  Sylva. 

For  further  information  please  contact  Harry  H.  Summerlin,  Jr.  MD,  Director  or  Jackie  Hallum,  Administrative 
Coordinator,  Regional  Outreach  Programs.  Mountain  Area  Family  Health  Center,  118  W.T.  Weaver  Boulevard, 
Asheville,  NC  28804;  704-258-0670. 

Mountain  Area  Health  Education  Center  (MAHEC)  -  118  W.T.  Weaver  Boulevard  -  Asheville,  NC  28804 

MAHEC  is  strongly  committed  to  an  employment  policy  which  supports  equal  opportunity  in  all  positions. 
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The  NCMS  MasterCard  from  BB&T 
gives  you  access  to  over  13  million 
restaurants,  shops  and  ATMs  worldwide. 
Outstanding  benefits  and  no  annual  fee* 
make  the  NCMS 
MasterCard  your 
prescription  for 
healthy  savings. 

For  a  card  with  the 
extras  you'll 
appreciate  and 

deserve,  choose  the  MasterCard  designed 
exclusively  for  members  of  the  North 
Carolina  Medical  Society.  And,  every  time 
you  use  your  card,  BB&T  will  make  a 
contribution  to  the  NCMS.  Accept  your 
MasterCard  today! 

For  your  NCMS/BB&T  MasterCard, 
call  toll  free  Monday-Saturday, 
6  a.m.  to  12  midnight 

1-800-476-4BBT  (4228) 
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THE      SPECTRUM     OF      DISEASE 


Gastroesophageal  Reflux  Disease 

Pill,  Blade,  or  Laparoscope? 


Kevin  E.  Behrns,  MD,  Mark  J.  Koruda,  MD,  and  Charles  A.  Herbst,  Jr.,  MD 


Gastroesophageal  reflux  disease  (GERD)  is  the  most  common 
disorder  of  the  esophagus  and  one  of  the  most  prevalent 
conditions  of  the  gastrointestinal  tract.  Approximately  40%  of 
adult  Americans  experience  heartburn  at  least  once  per  month; 
10%  have  symptoms  weekly.'-  Many  patients  self-medicate 
with  antacids  or  with  over-the-counter  histamine  (H,)  receptor 
antagonists,  but  they  do  not  discuss  heartburn  with  their  doctors 
unless  their  symptoms  are  not  controlled  medically.  The  end 
result  is  that  GERD  leads  to  the  worldwide  expenditure  of  $2  to 
$3  billion  per  year  for  prescription  and  nonprescription  drugs. 


Pathophysiology  of  GERD 

The  prevalence  of  GERD  (and  its  associated  medical  and 
socioeconomic  impact)  has  led  to  intense  investigation  of  its 
pathophysiology  during  the  past  50  years.  Current  understand- 
ing of  the  mechanism  of  reflux  centers  on  lower  esophageal 
sphincter  (LES)  pressure.'  The  LBS  is  an  anatomically  indis- 
tinct, 2-3  cm  long  region  of  increased  pressure  in  the  distal 
esophagus.  It  relaxes  upon  swallowing,  but  this  sphinc- 
teric  mechanism  impedes  reflux  of  gastric  contents  into 
the  esophagus,  thereby  protecting  the  integrity  of  the 
esophageal  mucosa.  Gastroesophageal  reflux  occurs  when 
the  intragastric  pressure  exceeds  LES  pressure,  forcing 
gastric  contents  into  the  low-pressure  thoracic  esopha- 
gus. A  hypotensive  LES  allows  prolonged  contact  of 
noxious  gastric  juices  with  the  esophageal  mucosa,  re- 
sulting in  esophageal  injury.  Recent  research  has  demon- 
strated that  even  transient  relaxation  of  the  LES  may 
cause  GERD."*  A  number  of  humoral  substances,  medica- 


tions, and  dietary  substances  decrease  LES  pressure  and  in- 
crease or  initiate  reflux  (Table  1). 

In  addition  to  LES  pressure,  several  other  anatomic  and 
physiologic  factors  are  thought  maintain  the  gastroesophageal 
barrier:  1)  an  intra-abdominal  location  of  the  LES,  2)  the 
volume  and  composition  of  gastric  contents,  and  3)  extrinsic 
mechanical  factors  such  as  the  "flap  valve"  action  of  the 
diaphragm  and  clearance  of  esophageal  contents.'  The  relative 
importance  of  each  of  these  factors  in  the  genesis  of  GERD  is 
largely  unknown,  but  the  role  of  anatomic  valve-like  action  of 
the  diaphragm  and  the  intrathoracic  location  of  the  gastroesoph- 
ageal junction  are  less  important  than  previously  thought. 
Gastric  volume  and  acid  content,  however,  are  directly  corre- 
lated with  the  duration  of  reflux.'  Clearance  of  acid  by  orga- 
nized, peristaltic  esophageal  contractions  also  is  an  important 
mechanism  protecting  the  esophageal  mucosa. 

In  summary,  GERD  results  when  a  transiently  hypotensive 
LES  allows  reflux  of  acid  gastric  contents  that  are  poorly 
cleared  by  esophageal  peristalsis.  The  final  result  is  prolonged 
contact  of  irritative  acid  material  with  the  esophageal  mucosa. 


The  authors  are  affiliated  with  the  Section  of  Gastrointes- 
tinal Surgery,  Department  of  Surgery,  University  of  North 
Carolina  School  of  Medicine,  Campus  Box  721 0,  Chapel 
Hill  27599-7210. 


Table  1.  Endogenous  and  exogenous  substances 
that  decrease  lower  esophageal  sphincter  pressure 


Endogenous 

Cholecystokinin 

Estrogen 

Glucagon 

Progesterone 

Somatostatin 

Secretin 

Calcitonin  gene-related  peptide 

Gastric  inhibitory  peptide 

Neuropeptide  Y 

Vasoactive  intestinal  peptide 


Exogenous 

Anticholinergics 

Barbiturates 

Calcium  channel  blockers 

Caffeine 

Diazepam 

Dopamine 

Meperidine 

Prostaglandins  El  and  E2 

Theophylline 

Peppermint/spearmint 

Chocolate 

Coffee 

Ethanol 

Dietary  fat 
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Complications  of  GERD 

Exposure  of  the  esophageal  mucosa  to  gastric  acid  causes 
inflammation  that  can  lead  to  a  number  of  complications: 
ulceration,  bleeding,  and  stricture  formation.'  In  addition, 
longstanding  reflux  can  impair  esophageal  motor  activity, 
further  decreasing  esophageal  clearance.  Refluxed  gastric  ma- 
terial that  enters  the  upper  airway  can  cause  voice  changes 
(hoarseness),  sinusitis,  bronchitis,  orrecurrent  (aspiration)  pneu- 
monia.'' Finally,  acid-induced  metaplasia  of  squamous  to  co- 
lumnar epithelium  (Barrett' s  esophagus)  may  lead  to  dysplasia 
or  invasive  esophageal  carcinoma. 


Clinical  Manifestations 

I  Heartburn  is  the  classic  symptom  of  GERD.  Other  symptoms 
include  dysphagia,  odynophagia,  regurgitation,  hypersaliva- 
tion  (water  brash),  and  belching.  GERD  may  present  with  extra- 
esophageal  symptoms  such  as  chest  pain,  respiratory,  and  ear, 
nose,  and  throat  problems.'  One  study  suggests  that  GERD  may 
be  the  cause  of  noncardiac  chest  pain  in  nearly  50%  of  cases. ^ 
Chronic  cough,  recurrent  aspiration  pneumonia,  and  pulmo- 
nary fibrosis  may  be  due  to  or  worsened  by  GERD.  In  fact,  there 
is  a  close  association  between  asthma  and  acid  reflux  in  three- 
quarters  of  asthmatics.'  Hoarseness,  sore  throat,  halitosis,  vocal 
cord  granuloma,  dental  decay,  even  laryngeal  cancer  may  also 
be  caused  by  intermittent  aspiration  of  gastric  content. 


Evaluation 

Patients  with  a  classic  history  of  pyrosis  (heartburn)  and  regur- 
gitation may  be  treated  empirically  with  acid-suppressing  medi- 
cations without  the  need  for  diagnostic  studies.*'  Investigation 
should  be  performed  when  the  symptoms  do  not  respond 
promptly  to  medical  therapy,  or  when  dysphagia  or  other 
symptoms  indicate  complicated  or  atypical  GERD,  and  before 
considering  patients  for  anti-reflux  surgery. 

Objective  evaluation  of  GERD  means  examination  of  the 
esophageal  mucosa  and  documentation  of  motor  activity  and 
the  extent  of  reflux.'"  Esophagogastroduodenoscopy  is  used  to 
evaluate  the  mucosa  for  evidence  of  esophagitis,  ulceration, 
stricture,  and  metaplastic  epithelium.  The  presence  of  a  hiatal 
hernia  may  be  noted.  A  barium  esophagogram  may  also  dem- 
onstrate those  findings  but  is  particularly  useful  in  patients 
suspected  of  having  a  complex  hiatal  hernia  or  a  shortened 
esophagus  from  longstanding  GERD. 

Esophageal  manometry  provides  important  information 
about  LES  tone,  the  presence  of  coordinated  esophageal  con- 
tractions and  esophageal  motor  disorders  that  can  mimic 
GERD."'-  Manometry  is  necessary  in  surgical  candidates  to 
ensure  that  there  is  sufficient  esophageal  peristalsis  to  propel  a 
food  bolus  through  a  complete  or  partial  fundoplication. 

A  24-hour  pH  recording  can  determine  the  amount  of  time 


the  esophagus  is  exposed  to  gastric  acid  (pH<4).  Scoring 
systems  have  been  developed  to  allow  better  interpretation  of 
pH  readings,  and  new,  2-channel  pH  probes  (one  probe  located 
5  cm  proximal  to  the  lower  and  one  5  cm  distal  to  the  upper 
esophageal  sphincter)  document  the  extent  of  esophageal  re- 
flux. Rarely,  radionuclide  gastric  emptying  studies  are  needed 
to  document  pulmonary  aspiration. 

No  single  battery  of  examinations  is  sufficient  to  assess 
GERD;  the  clinical  presentation  should  guide  selective  use  of 
examinations  based  on  the  information  desired. 


Medical  Management  of  GERD 

Treatment  begins  with  behavioral  modifications  aimed  at  re- 
ducing acid  reflux  and  minimizing  the  duration  of  contact  be- 
tween refluxed  material  and  the  esophageal  mucosa.'  The  head 
of  the  bed  should  be  elevated  four  to  six  inches  to  promote 
gravity-dependent  drainage  of  esophageal  content.  Overweight 
patients  should  lose  weight,  and  tobacco  and  alcohol  consump- 
tion should  be  prohibited.  Fatty  foods,  chocolate,  and  carmina- 
tives (spearmint,  peppermint)  should  be  minimized  because 
they  decrease  LES  pressure.  Medications  that  decrease  LES 
pressure  or  delay  gastric  emptying  (phenothiazines,  tricyclic 
antidepressants,  theophylline  preparations,  calcium  channel 
blockers)  should  be  avoided  if  possible. 

Patients  who  remain  symptomatic  despite  lifestyle  modifi- 
cations can  use  antacids  or  be  treated  empirically  with  H,  recep- 
tor antagonists,  prokinetic  agents  (metoclopramide,  cisapride, 
domperidone),  or  sucralfate.  When  administered  in  conven- 
tional doses,  H,  antagonists  (cimetidine,  famotidine,  nizatidine, 
ranitidine)  relieve  GERD  symptoms  and  heal  esophagitis  within 
12  weeks  in  one-half  to  two-thirds  of  patients."  If  relief  is 
incomplete,  the  dose  of  the  agent  may  be  increased,  but  there  is 
little  demonstrable  benefit  from  prescribing  more  than  twice 
the  recommended  dose.  When  used  in  very  high  doses  (up  to 
eight  times  the  conventional  dose),  H,  blockers  are  expensive 
and  their  long-term  safety  has  not  been  established.  Proton 
pump  inhibitors  (omeprazole,  lansoprazole)  are  the  best  in- 
hibitors of  gastric  acid  secretion  and  the  most  effective  treat- 
ment of  reflux  esophagitis.  Twenty  milligrams  of  omeprazole 
daily  for  eight  weeks  produces  esophageal  healing  in  80%- 
100%  of  patients. * 

Prokinetic  agents  can  increase  esophageal  motility,  LES 
tone,  and  gastric  emptying,  thereby  decreasing  reflux.  Studies 
demonstrate  clinical  benefit  from  these  medications,  even  though 
postprandial  pH  monitoring  may  not  show  decreased  reflux.* 


Surgical  Management  of  GERD 

Hj  antagonists,  proton  pump  inhibitors,  and  prokinetic  agents 
do  not  correct  the  underlying  pathophysiology  of  reflux.  Con- 
sequently, in  most  patients,  reflux  symptoms  return  when  these 
agents  are  stopped,  but  the  indication  for  antireflux  surgery  can 


NCM]  November/December  1997,  Volume  58  Number  6        437 


no  longer  be  summarized  by  the  statement  "when  medical 
therapy  fails."  Our  increased  understanding  of  the  pathophysi- 
ology of  GERD  underscores  the  requirement  for  lifelong  medi- 
cal therapy  in  many  patients,  and  surgery  may  be  the  only  way 
to  eliminate  the  need  for  medication. 

Surgery  endeavors  to  reduce  and  repair  any  hiatal  hernia, 
augment  LES  pressure,  and  fix  the  lower  esophagus  within  the 
abdominal  cavity.  During  the  past  20  years,  several  operations 
have  been  proposed:  a  complete  (Nissen)  or  partial  (Belsey) 
fundoplication,  or  a  posterior  gastropexy  (Hill  procedure). '"'"'^ 
When  performed  properly,  the  success  rate  of  each  of  these 
operations  approaches  90%.  with  a  morbidity  rate  of  lO^.'"" 

Recently,  a  Department  of  Veterans  Affairs  Cooperative 
Study'  compared  the  efficacy  of  medical  and  surgical  therapies 
for  GERD.  Patients  were  randomly  assigned  to  receive  either 
continuous  medical  therapy  (antacid  tablets  and  ranitidine 
taken  every  day  regardless  of  symptoms),  or  symptomatic 
medical  therapy  (drug  therapy  used  only  to  control  symptoms), 
or  surgery  (an  open  Nissen  fundoplication).  The  symptoms  and 
endoscopic  findings  improved  in  each  group,  but  surgical 
therapy  was  significantly  better  than  medical  therapy.  Overall 
surgical  patients  were  more  satisfied.  Two  patients  failed  sur- 
gical therapy  because  intractable  heartburn  continued  and  10 
patients  ( 15%)  had  operative  complications  including  splenec- 
tomy and  esophageal  and  gastric  perforations.  This  prospec- 
tive, randomized  study  pre-dated  the  availability  of  proton 
pump  inhibitors,  but  it  clearly  demonstrates  that  surgical  therapy 
is  superior  to  medical  therapy  without  omeprazole. 

Over  the  past  few  years,  laparoscopic  approaches  that 
incorporate  the  operative  principles  of  open  surgery  have 
gained  popularity.  One  series  of  300  laparoscopic  antireflux 
procedures  reported  no  mortality  and  an  overall  morbidity  of 
12%."  Side  effects  included  new-onset  dysphagia  ( 10%),  gas/ 
bloat  (9%).  and  nausea  (6%).  Quality  of  life  improved  signifi- 
cantly after  surgery.  The  Nissen  procedure  is  the  most  com- 


monly performed  laparoscopic  fundoplication.  but  a  partial 
laparoscopic  fundoplication  (Toupet  procedure)  can  be  per- 
formed in  patients  with  poor  esophageal  motility.-" 

During  the  past  three  years,  the  Gastrointestinal  Surgery 
Service  at  the  University  of  North  Carolina  Hospitals  has 
obtained  results  of  laparoscopic  fundoplication  that  parallel 
those  in  the  literature.  Ninety-five  percent  of  procedures  were 
completed  laparoscopically  and  patients  discharged  one  to  four 
days  after  surgery.  Studies  comparing  open  versus  laparoscopic 
procedures  show  less  postoperative  pain  and  a  shortened  time 
to  return  to  work  or  full  activity  with  the  laparoscopic  approach. 
Eighty-five  percent  of  operated  patients  report  satisfactory 
results,  but  long-term  follow-up  studies  of  laparoscopic 
antireflux  surgery  are  not  yet  available. 


The  Pill,  the  Blade,  or  the  Laparoscope? 

Based  on  the  current  understanding  of  gastroesophageal  reflux 
disease  we  suggest  the  following  management  plan:  Symptom- 
atic patients  should  be  placed  on  behavioral  modification  and 
H,  antagonists.  If  symptoms  persist  beyond  four  weeks,  esopha- 
gogastroduodenoscopy  is  performed  and  findings  of  GERD  are 
treated  with  a  proton  pump  inhibitor  for  eight  to  12  weeks. 
Patients  who  become  asymptomatic  and  heal  their  esophagitis 
should  stop  their  acid  suppression  therapy.  If  symptoms  or 
esophagitis  persist  or  recur  within  four  weeks  they  should  be 
evaluated  with  a  24-hour  esophageal  pH  probe  and  offered 
long-term  proton  pump  inhibition  or  surgery  if  esophageal  acid 
exposure  is  increased.  Symptomatic  relief  following  open  op- 
eration can  be  expected  in  85%  to  90%  of  patients  with  GERD. 
Early  follow-up  studies  suggests  that  laparoscopic  antireflux 
operations  are  effective  and  should  be  considered  in  the  man- 
agement of  these  patients.     □ 
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Actinic  Keratosis 

by  Jeff  Drayer 

Is  their  skin  white  and  pale? 
Do  they  get  sun  in  heavy  doses? 
Does  their  epidermis  scale? 
Sounds  like  actinic  keratosis 


Is  the  stratum  corneum  weird? 
Is  the  patch  ill-marginated? 
(Carcinoma's  to  be  feared 
If  it  looks  really  indurated) 

Then  check  the  dorsum  of  the  hand 
The  forearms,  neck  and  chest 
And  if  nude  sunbathing's  planned 
Please  make  sure  you  check  the  breast 

But  don't  jump  to  conclusions 
These  could  be  BCCs* 
There  could  be  viral  inclusions 
Or  even  Bowen's  disease 

But  perhaps  one  day  you  might 

Be  afraid  the  diagnosis  will  be  missed 

So  biopsy  the  site 

And  send  it  to  the  pathologist 

Is  the  dysplasia  partial-thickness? 
Is  the  dermis  now  inflamed? 
Then  you'll  know  that  for  this  illness 
Heliosis  can  be  blamed 

Now,  prevention  can  be  tough 
But  big  hats  and  long  sleeves  I 
Cannot  encourage  enough 
'Specially  is  they've  got  nevi 

Topical  treatment's  pretty  good 
Halt  DNA  with  5  FU^ 
But  your  first  line  really  should 
Be  cryosurg  with  LN^ 

So  to  avoid  the  squamous  cell 
And  all  that  nasty  apoptosis 
Keep  your  body  covered  well 
And  prevent  actinic  keratosis 


basal  cell  carcinomas 


5-fluorouacil 
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THE      SPECTRUM     OF      DISEASE 


Psychosocial  Factors  and  Coronary  Disease 

A  National  Multicenter  Clinical  Trial  (ENRICHD) 
With  a  North  Carolina  Focus 


James  A.  Blumenthal,  PhD,  Christopher  O'Connor,  MD.AIan  Hinderliter,  MD,  Kenneth  Path,  MD, 
Sadanand  B.  Hegde,  MD,  Gary  Miller,  MD,  Joseph  Puma,  MD,  William  Sessions,  MD, 
David  Shops,  MD,  Bosh  Zakhary,  MD  and  Redford  B.  Williams,  MD 


Psychosocial  factors  like  depression,  social  isolation,  and  low 
socioeconomic  status  (SES)  worsen  the  prognosis  of  patients 
with  coronary  artery  disease  (CAD),  and  are  independent  of 
other  known  predictors  of  prognosis.  Fortunately,  several  ex- 
perimental studies,  although  limited  in  scale  and  methodology, 
provide  encouraging  evidence  that  therapeutic  interventions 
can  ameliorate  the  adverse  impact  of  psychosocial  factors.  We 
summarize  here  the  rationale  for  a  clinical  trial,  sponsored  by 
the  National  Institutes  of  Health,  to  evaluate  the  effects  of  a 
psychosocial  intervention  in  reducing  morbidity  and  mortality 
in  patients  with  CAD. 


Psychosocial  Factors  and  Prognosis  in  CAD 

Social  isolation.  Ruberman  et  al'  found  that  socially  isolated 
patients  were  more  likely  than  other  patients  to  die  after 
myocardial  infarction  (MI).  Unfortunately,  the  authors  could 
not  adjust  for  potentially  confounding  factors  because  they  had 
only  indirect  measures  of  disease  severity.  Other  studies  have 
not  been  so  limited. 

Case  et  al-  found  that  16%  of  post-MI  patients  who  lived 
alone  (16%  of  the  total  sample)  were  dead  within  six  months 
compared  to  only  9%  of  those  who  lived  with  someone  else.  In 
a  study  of  patients  with  angiographically  documented  CAD, 
Williams  et  aP  noted  that  50%  of  patients  who  were  unmarried 


and  had  no  confidant  (3%  of  the  total  sample)  were  dead  after 
five  years  compared  to  only  17%  of  those  not  so  socially 
isolated.  Given  the  large  sample  sizes  of  these  two  studies  ( 1 234 
and  1368  subjects,  respectively),  the  strong  effects,  and  the 
ability  of  the  investigators  to  statistically  control  for  known 
biomedical  predictors,  they  provide  compelling  evidence  that 
social  isolation  contributes  importantly  to  poor  outcome  in 
patients  with  CAD. 

In  a  study  of  194  elderly  post-MI  patients,  Berkman  et  al'' 
reported  that  having  emotional  support  before  an  MI  was  the 
most  powerful  and  significant  predictor  of  survival  after  MI; 
55%  of  patients  without  support  died  within  a  year,  compared 
to  only  27%  of  those  with  two  or  more  sources  of  support. 

In  all  of  the  above  studies,  the  impact  of  social  isolation  was 
independent  of  left  ventricular  ejection  fraction  and  other 
biomedical  prognostic  factors.  No  study  observed  enough  mi- 
nority patients  to  ascertain  the  impact  of  social  isolation  by  race, 
but  the  studies  did  include  enough  women  to  show  that  social 
isolation  was  associated  with  a  poor  prognosis  for  both  men  and 
women. 

Depression.  Depression  increases  morbidity  and  mortality  af- 
ter an  MI.  Early  work  by  Frasure-Smith  et  al"^  used  the  General 
Health  Questionnaire  (GHQ)  to  assess  anxiety  and  depression; 
they  found  that  post-MI  patients  GHQ  scores  >5  were  at 
increased  long-term  risk  for  reinfarction  or  cardiac  death,  even 
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after  controlling  for  disease  severity.  A  more  recent  study' 
demonstrated  that  depression  was  the  important  component  of 
the  distress.  The  16%  of  post-MI  patients  who  met  modified 
criteria  for  major  depression  (symptoms  since  the  MI  rather 
than  over  the  preceding  two  weeks)  were  more  than  five  times 
more  likely  to  die  during  the  ensuing  six  months  than  were 
nondepressed  patients.  The  effect  was  independent  of  heart 
failure,  ejection  fraction,  or  other  clinical  indicators  of  disease 
severity. 

Frasure-Smith  et  aP  recently  found  that  depressed  mood 
short  of  major  depression  also  increases  risk.  Patients  with  Beck 
scores  >10  (30%  of  the  total  sample)  were  more  likely  to  die 
than  those  with  lower  scores,  especially  during  the  period 
between  six  and  1 8  months  after  the  MI.  Ahem  et  al*  found  an 
association  of  higher  Beck  scores  with  higher  mortality  in  a 
sample  of  502  MI  patients.  Duke  researchers  have  documented 
a  similar  effect  using  a  different  measure  of  depression  (the 
Zung  Self-Rating  Depression  Scale)  in  a  sample  of  more  than 
1300  patients  with  angiographically  documented  CAD  seen 
during  the  late  1970s  and  followed  to  the  present.' 

Another  factor  related  to  depression  that  may  increase  the 
risk  of  adverse  cardiac  events.  It  is  the  constellation  of  symp- 
toms known  as  "vital  exhaustion":  lack  of  energy,  irritability, 
and  feelings  of  demoralization.  Vital  exhaustion  increases  the 
short-term  risk  of  MI  and  the  risk  of  recurrent  cardiac  events 
after  coronary  angioplasty. 


Ironson  et  al"  found  that  simply  recalling  an  episode  of  anger 
significantly  lowered  left  ventricular  ejection  fraction  in  CAD 
patients.  Helmers  et  al'-  found  that  women  and  middle-aged 
men  with  CAD  and  high  hostility  scores  had  more  myocardial 
ischemia  than  those  with  low  scores. 

The  prognostic  significance  of  myocardial  ischemia  in- 
duced by  mental  stress  was  evaluated  in  a  study  of  1 3 1  patients 
with  stable  CAD."  After  withdrawal  of  anti-ischemic  medica- 
tions, patients  were  exposed  to  a  battery  of  mental  stressors 
(mental  arithmetic,  mirror  tracing,  public  speaking,  and  the 
Type  A  structured  interview)  and  standard  exercise  testing. 
During  testing,  one-third  of  patients  showed  new  or  worsening 
wall  motion  abnormahties  and  two-thirds  exhibited  myocardial 
ischemia.  Patients  were  followed  for  two  or  more  years  (mean 
=  44  months),  during  which  time  there  were  two  deaths,  four 
nonfatal  Mis,  17  coronary  angioplasties,  and  10  coronary 
bypass  grafts.  Adverse  events  were  more  than  twice  as  likely  to 
occur  in  patients  who  exhibited  mental  stress-induced  ischemia 
than  in  patients  who  did  not  (27%  vs.  12%;  p<.05).  Adverse 
events  were  twice  as  frequent  in  patients  with  mental  stress- 
induced  ischemia  compared  to  patients  with  exercise-induced 
ischemia.  Mental  stress-induced  ischemia  added  significant 
prognostic  information  over  and  above  exercise  testing. 


How  Psychosocial  Factors  Affect  Prognosis 


Low  socioeconomic  status.  Low  socioeconomic  status  (SES) 
increases  the  risk  of  CHD  in  healthy  persons  and  worsens  the 
prognosis  for  patients  with  established  CHD.  Ruberman  et  al' 
found  that  low  education  level  was  a  potent  predictor  of 
mortality,  although  it  was  not  independent  of  social  isolation. 
Williams  et  aP  found  that  the  five-year  mortality  rate  of  CAD 
patients  with  incomes  under  $10,000/year  was  twice  that  of 
patients  with  incomes  over  $40,000/year,  an  effect  independent 
of  social  isolation  or  disease  severity.  Case  et  aP  found  that 
having  less  than  a  12th-grade  education  predicted  the  recur- 
rence of  cardiac  events,  independently  of  social  isolation  or 
physical  risk  factors. 

These  studies  suggest  that  low  SES  contributes  to  poor 
prognosis  in  CAD  beyond  the  impact  of  social  isolation,  but  it 
is  possible  that  at  least  some  of  the  adverse  effects  of  low  SES 
are  mediated  by  its  associations  with  depression  and  social 
isolation.  Depressive  symptoms  are  inversely  related  to  SES  in 
the  general  population  and  Frasure-Smith  et  al'°  found  that 
depression  was  higher  in  post-MI  patients  who  were  either 
socially  isolated  or  had  a  low  SES  (based  on  income). 


We  cannot  yet  specify  the  mechanisms  by  which  psychosocial 
factors  contribute  to  cardiac  events,  but  there  are  several  likely 
ways:  1)  Depressed  patients  have  increased  sympathetic  and 
decreased  parasympathetic  nervous  system  function.  Both  are 
biologically  plausible  contributors  to  ventricular  arrhythmias, 
platelet  activation/aggregation,  and  increased  myocardial  oxy- 
gen consumption,  all  of  which  are  involved  in  both  CHD  death 
and  reinfarction.  2)  Depression-induced  activation  of  the  pitu- 
itary-adrenal axis  produces  high  levels  of  Cortisol,  which  can 
potentiate  and  prolong  the  effects  of  catecholamines.  3)  De- 
pression is  associated  with  higher  rates  of  cigarette  smoking  in 
both  healthy  persons  and  CAD  patients.  4)  Depressed  CAD 
patients  adhere  less  well  to  medical  regimens. 

Social  support  helps  patients  undertake  smoking  cessation 
and  hypertension  control  programs.  Not  only  do  socially  iso- 
lated patients  not  engage  in  behaviors  that  reduce  their  risk,  but 
patients  with  low  social  support  secrete  more  catecholamines 
when  subjected  to  stressful  situations.  Social  support  attenuates 
blood  pressure  responses  to  mental  stressors  and  neuroendo- 
crine function. 


Other  psychosocial  factors .  Compared  to  the  data  on  social 
isolation,  depression,  and  SES,  there  is  relatively  little  informa- 
tion about  the  prognostic  significance  of  other  psychosocial 
risk  factors  in  CAD  patients.  Hostility  and  job  strain  predict 
increased  risk  for  CAD  in  healthy  subjects,  but  we  do  not  know 
whether  they  add  prognostic  information  for  patients  with 
established  CAD.  There  is  some  suggestive  evidence,  however. 


Psychosocial  Interventions 
Can  Improve  Prognosis 

Several  randomized  trials  have  looked  at  whether  reducing  the 
adverse  impact  of  psychosocial  factors  can  alter  prognosis  in 
CAD.  These  studies  suggest  that  psychosocial  interventions 
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can  reduce  the  excess  morbidity  and  mortality  incurred  by 
adverse  psychosocial  risk  profiles.  The  Ischemic  Heart  Disease 
(IHD)  Life  Stress  Monitoring  Program'""'  randomly  assigned 
46 1  post-MI  men  to  receive  either  usual  care  or  an  experimental 
intervention  in  which  a  monitor  called  once  a  month  to  admin- 
ister the  General  Health  Questionnaire.  Whenever  a  patient's 
GHQ  score  was  >5.  an  assigned  nurse  would  visit  the  patient  at 
home  and  work  with  him  until  the  problems  were  resolved  or  he 
was  able  to  deal  with  them  (and  his  GHQ  score  had  returned  to 
normal).  No  single  theoretical  approach  to  stress  reduction  was 
used;  rather,  the  nurses  were  told  "to  try  and  lower  the  stress 
levels  of  [the]  patients  using  whatever  strategies  and  interven- 
tions seemed  appropriate...."'  This  intervention  provided  pa- 
tients with  both  instrumental  social  support  ( it  helped  them  deal 
with  problems)  and  emotional  social  support  (it  provided  a 
caring  human  being  to  listen  to  their  problems). 

Mortality  in  the  experimental  group  began  to  fall  relative 
to  the  usual  care  group  after  four  months;  by  one  year,  the 
experimental  group  had  47%  less  cardiac  mortality  than  the 
usual  care  group.  Interestingly,  1 1%  of  the  control  patients  on 
beta  blockers  died  compared  to  only  3%  in  the  experimental 
group,  suggesting  complementary  effects  of  stress  manage- 
ment and  medical  therapy.  Over  five  years,  patients  in  the 
experimental  group  who  had  high  distress  (GHQ  >5)  had 
significantly  fewer  recurrent  Mis  (p=0.004)  and  cardiac  deaths 
(p=0.006).  Psychosocial  intervention  led  to  improved  progno- 
sis only  in  those  with  high  distress;  patients  with  low  distress 
(GHQ  <5),  receiving  either  usual  or  experimental  care,  had 
lower  mortality  than  the  high  distress  group  that  got  usual  care. 

The  IHD  Life  Stress  Monitoring  study  had  several  limita- 
tions: 1 )  No  women  were  studied,  even  though  women  are  as 
susceptible  to  psychosocial  factors  as  men--'  and  have  an  even 
poorer  prognosis  following  MI  than  men.  We  need  to  study 
women  in  sufficient  numbers  to  evaluate  the  impact  of  interven- 
tions. We  also  need  to  study  minority  groups  in  any  future 
intervention  trials,  both  to  document  the  effect  of  psychosocial 
factors  on  prognosis  and  to  demonstrate  whether  those  factors 
can  be  ameliorated.  2)  The  control  group  contained  signifi- 
cantly more  low  SES  patients  than  the  experimental  group.  This 
may  indicate  a  failure  of  randomization  or  a  bias  (maybe  low 
SES  patients  did  not  accept  randomization  to  the  experimental 
group).  However,  post  hoc  analysis  suggests  that,  even  though 
underrepresented  in  the  experimental  group,  low  SES  patients 
had  even  more  improvement  in  prognosis  than  high  SES 
patients.  Moreover,  after  controlling  for  SES  differences  be- 
tween control  and  treatment  groups,  assignment  to  the  experi- 
mental group  was  significantly  associated  with  survival.  Future 
studies  will  need  to  include  adequate  numbers  of  low  SES 
patients  and  to  ensure  that  they  are  assigned  in  adequate 
numbers  to  treatment  and  control  groups.  3)  No  process  vari- 
ables (adherence  to  regimen,  presence  of  myocardial  ischemia 
or  arrhythmias  assessed  by  ambulatory  ECG)  were  monitored 
in  the  IHD  Life  Stress  Monitoring  Study.  These  might  help 
explain  why  the  intervention  worked  and  for  whom. 

An  even  larger  study,  the  Recurrent  Coronary  Prevention 


Project, "*  randomly  assigned  1035  men  and  women  who  had 
suffered  an  MI  within  the  preceding  six  months  to  cardiologic 
counseling  or  to  an  intervention  that  included  both  cardiac 
counseling  and  weekly  group  meetings  designed  to  reduce 
Type  A  behavior.  Subjects  were  given  homework  "'drills,"  and 
the  results  of  their  efforts  were  shared  at  the  meetings.  The 
intervention  successfully  reduced  Type  A  time  urgency  and 
hostility;  three  years  later,  significantly  reduced  Type  A  behav- 
iors were  seen  in  those  who  had  attended  the  counseling 
treatment  group.  More  importantly,  CHD  recurrence  rates  were 
significantly  lower  (7%)  in  the  treatment  group  than  the  control 
group  (13%),  and  there  was  a  trend  toward  reduced  CAD 
mortality."  Unfortunately,  this  study  enrolled  too  few  women 
and  minority  group  members  to  evaluate  any  impact  on  them. 
Nor  were  there  any  reports  on  process  variables  that  might 
identify  mediators  of  the  treatment  benefits. 

A  third  study,  by  Ornish  et  al,"*  randomized  48  patients 
with  angiographically  documented  CAD  to  usual  care  (n=20) 
or  a  comprehensive  lifestyle  change  program  ( n=28 )  consisting 
of  exercise,  low-fat  vegetarian  diet,  smoking  cessation,  stress 
management  training,  and  twice-weekly  group  support  meet- 
ings. Adherence  to  all  aspects  of  the  program  was  carefully 
monitored.  Compared  to  the  usual  care  group,  patients  in  the 
experimental  group  showed  more  regression  of  angiographically 
documented  CAD  lesions  after  one  year  in  the  program.  Pa- 
tients who  best  adhered  to  the  program  showed  the  most 
pronounced  regression. 

Given  the  extensive  intervention  used  by  Ornish  et  al,  it  is 
not  possible  to  identify  specific  aspects  of  the  program  that  led 
to  regression  of  arterial  lesions.  Social  support  at  twice-weekly 
group  meetings  and  may  have  played  an  important  part,  but 
since  the  study  design  did  not  permit  evaluation  of  the  various 
components,  it  is  only  possible  to  say  that  the  "package" 
produced  observable  benefits.  The  fact  that  those  who  best 
followed  the  total  program  experienced  the  greatest  decrease  in 
arterial  stenoses  means  that  future  trials  need  to  assess  adher- 
ence to  the  intervention  regimen. 

Other  randomized  studies  of  behavioral  intervention  have 
lacked  adequate  power  to  detect  group  differences,  but  a  recent 
Duke  study  of  mental-stress-induced  myocardial  ischemia  re- 
ported that  patients  who  underwent  1 6  weeks  of  stress  manage- 
ment training  had  a  nearly  fourfold  lower  relative  risk  for 
further  cardiac  events  compared  to  usual-care  controls."  The 
study  had  several  shortcomings,  including  lack  of  randomiza- 
tion and  limited  sample  size  (n=107),  but  the  findings  indicate 
that  stress  management  may  effectively  reduce  stress-induced 
ischemia  and  that  reduced  ischemia  can  lead  to  reduced  risk  for 
future  cardiac  events. 

These  intervention  trials  have  common  features.  All  in- 
cluded direct  social  support — group  meetings  or  nurse  home 
visits — over  and  above  what  patients  had  access  to  on  their 
own.  This  suggests  that  provision  of  social  support  has  promise 
as  a  means  of  improving  prognosis  in  established  CAD.  Studies 
have  included  instruction  in  stress  management  techniques — 
relaxation  skills,  cognitive  strategies  to  decrease  anger,  com- 
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munication  and  assertion  skills,  time 
management,  and  the  like.  In  addi- 
tion to  whatever  direct  benefits  these 
components  may  provide  (such  as 
decreased  sympathetic  activation 
because  of  relaxation  and  anger  con- 
trol), they  also  increase  social  sup- 
port indirectly  because  patients  who 
are  not  hostile  toward  family  and 
friends  are  more  likely  to  obtain  so- 
cial support.  Finally,  there  is  great 
economy  inFrasure-Smith"suseof  a 
stepped-care  approach  wherein  an  in- 
tervention is  activated  only  when  a 
patient's  stress  reaches  a  threshold 
(GHQ  >5)  and  it  is  then  continued 
only  until  the  problem  is  resolved. 


Treating  Depression 
After  Ml 

In  addition  to  psychosocial  interven- 
tions that  provide  post-MI  patients 
with  social  support,  it  is  feasible  to 
treat  depression  in  coronary  patients.-" 
To  date,  no  study  has  examined  the 
impact  of  such  treatment  on 
reinfarction  or  survival.  Given  the 
growing  evidence  that  depression  puts 
patients  at  excess  risk,  such  studies 
are  clearly  and  urgently  needed.  For 
mild-to-moderate  depression,  psy- 
chotherapeutic approaches  such  as 
cognitive  behavior  therapy  (CBT). 
interpersonal  psychotherapy,  and  be- 
havior therapy  are  effective.  For  se- 
vere or  psychotic  depression,  current 
practice  calls  for  medication  and  ad- 
junctive psychotherapy,  although 
over  the  long  run,  one  study-'  sug- 
gests that  CBT  is  as  good  as  antide- 
pressant medications  in  preventing 
recurrence. 

For  pharmacologic  treatment  of 
depression,  the  selective  serotonin 
reuptake  inhibitors  (SSRIs)  offer 
many  advantages — in  addition  to  their 
proven  efficacy  in  treating  depres- 
sion— that  are  relevant  to  reducing 
morbidity  and  mortality  in  CHD.  As 
we  have  already  noted,  increased 
sympathetic  activation  and  cigarette 
smoking  are  likely  mediators  of  in- 
creased morbidity  and  morality  in 


ENRICHD 

Enhancing  Recovery  in  Coronary  Heart  Disease 

This  study  seeks  primarily  to  determine  the  effects  of  psychosocial  intervention  in 
post-MI  patients  who  are  depressed  or  have  low  social  support.  It  will  corn-pare 
mortality  and  re-infarction  in  patients  receiving  experimental  or  usual  medical  care. 
Secondary  objectives  include  evaluation  of  effects  on  other  medical  and  psychoso- 
cial endpoints;  in  subgroups  defined  by  gender,  minority  status,  and  etiology  of 
psychosocial  risk;  and  the  conduct  of  exploratory  studies  of  behavioral  and  physi- 
ologic mechanisms  where  feasible. 

The  study  is  a  randomized,  unblinded,  clinical  trial.  Over  three  years,  it  will  enroll 
3000  post-MI  patients  with  depression  or  low  social  support  at  eight  participating 
clinical  sites  (Duke  University,  University  of  Alabama,  University  of  Miami,  University 
of  Washington,  Stanford  University,  Washington  University,  Harvard/Yale,  and 
Rush-Presbyterian-St.  Lukes  Medical  Center  in  Chicago),  The  University  of  North 
Carolina  at  Chapel  Hill  is  the  Coordinating  Center,  Patients  identified  in  hospital  will 
complete  an  baseline  evaluation  within  28  days  and  be  randomized  to  experimental 
or  usual  care. 

The  Psychosocial  Intervention  consists  of  individual  and  small  group  interven- 
tions designed  to  treat  depression  and  perceived  low  social  support.  Cognitive 
behavior  therapy  (CBT)  will  be  the  general  treatment  approach,  but  sertraline,  a 
selective  serotoin  re-uptake  inhibiting  (SSRI)  drug  will  be  used  to  treat  severely 
depressed  patients  or  those  patients  who  fail  to  benefit  adequately  from  individual 
CBT/Group  intervention.  CBT  is  effective  in  depressed  older  adults  and  minorities, 
as  well  as  those  with  severe  depression.  Because  post-MI  morbidity  and  mortality 
occur  early,  intervention  must  begin  as  soon  as  possible  after  the  Ml:  it  will  consist 
of  a  minimum  of  four  and  up  to  six  months  of  individual  sessions  and,  if  enough 
patients  are  available,  group  treatment.  All  patients  will  be  followed  until  the  last 
patient  randomized  has  completed  1 8  months  of  followup.  Thus  followup  of  individual 
patients  will  range  from  a  minimum  of  1 ,5  years  to  a  maximum  of  4.5  years. 

To  be  eligible  to  participate,  patients  must  be  recruited  during  a  hospitalization 
for  an  acute  Ml  (cardiac  enzyme  levels  at  least  twice  upper  normal  and  either 
symptoms  compatible  with  acute  Ml  and/or  characteristic  evolutionary  electrocardio- 
graphic ST-T  changes  or  new  Q  waves).  In  addition,  patients  must  be  depressed 
(Beck  Depression  Inventory  score  >10,  and  meet  DSM-IVcriteriafor  major  or  minor 
depression)  or  have  low  perceived  social  support  (meet  criterion  score  on  ENRICHD 
Social  Support  Instrument)  or  both. 

For  information,  contact  the  following  case  coordinators: 


Virginia  Wadley,  PhD  or 
Kelly  Mieszkalski 


Suzanne  Curtis,  RN,  or 
Jennifer  Bennett 


Leslie  Paraschos,  RN 


Paula  Biles 


Freida  Pittman,  RN 
Jennifer  Matthews,  RN 


Duke  University  Medical  Center 
Durham,  NC 
(919/681-3006) 

Danville  Regional  Medical  Center,  VA 
Cardiology  Consultants  of  Danville,  VA 
(804/791-1089) 

Kernodle  Clinic,  Burlington,  NC 
(910/586-9100) 

University  of  North  Carolina  at  Chapel  Hill 
(919/966-5201) 

Medical  Specialists  Clinic,  Lumberton,  NC 
Maria  Parham  Hospital,  Henderson.  NC 
(910/671-5033) 
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CHD.  By  enhancing  brain  serotonin  effects,  SSRIs  can  de- 
crease sympathetic  outflow  and  help  with  smoking  cessation. 
SSRIs  may  also  have  a  favorable  impact  by  decreasing  appetite, 
decreasing  anger  and  aggression,  and  depleting  platelet  seroto- 
nin stores. 


Summary 

In  addition  to  traditional  risk  factors  (cigarette  smoking,  high 
blood  pressure,  and  elevated  cholesterol)  psychosocial  factors 
(depression,  social  isolation,  and  low  socioeconomic  status) 
have  an  adverse  impact  on  prognosis  of  patients  with  CAD. 
Several  studies  of  psychosocial  and  behavioral  treatments 
provide  encouraging  evidence  for  the  clinical  efficacy  of  psy- 
chosocial interventions  in  CAD  patients.  A  new,  multicenter 
clinical  trial  now  underway  (see  sidebar)  will  evaluate  the 
impact  of  psychosocial  interventions  (compared  to  usual  care) 
on  all-cause  mortality  and  nonfatal  MI  in  post-MI  patients  with 
depression  or  perceived  low  levels  of  social  support  or  both.     □ 
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ROUNDTABLE 


"Children  Are  Not  Supposed  to  Die" 

Combined  Pediatric  and  Radiation  Oncology 
Grand  Rounds  Addresses  Severe  Illness  and  Death 


Deputy  Editor's  note;  Why  does  premature  death  take  the  innocent?  This  question  has  troubled  philosophers,  theologians, 
and  physicians.  A  recent  grand  rounds  at  Duke  addressed  this  thorny  problem.  The  North  Carolina  Medical  Journal  was 
there — at  least  our  microphones  were.  We  taped  the  meeting  and  an  edited  version  of  the  transcription  follows.  We  invite 
our  readers  to  sit  in  on  the  discussion  and  continue  it  in  the  letters  to  the  editor  page. 

— Edward  C.  Halperin,  MD,  Ctiair,  Duke  Department  of  Radiation  Oncology 


Reverend  James  Travis, 
Director  of  Chaplaincy  Services: 

Today  we  address  a  topic  that  poses  a  tremendous  challenge  to 
all:  severe  illness  and  death  in  children.  We  will  pay  particular 
attention  to  the  views  and  needs  of  caregivers:  physicians, 
nurses,  social  workers,  and  chaplains. 

Dr.  Edward  Halperin,  Professor  and  Chair,  Department  of 
Radiation  Oncology,  Professor,  Department  of  Pediatrics: 

The  case  for  this  morning  is  that  of  Jennifer,  a  6-year-old  girl 
who  developed  nausea  and  vomiting  in  May  1 995 .  Her  primary 
care  physician  treated  her  for  a  presumed  viral  gastroenteritis, 
but  occipital  headaches  ensued,  accompanied  by  ataxia.  A 
cranial  computed  tomogram  (CT)  showed  a  large  posterior 
fossa  tumor.  On  May  19,  1995,  a  glioblastoma  muhiforme  was 
removed,  but  postoperative  magnetic  resonance  imaging  (MRI ) 
showed  residual  tumor  in  the  operative  bed  without  drop 
metastases  in  the  neuroaxis.  She  developed  apseudomeningocele 
and  cerebrospinal  fluid  leak,  and  underwent  a  dural  repair  one 
month  after  the  initial  operation. 

Cyclophosphamide  was  begun  at  on  June  21,  1995.  One 
month  later  she  was  clearly  worse.  Neuroimaging  studies 
showed  enlargement  of  the  tumor.  The  patient  developed  bilat- 
eral 6th  and  unilateral  7th  cranial  nerve  palsies,  and  increasing 
irritability  and  weakness.  A  ventriculoperitoneal  shunt  was 
placed  because  MRJ  suggested  an  increase  in  intracranial 
pressure.  There  was  minimal  clinical  improvement,  then  her 
condition  worsened  again.  Steroids  were  administered  but 
stridor  ensued. 

I  saw  the  child  in  the  intensive  care  unit.  She  had  marked 
respiratory  compromise,  and  I  recommended  elective  intuba- 


tion, and  subsequent  tracheotomy.  I  began  radiotherapy  at 
midnight  on  July  26,  1995.  After  three  weeks  of  radiotherapy, 
she  developed  fixed  pupils  and  bradycardia.  Cranial  CT  showed 
that  the  tumor  had  enlarged  into  the  pons.  She  was  given  twice 
daily  irradiation. 

After  a  total  dose  of  60.5  Gy,  radiotherapy  concluded  on 
September  1,  1995.  The  child  got  no  better.  She  died  of 
progressive  brain  tumor  five  months  after  she  first  complained 
to  her  mother  of  nausea  and  four-and-a-half  months  after  the 
initial  operation.  She  had  undergone  three  neurosurgical  proce- 
dures, and  endured  high-dose  cyclophosphamide  therapy,  intu- 
bation, mechanical  ventilation,  and  radiotherapy. 

Physicians  use  several  defense  mechanisms  in  dealing 
with  adults  with  cancer.  Faced  with  someone  with  advanced 
bronchogenic  carcinoma  physicians  may  say  to  themselves: 
"It's  a  terrible  case.  The  prognosis  is  grim.  But  look  at  the 
patient's  history  of  cigarette  smoking."  This  rationalization 
somehow  eases  the  pain  the  physician  feels  in  the  suffering  of 
a  fellow  human.  Or  faced  with  a  patient  with  advanced  carci- 
noma of  the  cervix,  physicians  think:  "Look  at  the  behavioral 
risk  factors  and  multiple  infections  that  preceded  the  tumor." 
When  etiologic  rationalization  defenses  don't  work,  the 
doctor  may  turn  to  the  age  defense:  "The  patient  is  85  years  old 
and  no  one  lives  forever."  I  appreciate  that  this  rationalization 
won't  work  with  40-year-olds  with  widespread  metastatic 
breast  cancer,  but  it  may  help  the  physician  get  through  the  day. 

Rationalization  defenses  based  on  age  or  etiology  break 
down  when  we  face  a  child  with  malignancy.  We  have  nothing 
and  no  one  to  blame  for  Jennifer' s  glioblastoma  multiforme  and 
subsequent  death.  There  is  no  rationalization. 

The  problem  is  not  new.  It  is  one  which  people  have  had  to 
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deal  with  for  centuries.  Theologians  call  it  theodicy — the  prob- 
lem of  evil.  You  may  frame  the  questions  as  follows:  If  the 
world  has  a  rational  order,  if  there  is  a  sunrise  and  a  sunset,  if 
there  is  love  and  if  the  flowers  bloom,  then  you  cannot  explain 
irrational  death,  the  death  of  an  innocent  child.  It  doesn't  make 
sense.  I  think  what  is  deeply  troubling  to  physicians  about 
Jennifer  is  that  her  death  implies  that  there  is  no  rational  order 
to  the  Universe.  Popular  books  endeavor  to  comfort  and  explain 
why  bad  things  happen  to  good  people.  Many  authors  on  this 
subject  can't  resist  pointing  out  that  an  entire  book  of  the  Bible, 
Job,  addresses  the  topic. 

To  those  who  believe  there  is  no  formal  order  to  the 
Universe,  or  to  atheists  who  don '  t  belie ve  in  any  divine  purpose, 
the  problem  of  evil  is  easy  to  solve:  Since  there  is  no  rational 
order  to  the  Universe,  since  everything  is  random,  then  evil  is 
just  one  more  random  event.  One  wag  wrote  that  the  fundamen- 
tal problem  forthe  theist  isexplaining  the  problem  of  evil.  The 
atheist  doesn"  t  have  to  explain  why  there  is  evil  in  the  world,  but 
has  a  different  problem:  explaining  everything  else. 

I  am  interested  in  the  stresses  that  a  case  like  Jennifer's 
places  on  physicians-in-training  and  medical  students.  How  do 
these  individuals  come  to  grips  with  the  problem?  How.  after 
seeing  patients  like  Jennifer,  do  they  get  up  and  come  to  work 
the  next  day?  How  can  older  physicians  help  younger  col- 
leagues deal  with  this  problem? 

Dr.  Iley  B.  Browning,  III,  Assistant  Professor, 
Pulmonary  Division,  Department  of  Pediatrics: 

I  was  involved  in  Jennifer's  care.  As  she  was  nearing  her  death 
it  was  decided  that  she  should  go  home  to  die.  I  helped  an-ange 
getting  her  home.  It  was  a  very  difficult  case  and  it  brought  a  lot 
of  questions  to  mind. 

Death  and  dying  in  pediatrics  can  be  difficult  to  discuss  in 
a  large  group  because  it  is  ultimately  a  personal  issue.  One  of  the 
reasons  that  I  was  attracted  to  pediatrics  was  that  death  was  not 
as  routine  as  in  internal  medicine.  Sick  children  who  got  better 
still  have  potential  for  a  good  life.  I  still  believe  that.  I  now 
temper  my  views,  however,  with  reality  and  experience. 

Children  are  not  supposed  to  die.  As  caretakers  we  are 
conditioned  to  believe  this  to  be  true.  We  feel  that  death  is  a 
failure  on  our  pan.  I  would  not  begin  to  suggest  that  it  is  to  be 
accepted  easily,  but  unfortunately  it  is  often  the  end  result  no 
matter  what  we  do.  The  question  that  remains  is  how  to  deal 
with  it. 

My  first  experience  in  dealing  with  death  was  as  a  second- 
year  resident.  I  was  making  rounds  in  the  neonatal  intensive 
care  unit,  evaluating  a  C-section  baby  that  was  billed  as  having 
transient  tachypnea.  He  did  not  look  good.  We  decided  to 
complete  his  evaluation  and  start  antibiotics.  During  the  LP  he 
arrested:  we  quickly  intubated  him  and  suctioned  pus  contain- 
ing gram  positive  cocci  from  his  airway.  I  spent  the  next  36 
hours  at  his  bedside.  We  did  everything  right  but  still  he  died  at 
5:36  in  the  morning.  When  I  told  his  mother  she  asked  to  see 
him.  I  took  him  to  her.  She  held  him  closely  and  told  me  how  she 
and  her  husband  had  been  trying  for  eight  years  to  have  a  child. 


Her  uterus  had  ruptured  during  delivery  and  she  underwent  an 
emergency  hysterectomy.  This  was  no  longer  a  kid  with  Group 
B  strep — now  he  had  a  name  and  a  story.  He  became  personal. 

I  remind  students  and  residents  that  patients  on  the  floors 
are  not  your  patients.  They  did  not  come  here  for  you  to  take  care 
of  them.  They  are  not,  in  reality,  anyone's  patients.  They  would 
rather  be  anywhere  but  where  they  are.  They  would  prefer  never 
to  meet  any  physician  except  at  a  well-baby  check  to  be  given 
a  clean  bill  of  health. 

I  have  seen  individual  residents  and  medical  students 
praised  highly  as  caretakers  by  parents  who  have  lost  children. 
What  makes  a  difference  is  personal  care.  We  sometimes  forget 
that  these  are  children,  not  representations  of  cystic  fibrosis, 
glioblastoma  multiforme,  or  congenital  heart  disease.  If  you 
remember  this,  people  will  respect  you  no  matter  where  you 
stand  in  the  chain  of  decision-making.  They  become  your 
patients  because  they  want  your  care  and  attention. 

We  must  find  a  balance  between  the  scientific  require- 
ments of  treatment  and  the  emotional  needs  of  people.  No  one 
can  love,  or  even  like,  every  single  patient.  Still,  we  are  required 
to  provide  care  and  support  regardless  of  our  personal  feelings. 
The  experience  of  learning  to  deal  with  difficult  emotions  must 
be  an  important  lesson  for  us. 

Reverend  Mitchell  Simpson,  Senior  Minister, 
University  Baptist  Church,  Chapel  Hill: 

Several  months  ago  I  received  a  call  from  a  nurse  at  Duke  who 
works  in  Oncology.  She  is  a  friend  and  a  member  of  our 
congregation.  She  called  because  she  was  overwhelmed  at  the 
frequent  deaths  of  her  patients.  Today  seems  to  me  almost  a 
continuation  of  that  conversation. 

We  can  rationalize  a  person  80  years  old  dying  of  cancer. 
I  know  because  my  father  is  80  years  old  and  is  dying  of  cancer. 
But  I  have  three  young  children,  and  they  present  an  entirely 
different  issue.  For  me.  walking  on  an  oncology  ward  is 
debilitating.  I  often  find  myself  completely  inept  because  of  the 
theological  silence  that  overwhelms  me. 

Silence  may  be  the  most  truly  faithful  response.  This  holds 
tme,  at  least  in  the  Christian  understanding  that  God  is  found  not 
in  the  whirlwind,  but  in  silence.  When  I  visit  with  parents  whose 
children  are  dying,  here  is  how  I  make  sense  of  it:  In  the  most 
literal  sense  I  don't  make  sense  of  it.  Of  course,  I  believe  that  all 
of  us,  as  products  of  the  universe,  are  blessed  and  cursed  by  a 
mentality  that  says  that,  to  make  sense  of  things,  we  must  have 
answers.  The  Old  Testament  tells  us  that  when  Job  cried  out, 
"What  does  all  of  this  mean?"  God  responded,  "Where  were 
you  when  I  created  the  heaven  and  the  earth?"  I  think  this  is  a 
reminder  that  there  are  wisdoms  beyond  our  wisdoms. 

I  tell  parents  and  caregivers  that  the  same  God  said. 
"Before  I  shaped  you  in  your  mother's  womb.  I  knew  you."  If 
there  is  a  God  who  knows  us  and  calls  us  into  being  before  we 
even  hear  our  name,  it  is  to  that  God  that  we  return.  We  are  never 
out  of  that  God's  care.  But  all  of  that  seems  to  disappear  when 
you  are  looking  into  the  faces  of  parents  whose  hearts  are 
breaking  and  whose  lives  seem  to  be  ending  because  of  a  child' s 
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death.  I  am  sure  that's  also  true  for  those  of  you  who  are  there 
day  in  and  day  out. 

We  must  help  each  other  with  an  embrace,  with  a  shared 
look  that  says,  "There  is  a  day  that  comes  after  this  that  is  a  better 
day."  The  further  I  go  into  this  unknown  territory,  the  deeper  is 
my  comfort  and  trust  that  a  receiving  love  exists  at  the  very 
moment  of  death. 

Rabbi  Steven  Soger,  Rabbi. 
Beth  El  Synagogue,  Durham: 

Much  of  Dr.  Halperin's  narration  was  foreign  to  me.  Much  of 
the  language  that  I  did  know  was  used  in  ways  that  were  exotic 
and  strange  to  my  ears.  A  language  that  I  knew,  yet  did  not 
know.  Clearly,  a  coherent  story  was  told  here — a  clinical 
story — concise,  and  precise.  The  clinical  story  unfolded  ac- 
cording to  the  logic  of  symptoms,  treatment,  and  outcomes. 

I  presume  that  the  constellation  of  clinical  factors  sug- 
gested that  Jennifer  would  die.  The  trajectory  towards  death 
was  logical.  We  see  its  tracings  in  these  slides,  hear  of  its 
unfolding  in  Dr.  Halperin's  presentation.  Jennifer's  death  was 
the  logical  outcome. 

Yet,  there  is  another  logic,  stubborn  and  entrenched,  which 
has  also  been  presented  this  morning,  "Children  should  not 
die." 

This  is  a  logic  of  the  spirit.  This  logic  supports  a  different 
aspect  of  Jennifer's  story:  The  story  of  a  child  and  her  family 
who  live  with  growing  incapacity,  with  anxiety  and  fear.  Here 
is  a  little  girl  who  cannot  run  with  her  friends,  who  cannot  read 
easily  anymore.  She  cannot  get  on  the  floor  and  pet  the  dog. 

One  logic  contends  with  the  other:  "Why  shouldn't  this 
child  die?  Look  at  the  clinical  evidence.  Death  is  the  logical 
outcome."  The  other  logic  replies,  "Nevertheless,  children 
should  not  die."  How  can  we  help  but  have  spiritual  "dis-ease" 
when  we  presume  to  live  in  the  world  where  both  of  these  logics 
coexist? 

Here  is  my  proposition:  The  physician  who  is  pounded  by 
the  spiritual  disturbance  occurring  when  one  "front"  of  logic 
meets  the  other  is  in  a  very  good  place.  The  physician  who  does 
not  suffer  in  that  maelstrom  is  in  jeopardy.  This  trauma,  this 
bruise  on  the  soul  is  what  Thomas  Moore  (Care  of  the  Soul) 
would  call  a  "symptom  of  soul."  It  is  a  sign  that  in  the  deepest 
place  of  commitment,  imagining,  and  hoping,  the  physician  is 
unwilling  to  relinquish  either  one  of  these  logics. 

Nancy  Mairs  (Plaintext),  a  fine  essayist  who  lives  with 
multiple  sclerosis  writes  that  she  has  learned  to  have  compas- 
sion upon  her  doctors  who  are  sometimes  dismayed  by  her  very 
presence  because  she  incarnates  their  limitations.  She  writes 
further  (I  paraphrase  her)  that  while  her  disease  does  not 
diminish  her,  it  does  diminish  her  physicians.  1  suggest  that  we 
need  to  find  a  way  to  honor  the  hmitations  of  the  physician — 
]  those  ever-shifting  borders  that  technology,  research,  and  the 
resulting  clinical  logic  push  outward.  Our  best  efforts  always 
I  leave  us  in  the  storm  front  of  contending  logics.  For  there,  at  the 
border  of  our  technology,  it  will  always  be  waiting  for  us:  That 
other  logic  that  tells  us  that  "children  should  not  die." 


1  don't  presume  to  know  how  it  is  that  physicians  can  join 
these  two  kinds  of  logic  and  at  the  same  time  separate  them.  Yet. 
I  believe,  that  is  the  task.  There  must  be  the  detachment  of  keen 
clinical  judgment;  there  must  be  the  logic  of  treatment  and 
consequence.  At  the  same  time,  there  must  be  attachment — 
"children  should  not  die."  In  English  we  have  a  verb,  "to 
cleave,"  which  is  its  own  polar  opposite,  meaning  both  "to  join" 
and  "to  separate."  Perhaps  physicians,  in  support  of  each  other, 
need  to  wonder  out  loud  as  to  how  the  higher  or  deeper 
intelligence  of  that  verb  can  be  mobilized  in  their  service — two 
movements  at  the  same  time.  The  term  "healing"  itself  means 
"to  make  whole."  1  suggest  that  healing  for  the  physician  takes 
place  on  many  levels,  not  the  least  of  which  is  the  making 
whole,  the  integrating  of  these  logics — clinical  detachment, 
and  also  attachment.  For  the  caring  physician  there  is  a  price  to 
pay  for  the  "healing,"  for  the  "cleaving"  in  both  its  meanings. 

Rev.  Travis: 

You  have  heard  responses  to  this  scenario  of  human  life  and 
death.  What  observations,  testimonies,  and  questions  does  the 
audience  have? 

Dr.  Michael  Frank,  Professor  and  Chair, 
Department  of  Pediatrics: 

The  job  of  a  physician  following  the  death  of  a  child  is  to  go  to 
work  the  next  morning  and  help  the  family.  Major  problems 
result  when  the  physician  avoids  the  family.  It  is  a  reflection  of 
what  Rabbi  Sager  said  about  multiple  sclerosis.  If  there  is 
nothing  you  can  do  for  the  patient,  meaning  there  is  no  medica- 
tion or  treatment,  we  have  a  very  strong  tendency  to  avoid  the 
patient  and  their  family.  We  have  to  be  aware  of  it. 

A  member  of  the  audience: 

In  medical  education,  we  convey  the  message  that  physicians 
are  supposed  to  know  all  of  the  answers.  No  place  along  the  line 
do  we  address  when  to  say,  "I  don't  know."  There  may  not  be 
an  answer  to  a  family's  questions.  I  think  that  one  of  the 
fundamental  aspects  in  chronic  care  involves  saying,  "I  don't 
have  an  answer.  We  will  make  you  comfortable  and  give  you  as 
good  a  quality  of  life  as  we  can  give." 

Rev.  Simpson: 

This  issue  is  very  interesting.  Look  at  the  difference  between 
the  Greek  and  the  Jewish  way  of  making  sense.  To  the  Greek 
mind,  the  greatest  sin  was  the  lack  of  knowledge.  To  the  Hebrew 
and  subsequently  Christian  mind,  sin  was  to  be  separated  from 
God.  The  grand  complexes  of  the  medical  centers  have  sup- 
planted cathedrals.  We  go  into  places  like  this  hospital  to  seek 
our  answers.  Many  of  you  are  the  new  caste  of  priests.  You  are 
the  persons  to  whom  people  come  for  the  answers.  You  are 
asked  to  be  without  blame,  faultless,  and  have  absolute  answers. 
Part  of  your  training  is  your  classic  rational  education  which 
does  not  give  you  permission  not  to  know.  That  is  the  issue  for 
many  of  you.  You  have  to  know  you  cannot  know  all  the 
answers. 
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A  member  of  the  audience: 

You  constantly  hear  about  genes  being  discovered  and  cures 
that  are  just  around  the  comer.  The  public  comes  to  the  hospital 
feeling  that  we  are  performing  an  exact  science.  They  expect  to 
find  answers,  but  we  have  chronic  diseases  because  we  don't 
have  answers.  Over  time  you  establish  a  relationship  that  allows 
the  patient  to  accept  ambiguity.  If  you  don't  have  a  good 
relationship  with  a  family  it  is  very  hard  for  them  to  accept 
ambiguity.  They  will  look  at  you  as  if  maybe  there  ought  to  be 
someone  smarter  around. 

Rabbi  Sager: 

We  are  talking  about  two  things.  I  hear  the  word  "disease"  a  lot. 
There  is  a  distinction  between  "disease"  and  "illness."  Perhaps 
physicians  choose  the  word  "disease"  carefully,  perhaps  not. 
Disease  is  only  one  piece  of  the  issue.  The  other  piece  is  illness. 
Disease  is  technical.  What  can  be  diagnosed  is  not  always 
illness.  Part  of  the  difficulty  that  physicians  feel,  I  suspect,  is 
conflict  about  which  one  we  are  treating.  We  know  we  are 
treating  the  disease.  Our  approach  to  the  illness,  however,  is 
difficult  to  tease  out.  Even  when  the  disease  can't  be  treated 
successfully,  maybe  we  can  deal  with  the  illness,  that  state  of 
being,  that  state  of  experiencing  what  the  symptoms  are,  the  dis- 
ease as  opposed  to  the  disease.  Maybe  we  can  deal  with  the 
malaise  felt  by  someone  who  is  caught  in  the  web,  along  with 
family,  and  the  responding  community. 

A  member  of  the  audience: 

First,  I  congratulate  the  department  and  organizers  of  this 
symposium.  Over  1 8  years  in  two  institutions  in  Boston.  I  never 
experienced  any  discussion  that  addressed  these  issues.  I  think 
it  is  quite  wonderful. 

We  don't  cure  many  diseases.  What  we  do  is  teach  people 
how  to  try  to  deal  with  them.  I  think  that  what  people  want,  more 
than  anything  else,  is  a  belief  that  they  are  not  being  acted  upon 
without  a  response.  A  response  may  be  difficult,  it  may  be  time- 
consuming,  but  it  is  often  the  one  thing  that  patients  have  to  hold 
on  to.  If  you  convey  the  message  that  you  are  going  to  go  down 
fighting,  then  that  can  be  a  remarkable  gift.  We  underestimate 
the  power  of  the  mind. 

I  want  to  take  issue  with  the  comment  that  "children  don't 
die."  I  am  a  history  buff.  If  you  were  to  look  at  the  obituary 
column  of  an  early  20th-  or  late  19th-century  newspaper, 
perhaps  in  New  York  City,  you  would  be  surprised  at  the 
number  of  obituaries  for  children  under  the  ages  of  five  or  10. 
The  phenomenon  that  "children  don't  die"  is  relatively  recent. 
When  I  became  a  resident  at  the  Children' s  Hospital  in  Boston, 
one  of  the  old  buildings  had  a  large  storeroom  containing  all  of 
the  iron  lungs  used  for  polio  in  the  1940s  and  1950s.  We  don't 
use  these  things  anymore.  Many  fatal  diseases  are  no  longer 
fatal.  Some  that  are  not  immediately  fatal  become  long-term 
chronic  diseases. 

There  are  many  things  that  are  worse  than  death.  One  of  the 
supreme  services  that  we  physicians  can  give  to  our  patients, 
and  to  their  families  and  ourselves,  is  the  realization  that  we  can 


help  people  through  the  dying  and  the  grieving  process.  When 
I  first  started  in  this  business,  I  never  used  to  go  to  patients' 
funerals  or  see  the  families  after  a  patient  died.  I  felt  that  this  was 
something  that  I  could  not  deal  with.  I  gradually  realized  that 
going  was  good  for  the  families  and  also  good  for  me.  It  allowed 
me  to  continue  with  my  grieving  process  over  the  loss  of  a  child. 

Dr.  Deborah  Kredich,  Professor, 
Department  of  Pediatrics: 

One  of  the  most  powerful  experiences  I  ever  had  was  in  caring 
for  a  girl  from  the  time  she  was  five  until  her  death  at  14.  Two 
days  before  she  died  she  said  to  me,  "Are  you  going  to  be  mad 
if  I  give  up  now?"  Not  only  do  we  have  to  fight  the  good  fight, 
but  we  have  to  know  when  the  fight  is  over.  We  must  help 
people  to  understand  that  they  are  not  disappointing  us. 

A  member  of  the  audience: 

I  often  say  to  medical  students,  on  the  first  or  second  day  of  their 
rotation,  "I  hope  nobody  dies  during  these  eight  weeks,  but  if 
someone  does  I  hope  you  have  the  privilege  of  working  with 
them.  I  hope  everyone  can  experience  it". 

A  member  of  the  audience: 

Americans  are  so  insular.  Outside  this  country  children  die 

every  day. 

A  fellow  in  pediatric  hematology: 

During  my  residency  I  had  an  exceptional  mentor  who  was  our 
director  of  critical  care.  We  were  all  to  spend  one  night  with  a 
dying  child,  and  come  to  terms  with  the  encounter.  He  used  to 
tell  us,  "Enter  into  a  child' s  life  and  realize  that  you  are  in  a  holy 
place."  To  give  of  yourself,  that"  s  the  difficult  part.  He  also  said, 
"As  a  physician  my  goal  is  to  cure,  my  passion  is  to  care." 

Rev.  Travis: 

Let  me  share  something  with  you.  A  few  years  ago  I  read  an 
article  by  a  professor  who  lost  his  wife,  four-year-old  child,  and 
mother  in  an  automobile  accident.  As  he  reflected  on  this 
catastrophe,  he  talked  about  the  difference  between  a  life  of 
grace  and  a  life  of  fairness.  When  I  first  read  this,  it  sort  of 
slapped  me  in  the  face.  I  pondered  on  it  so  I  will  leave  this 
thought  with  you;  God  spares  us  a  life  of  fairness  to  live  in  a 
world  of  grace.  A  fair  world  might  make  life  nice  for  us,  but  only 
as  nice  as  we  are.  We  might  get  what  we  deserve.  I  wonder  how 
much  we  deserve  and  whether  or  not  we  would  really  be 
satisfied.  A  world  with  grace  will  give  us  more  than  we  deserve. 
It  will  give  us  life  even  in  our  suffering.  I  think  that  is  exactly 
what  we've  been  talking  about.     □ 


Editor's  note:  We  encourage  Journal  readers  to  com- 
ment on  this  topic.  We  welcome  comments  as  e-mail: 
yohnOOOl  @  mc.duke.edu,  or  write:  North  Carolina  Medi- 
calJournal,  Box  3910  DUMC,  Durham,  NC  27710. 
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COMMUNITY      HEALTH 


How  to  Open  a  Free  Medical  Clinic 


Hans  C.  Hansen,  MD 


It  was  a  miserable  day  that  I  first  drove  down  to  the  south  side 
of  Statesville  in  search  of  Fifth  Street  Ministries.  I  had  heard 
much  about  the  agency,  but  I  could  not,  for  the  life  of  me,  find 
the  street  for  which  it  is  named.  Couldn't,  that  is,  until  I  was 
stopped  at  a  police  road  block  and  put  into  the  awkward  position 
of  asking  for  directions  at  the  same  time  that  I  was  explaining 
why  my  driver's  license  was  in  my  other  car.  The  officer 
appeared  not  to  understand  why  anyone  would  purposely  be 
driving  that  way.  I  explained  that  I  was  20  minutes  late  for  a 
meeting  with  the  directors  of  the  homeless  shelter — Gary  West, 
Patti  West,  and  Neil  Furr — to  discuss  opening  a  free  medical 
clinic.  The  officer's  reaction  was  one  of  disbehef — and  not  the 
last  I  was  to  see  during  our  efforts  to  open  the  door  to  people 
needing  free  medical  service. 

Some  people  feel  that  the  door  is  too  heavy  to  budge  .Many 
of  those  of  us  who  launched  a  practice  after  residency  had  high 
hopes  for  our  clinics,  hopes  that  could  not  be  fully  realized  when 
financial  reality  set  in.  Opening  a  clinic  is  expensive!  Personal 
resources  and  financial  encumbrances  rarely  let  us  build  the 
dream  practice  that  we  would  like  Remembering  those  per- 
sonal experiences,  hearing  the  tales  of  colleagues,  listening  to 
the  warnings  of  friends  would  make  anyone  feel  that  the 
financing  and  development  of  a  free  clinic  is  a  job  for  the 
government.  The  expenditure  of  time,  as  well  as  money,  is 
daunting.  When  a  physician's  precious  minutes  are  calculated 
into  the  demanding  commitment  of  designing,  organizing, 
staffing,  and  building  a  medical  clinic,  the  task  sometimes 
seems  overwhelming. 

Still,  it  is  manageable;  the  door  to  free  medical  care  swings 
open  fairly  easily  when  the  right  touch  and  the  right  steps  are 
used.  What  follows  is  a  story  of  one  physician's  attempts  to 
assess  and  then  respond  to  a  community's  need  for  free  medical 
care.  By  no  means  did  I  do  this  alone.  As  with  any  medical 
practice,  it  took  the  efforts  of  a  lot  of  people  to  open  the  door  to 
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the  Open  Door  Clinic.  To  quote  my  father:  "You  are  only  as 
successful  as  the  people  around  you." 

During  the  first  meeting  at  Fifth  Street  Ministries,  Patti, 
Gary,  Neil,  and  I  began  to  put  our  thoughts  on  paper.  We 
developed  an  action  plan,  a  step- wise  approach  to  introducing 
the  idea  of  a  staffed,  permanent  medical  facility  to  the  commu- 
nity. As  a  result,  a  clinic  was  designed,  ground  broken,  a  ribbon 
cut,  the  doors  of  a  new  facility  swung  open  to  the  community, 
and  many  months  of  primary  health  care  have  been  provided,  all 
in  the  remarkably  short  period  of  two  and  a  half  years. 


Assessing  the  Need:  The  First  Step 

My  first  conversation  with  the  shelter  directors  revealed  that 
people  living  at  the  shelter  and  in  nearby  south  Statesville  had 
limited  access  to  medical  care.  Dr.  West  pointed  out  that  not  a 
single  medical  doctor  or  dentist  practiced  south  or  east  of  East 
Broad  Street,  which  cuts  through  the  middle  of  our  city.  The 
nearest  primary  health  care  for  shelter  guests,  indigent  persons, 
and  the  working  poor  in  the  area  was  three  miles  or  more  away 
in  the  emergency  room  of  Iredell  Memorial  Hospital.  Preven- 
tive care  was  even  farther  away  at  the  Iredell  County  Health 
Department.  Cab  fares  to  the  two  sites  were  $12  and  $20, 
respectively  — beyond  the  reach  of  most  people.  We  felt  that 
primary  medical  care  would  have  to  come  the  other  way — to  the 
people  in  the  south  side  and  to  the  shelter  itself. 


Room  Available:  The  Shelter  Site 

The  abandoned  Avery  Sherrill  School  (now  the  home  of  Fifth 
Street  Shelter  Ministries)  occupies  four  acres  of  land  sur- 
rounded by  the  crowded  neighborhoods  of  south  Statesville. 
Approximately  6,000  of  Statesville's  23.800  residents  live  in 
the  area.  It  needed  renovation  and  painting,  but  it  had  the 
advantage  of  extra  rooms  and  bathrooms,  and  a  location  within 
walking  distance  for  most  south  side  residents.  We  picked  one 
of  the  downstairs  classrooms  that  had  two  bathrooms  right 
across  the  hall  and  a  large  hallway  to  serve  as  a  waiting  area,  put 
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out  flyers,  ran  a  news  article  or  two,  and  began  to  see  patients 
once  a  week. 

Since  we  operated  on  an  "open  door"  concept,  every 
patient  who  came  to  the  clinic  was  treated,  irrespective  of 
financial  status.  With  an  eye  to  the  future,  we  kept  appropriate 
demographics  that  could  be  used  in  soliciting  grants  and  other 
funds.  As  word  of  the  free  clinic  filtered  through  the  commu- 
nity, the  United  Way"s  Information  and  Referral  Service  and 
other  agencies  joined  us.  After  about  a  year  of  scrounging 
through  plastic  bags  of  donated  medication  samples,  standing 
on  a  chair  to  operate  the  cellular  phone,  freezing  or  sweltering, 
seeing  20  to  30  patients  at  each  clinic,  we  had  a  good  idea  of 
what  was  needed  to  design,  build,  and  staff  a  free  medical  clinic. 
We  also  had  a  corps  of  community  volunteers  capable  of 
building  a  freestanding  clinic.  We  were  ready  to  move  to  the 
next  major  steps. 


The  Field  of  Dreams  Concept: 
Build  It  and  They  Will  Come 


It  is  said  of  marriage  that  after  the  first  year  everything  seems 
to  improve.  So,  too,  with  the  free  clinic.  After  a  year  in  the 
basement  of  the  old  Avery  Shemll  School,  the  clinic  was  an 
accepted  part  of  the  community.  That  acceptance,  accom- 
plished through  neighborhood  contacts  with  patients  and  through 
a  shelter  newsletter  for  the  greater  community,  through  com- 
munity education  presentations,  encounters  with  local  media, 
and  the  efforts  of  key  individuals,  led  to  a  $52,000  grant  from 
the  Kate  B.  Reynolds  Foundation  to  actually  build  a  facility. 
Joanne  Findt  of  the  United  Way  Information  and  Referral 
Office,  assisted  by  Neil  Furr  of  Fifth  Street  Ministries,  wrote  the 
grant.  A  key  to  our  successful  application  was  a  visit  to  Kate  B. 
Reynolds  officials  that  gave  Joanne,  Neil,  and  Cathy  Hansen. 
RN,  valuable  insight  as  to  how  the  grant  should  be  presented 
and  what  was  eligible  for  funding. 

Shortly  after  the  grant  was  awarded,  the  Fifth  Street  Board 
of  Directors  appointed  a  Steering  Committee  comprised  of 
prominent  members  of  the  community  and  the  clinic's  founders. 
These  persons  were  charged  with  planning  and  then  building  a 
facility.  The  Open  Door  Clinic  Steering  Committee  sponsored 
a  fundraising  event  that  was  featured  prominently  in  the  local 
newspaper,  the  Statesville  Record  &  Landmark.  In  the  year 
following  that  successful  event.  Wayne  Rogers  and  Gerald 
Grant  oversaw  construction  of  a  1 ,250-square-foot  clinic  build- 
ing by  volunteer  plumbers,  carpenters,  roofers,  sheet-rockers, 
electricians,  and  contractors. 

In  December  1995,  after  two  years  in  the  depths  of  an  80- 
year-old  school  building,  we  moved  into  our  new  facility.  I  can 
only  liken  what  happened  next  to  The  Field  of  Dreams:  we  built 
it;  they  came!  Medical  professionals  and  volunteers  have  been 
coming  in  abundance  since.  Because  of  the  growing  body  of 
volunteers,  and  because  of  the  interest  of  public  health  agencies 
in  extending  services  to  Statesville' s  south  side,  the  clinic  has 


expanded  to  accommodate  the  Health  Department' s  adult  health 
services,  community-based  health  screenings  sponsored  by 
Iredell  Memorial  Hospital  Nursing  Services,  and  Tuesday  and 
Thursday  night  general  medical  clinics.  A  planned  dental  wing 
has  aroused  the  interest  of  the  dental  community.  Other  plans 
include  specialty  clinics  that  will  begin  soon,  the  installation  of 
x-ray  equipment  (now  being  tested  for  use),  and  a  laboratory. 
The  clinic  has  become  a  true  community  effort. 


A  Model  of  Replication 

The  success  of  the  Open  Door  Clinic  in  Iredell  County  demon- 
strates that  such  a  project  could  be  accomplished  in  any  commu- 
nity if  these  guidelines  are  followed: 

During  the  early  phases  of  development,  the  complete 
dedication  of  a  few  core  individuals  is  necessary.  The  primitive 
conditions  of  a  free  medical  clinic  are  trying  at  first.  In  spite  of 
hardships,  the  core  medical  staff  must  persevere  and  provide 
continuity  of  follow-up  on  patient  needs.  One  hint:  Hardships 
are  lessened  if  a  clerical  assistant  can  be  wooed  to  spare 
physicians  and  staff  some  of  the  drudgeries  of  paperwork. 

The  medical  community  should  be  involved  early  on. 
Primary  care  physicians,  hospitals,  and  specialty  providers 
should  be  courted,  educated  about  the  problem,  and  invited  to 
participate.  Not  only  can  they  provide  valuable  clinic  time  but 
they  also  can  offer  referral  visits  in  their  offices.  As  an  anesthe- 
siologist. I  found  myself  uneasy  in  some  clinical  situations  even 
though  I  have  had  a  year  of  internal  medicine  training.  That 
makes  a  broad-based  medical  support  and  referral  network 
important.  The  terrific  support  we  received  early  on  from 
physicians  at  the  Statesville  Medical  Group  (now  Piedmont 
Healthcare)  and  Columbia  Davis  Medical  Center  helped  greatly 
during  the  clinic's  early  stages. 

Medical  and  professional  help  is  essential,  but  community 
lay  volunteers  are  just  as  crucial  to  a  clinic's  success.  Involve- 
ment of  volunteers  through  the  local  United  Way,  the  volunteer 
builders  and  contractors  associated  with  Habitat  for  Humanity, 
many  local  churches,  Mitchell  Community  College  Nursing 
Program,  and  local  civic  groups  such  as  the  Rotary  Club 
provided  us  with  resource  and  support  centers  as  well  as 
energetic  volunteers.  And  it  turned  out  that  our  United  Way 
volunteers  were  superb  at  grant-writing.  That  helped  minimize 
the  clinic's  personal  financial  impact,  although  you  must  still 
expect  out-of-pocket  expense  that  will  not  be  reimbursed. 

As  a  means  of  drumming  up  volunteer  and  financial 
support,  I  cannot  overstate  the  value  of  attracting  the  local 
media  to  your  cause.  Our  own  local  newspaper  played  an 
absolutely  critical  role  in  alerting  the  community  to  the  prob- 
lems of  the  medically  underserved,  identifying  the  opportuni- 
ties the  clinic  offered  to  work  on  those  problems,  and  keeping 
people  aware  of  the  clinic's  successes.  In  addition  to  attracting 
volunteers  and  donations,  newspaper  articles  attracted  vendors, 
including  drug  companies,  hardware  providers,  and  cleaning 
supply  companies,  to  our  needs.  They  played  an  essential  part 
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in  equipping  the  clinic  and  its  pharmacy  (our  x-ray  machine,  for 
instance,  was  donated  by  C.  T.  Harris  Co.).  In  addition,  Iredell 
Memorial  and  Columbia  Davis  Hospitals  helped  with  our 
laboratory  and  other  needs.  All  we  had  to  do  was  provide  them 
from  time  to  time  with  "wish  lists."  I  should  add  that  our 
newspaper  articles  stressed  the  cost  savings  afforded  by  using 
the  free  clinic  for  the  primary  care  of  indigent  patients  rather 
than  hospital  emergency  rooms. 

While  busy  drumming  up  community  support  and  dona- 
tions, do  not  forget  to  address  staff  issues.  From  the  beginning, 
take  care  that  the  roles  and  responsibilities  of  caregivers  and 
ancillary  staff  are  defined  as  soon  and  as  clearly  as  possible.  It 
helps  to  appoint  a  policies  and  procedures  subcommittee  to 
assure  the  clarity  of  roles  and  responsibilities.  A  quality  assur- 
ance committee  should  demonstrate  a  commitment  to  a  high 
standard  of  care. 

That  high  standard  of  care  requires  a  pharmacy,  which 
means,  of  course,  that  a  pharmacist  must  be  found  and  involved 
in  the  proper  dispensing  of  medicines.  For  example,  the  Open 
Door  Clinic  dispenses  antibiotics  and  other  urgently  needed 
medicines.  We  have  found  that  some  physicians  refer  patients 
simply  to  have  their  prescriptions  filled  by  us.  We  have  had  to 
reject  this  practice  since  it  would,  of  course,  quickly  exhaust  our 
pharmacy  budget.  With  the  help  of  our  pharmacist  we  have 
created  a  pharmacy  formulary  that  enables  us  to  provide  low- 
cost  alternatives  to  expensive  medicines.  Currently  our  phar- 
macist is  helping  us  to  develop  policies  governing  the  dispens- 
ing of  medicines. 


Anticipating  Growth:  Expanding  the  Vision 

Specialty  clinics  should  be  a  part  of  future  growth  since  not  all 
health  needs  and  concerns  can  be  accommodated  at  a  clinic's 
outset.  It  is  virtually  certain  that  the  health  professionals  work- 
ing in  the  clinic  will  encounter  serious  health  needs  that  are 
goingunmet.  Forexample,  we  found  that  nearly  10%  of  patients 
seen  in  the  clinic  had  dental  problems  serious  enough  to  affect 
overall  health.  After  broadcasting  the  need  for  a  dental  wing  at 
the  clinic,  we  received  money  to  proceed  from  the  Lillie  Norket 
Charitable  Trust  and  the  Sisters  of  Mercy  NC  Foundation,  Inc. 
Our  meetings  with  dentists  and  hygienists  lead  us  to  believe  the 
new  wing  can  be  as  well  staffed  as  the  medical  clinic.  The  need 
for  dental  care  cannot  be  stressed  enough.  If  you  cannot  have  a 
dental  clinic,  at  least  have  plenty  of  penicillin  available  for  those 
abscessed  teeth,  and  a  core  group  of  dentists  willing  to  accept 
referrals. 

The  vision  of  one  of  our  supporting  hospital  administra- 
tors, Arnold  Nunnery  of  Iredell  Memorial  Hospital,  resulted  in 

I  the  addition  of  a  daily  nurse's  clinic  to  our  menu.  Two  nurses, 
at  no  expense  to  the  Open  Door  Clinic,  assist  patients  in 

I  monitoring  blood  sugar  and  blood  pressure  levels,  in  ensuring 
that  medications  are  being  taken  properly,  and  in  checking 
surgical  dressings.  The  vision  of  health  department  specialists 
led  to  a  satellite  adult  health  clinic  held  every  Tuesday  after- 


noon. Naturally,  any  clinic  designed  to  accommodate  such 
opportunities  lets  visionaries  dream. 

The  selection  of  a  capable  Board  of  Directors  is  a  critical 
element.  Chosen  wisely,  these  individuals  can  find  resources, 
assist  with  planning,  lend  credibility  to  the  clinic's  efforts,  and 
be  visionaries  in  their  own  right.  As  important  as  vision  is 
practicality  and  consistency.  A  well-chosen,  carefully  bud- 
geted clinic  coordinator  can  keep  the  clinic  moving  forward 
steadily  and  smoothly  by  overseeing  the  clinic's  daily  opera- 
tions. He  or  she  can  also  ensure  that  the  directives  of  the  board 
and  the  medical  director  are  implemented. 


You  Gotta  Love  It 

Above  everything — above  all  the  planning,  all  the  careful 
selecting  of  people  to  help,  all  the  worrisome  fundraising — 
remember  that  this  is  a  labor  of  love.  Work  in  the  Open  Door 
Clinic  provides  a  needed  and  refreshing  break  for  many  of  our 
community  practitioners.  It  is  a  godsend  to  many  of  the  under- 
privileged and  working  poor.  The  helpers  and  the  helped  agree, 
this  is  feel-good  medicine.     □ 

Acknowledgment:  The  author  greatly  appreciates  the  assis- 
tance of  Neil  Furr.  BA.  Administrative  Director  of  Fifth  Street 
Ministries,  for  his  help  in  writing  this  article. 
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COMMUNITY      HEALTH 


The  Health  and  Health  Care  Utilization 
of  People  in  Buncombe  County 


Suzanne  E.  Landis,  MD,  MPH,  and  Cynthia  L.  Janes,  PhD 


The  people  of  Buncombe  County,  North  CaroHna,  have  press- 
ing unmet  health  needs. '  In  this  paper  we  give  a  progress  report 
on  ongoing  assessment  of  those  needs  and  the  creative  solutions 
being  devised  by  our  private  physicians  in  concert  with  the 
community.' 

Our  community  health  assessment  process  consisted  of  six 
phases:- 

1.  Internal  and  external  assessment.  We  evaluated  current 
efforts  related  to  health  care  delivery  for  the  underserved,  and 
the  willingness  and  readiness  of  major  organizations  to  sponsor 
health  care  delivery  in  the  county. 

2.  Building  partnerships;  tailoring  the  process.  We  formed 
Health  Partners  to  enhance  interaction  and  communication 
between  groups  that  deliver  health  care,  community  represen- 
tatives from  underserved  populations,  health  and  human  ser- 
vice organizations,  business  leaders,  legislators,  and  county 
commissioners.  Health  Partners  is  a  community-based,  com- 
munity-led volunteer  coalition  open  to  everyone  interested  in 
improving  the  health  of  Buncombe  County  residents.  We 
developed  priorities  regarding  appropriate  access  to  health  care 
and  related  services,  particularly  for  those  with  low  income  and 
no  medical  insurance.  Resources  to  help  in  planning  were 
provided  by  the  Mission/St.  Joseph's  Hospital 

System,  Thorns  Rehabilitation  Hospital,  and  the 
Robert  Wood  Johnson  Foundation. 


3.  Data  collection.  To  get  information  about 
health  behaviors,  functional  status,  health  care 
utilization,  and  access/barriers  to  health  care,  we 
used  focus  group  meetings  of  representatives  of 
vulnerable  populations  and  health  care  provid- 
ers, town  meetings  held  in  medically  under- 


served  sections  of  the  county,  and  a  random-digit  phone  survey 
of  county  residents.''' 

4.  Data  synthesis  and  summary.  To  test  the  significance  of 
associations  of  income  and  health  insurance  with  health  care 
system  use  and  health  behaviors,  we  used  the  %-  test  of  associa- 
tion except  for  age,  where  we  used  the  one-way  analysis  of 
variance  (ANOVA).  Alpha  was  set  at  .05. 

Telephone  survey  data.  Professional  Research  Consultants  of 
Omaha.  Nebraska,  contacted  794  adults  (in  as  many  house- 
holds) out  of  approximately  170,000  residents  of  Buncombe 
County.  Complete  age,  income,  and  medical  insurance  data 
were  available  on  692, 583  of  whom  were  less  than  65  years  of 
age  and  109,  65  years  of  age  or  older  (Figure  1,  below).  The 
annual  income  of  52%  of  the  elder  subjects  was  less  than  or 
equal  to  200%  of  federal  poverty  level,  while  that  of  48%  was 
more  than  200%  of  federal  poverty  level. 

In  the  remainder  of  our  discussion  we  look  at  the  583 
subjects  aged  18  to  64  years.  In  this  group,  the  annual  income 
of  1 52  households  (26%)  was  less  than  200%  of  federal  poverty 
level,  and  that  of  431  (74%)  was  above.  Whether  households 
had  access  to  health  insurance  was  related  to  income  level 


18-64  years 
n  =  583 


<200%  poverty 
n  =  152 


>200%  poverty 
n  =  431 
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insurance 
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Fig  1 :  Buncombe  County  survey  data;  n 
income  data. 


:  households  with  age,  insurance,  and 


452 


NCMJ  November/December  1997.  Volume  58  Number  6 


% 

>2i 

S6I 

'Sis 


(Figure  1 ,  preceding  page).  Only  1 17  (77%)  of  the  152  families 
with  incomes  less  than  200%  of  the  federal  poverty  level  had 
medical  insurance,  but  407  of  the  431  (94%)  with  higher 
income  had  insurance.  By  extrapolation  from  these  data,  we 
estimate  that  3,700  households  in  Buncombe  County  are  both 
uninsured  and  have  low  income.  Since  each  household  has  an 
average  of  3.3  people,  this  means  that  more  than  1 2,000  people 
are  uninsured  and  have  access  to  a  household  income  of  less 
than  twice  the  federal  poverty  level.  This  is  undoubtedly  an 
underestimate  since  6%  of  households  have  no  telephone,  and 
could  not  participate  in  our  survey;  most  of  these  are  likely  to 
be  low  income. 

Sociodemographic  characteristics  of  our  respondents  aged 
18-64  show  that  those  classified  as  uninsured/low  income  are 


(Table  1).  People  with  low  income  and/or  no  insurance  were 
more  likely  to  say  they  had  fair  or  poor  health  and  more  likely 
to  say  they  were  depressed  (Table  2).  Sixty-five  percent  of 
uninsured/low  income  respondents  had  been  without  medical 
insurance  for  more  than  two  years.  Those  with  low  income  and/ 
or  no  insurance  were  less  likely  to  have  a  designated  place 
where  they  received  health  care,  less  likely  to  have  had  a  health 
check  in  the  past  year,  and  less  likely  to  have  had  blood 
cholesterol  measurement.  They  were  likely  to  use  an  emer- 
gency room  rather  than  a  physician's  office  because  of  cost. 

In  regard  to  health  behaviors,  those  with  low  income  and/ 
or  no  insurance  were  more  likely  to  use  whole  milk  (a  marker 
for  dietary  fat  intake),  to  be  currently  smoking,  and  to  be 
sedentary  (Table  2,  next  page). 


younger,  less  educated,  less  likely  to  be  married,  and  less  likely 

to  be  employed  than  people  with  insurance  or  higher 

income      Group  input. 

Health  Partners  convened  13  focus  groups  to 

Table  1.  Sociodemographic  cliaracteristics  of  Buncombe  County  respondents  aged  18-64 

years 

Income  >200%  of  poverty 

Income  <200%  of  poverty 

Insurance 

No  insurance 

Insurance 

No  Insurance 

(n=407) 

(n=24) 

(n=117) 

(n=35) 

Average  age* 

42.3  yrs 

35.5  yrs 

41 .5  yrs 

35.9  yrs 

IVIale 

48% 

58% 

42% 

54% 

White 

97% 

96% 

86% 

94% 

Black 

2% 

4% 

11% 

3% 

Other 

1% 

0% 

3% 

3% 

Education* 

1      High  school  or  less 

31% 

42% 

58% 

63% 

Some  college  or  more 

69% 

58% 

42% 

37% 

I     Marital  status 

!      Married* 

72% 

42% 

54% 

43% 

Divorced/widowed 

12% 

21% 

23% 

26% 

Separated 

2% 

4% 

5% 

6% 

Never  married 

11% 

25% 

14% 

15% 

In  committed  relationship 

3% 

8% 

5% 

11% 

Employment 

Working* 

84% 

79% 

65% 

54% 

Out  of  work 

3% 

13% 

15% 

30% 

Not  working 

13% 

8% 

20% 

16% 

(e.g.,  students,  housewives, 

retirees) 

Household  income 

Median 

=$48,000 

=$48,000 

=$19,000 

=$12,200 

Range 

$14,200- 

$21,500- 

<$7,000- 

<$7,000- 

j 

>$75,000 

>$75,000 

$35,999 

$35,999 

%  below  poverty 

. 

. 

18% 

49% 

100%- 150%  poverty 

- 

- 

28% 

29% 

>1 50%  -  200%  poverty 

- 

- 

53% 

23% 

>200%  -  $59,999 

58% 

79% 

- 

- 

$60,000  -  $74,999 

26% 

17% 

- 

- 

i     >$75,000 

16% 

4% 

- 

- 

*SJgnificant  (p<.05)  association  between  this  variable  and 

income/insurance  status 
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Table  2.  Percentage  of  Buncombe 

County  respondents  aged  18-64  years 

endorsing  selected 

measures  of  health 

status  and  care  utilization 

Income  >200%  of  poverty 

Income  <200%  o1 

poverty 

Insurance 

No  Insurance 

Insurance 

No  insurance 

(n=407) 

(n=24) 

(n=117) 

(n=35) 

Functional  status 

Fair/poor  health* 

6% 

8% 

24% 

17% 

Excellent  health* 

34% 

25% 

16% 

17% 

Depressed  in  past  year* 

18% 

44% 

30% 

40% 

Work  limited  by  health 

7% 

0% 

6% 

14% 

Health  care  system  use 

Have  health  care  provider* 

79% 

48% 

77% 

57% 

Did  not  see  doctor  last 

year  because  of  cost* 

7% 

29% 

22% 

51% 

Had  checkup  in  past  year* 

67% 

33% 

66% 

42% 

Used  ER  in  past  year* 

12% 

25% 

24% 

28% 

Ever  had  cholesterol  check* 

84% 

52% 

73% 

39% 

Mammogram  in  past  2  yrs.*  (n=86)= 

87% 

-    (n=1) 

80% 

-    (n=2) 

Pap  in  past  2  years  (n=303)'' 

85% 

100% 

81% 

81% 

Health  behaviors 

Use  whole  milk* 

21% 

43% 

43% 

66% 

Overweight 

24% 

4% 

32% 

21% 

Sedentary* 

57% 

65% 

73% 

73% 

Current  smoker* 

22% 

46% 

37% 

49% 

Chronic  drinker 

4% 

12% 

3% 

11% 

Binge  drinker 

13% 

21% 

10% 

24% 

*Significant  (p<.05)  association  between  this  variable  and 

income/insurance  status 

'women  >  50  yrs.     "all  women 

identify  major  barriers  to  care.  We  sought  input  from  each  of 
seven  community  groups  that  often  lack  ready  access  to  medi- 
cal care:  the  elderly.  HIV-infected,  homeless,  gay  and  lesbian, 
African-American  men.  working  uninsured,  and  Hispanic 
people.  Six  focus  groups  (two  for  physicians  and  four  for  other 
health  and  social  service  providers)  sought  providers'  perspec- 
tives. Four  community  forums  were  held  in  medically  under- 
served  areas,  three  in  Asheville  and  one  in  a  rural  area  of  the 
county. 

The  focus  groups  and  community  forums  identified  lack  of 
money  as  the  primary  barrier  to  health  care,  especially  for 
people  who  lacked  insurance  or  had  no  disposable  income  to 
pay  medical  bills.  Other  identified  bamers  included  an  insuffi- 
cient number  of  primary  care  physicians,  long  waiting  periods 
for  appointments,  and  inflexible  and  inconvenient  office  hours. 
Transportation  was  a  barrier  to  care  for  some  since  7%  of 
respondents  did  not  have  a  car  and  the  public  transportation 
system  operates  only  until  6:30  pm  and  within  the  City  of 
Asheville. 

Focus  group  participants  said  provider  discrimination  was 
a  problem.  Medicaid  and  Medicare  payments  are  not  univer- 
sally accepted  by  primary  care  or  specialty  physicians,  and  both 
overt  and  subtle  racism  and  homophobia  are  problems.  A  small 
portion  of  our  residents  speak  Spanish,  but  they  feel  that  the 
language  barrier  hinders  their  receiving  health  care. 


5.  Setting  priorities  and  planning  action.  At  a  morning-long 
retreat  in  February  1996.  more  than  50  members  of  the  Health 
Partners  coalition  met  to  review  the  community  needs  assess- 
ment data  and  prioritize  health  objectives.  We  identified  priori- 
ties by:  1)  Importance — does  the  problem  have  serious  conse- 
quences? 2)  Tractability — will  a  change  make  a  difference  and 
consume  resources  efficiently?  Extremely  important  and  highly 
tractable  problems  received  the  highest  scores,  and  the  top  two 
choices  were:  1 )  financial  constraints  on  accessing  health  care, 
and  2)  a  need  for  better  preventive  health  services.  Task  forces 
were  formed  to  address  these  ai'eas,  to  review  additional  infor- 
mation, set  specific  health  objectives,  and  develop  action  plans. 

6.  Action  and  evaluation .  Health  Partners '  program  consists  of 
the  following:  1 )  To  continue  to  obtain  input  from  health  and 
human  sei"vices  agencies,  community  residents,  politicians, 
and  businesses  regarding  identification  and  prioritization  of 
problems,  and  to  collaborate  on  solutions.  2)  Neighborhood 
clinics  have  been  and  are  being  developed  to  provide  primary 
care,  preventive  care,  and  case  management  services.  They  are 
staffed  by  mid-level  providers  and  health  educators/social 
workers,  overseen  by  physicians.  3)  Physician  members  of  the 
Buncombe  County  Medical  Society  have  organized  Project 
Access  to  match  needy  patients  with  free  physician,  hospital,  x- 
ray,  laboratory,  and  pharmacy  services.  Physicians"  services 
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are  provided  at  the  Asheville-Buncombe 
Community  Cliristian  Ministry 
(ABCCM)  Doctors"  Medical  Clinic,  at 
private  offices,  at  the  Buncombe  County 
Health  Department,  or  at  other  sites  such 
as  a  housing  community.  During  the  first 
year  more  than  70%  of  county  physicians 
participated,  either  by  seeing  patients  in 
their  offices  or  volunteering  at  the 
j  ABCCM  Doctors'  Medical  Clinic  or  both. 
The  Prevention  task  force  has  pro- 
j  moted  the  use  of  lay  health  advisors  to 
I  enhance  use  of  preventive  services  by 
vulnerable  populations.  We  are  cuirently 
j  developing  a  program  to  identify,  train, 
land  support  lay  health  advisors  at  certain 
churches  and  health  care  organizations  in 
the  county. 

I  The  Buncombe  County  community 
already  has  been  affected  positively  by 
this  project.  Health  care  providers  and 
community  members  are  working  to- 
gether toward  a  common  goal  of  im- 
proved access  for  the  underserved.  We 
have  identified  and  brought  together  into 
a  single  network  individuals  who  are 
bound  by  a  common  commitment  to  this 
goal.  In  addition,  the  working  together 
has  brought  understanding  and  trust  to 
diverse  parts  of  the  community.  This  will 
Ipay  further  dividends  by  enabling  col- 
laboration on  health  issues  and  other 
;matters  of  concern  over  the  long  term.     Q 
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You  Can  Quit  Smoking 


There's  new  hope  for  you  and  the  millions  of  other  Americans  who 
want  to  quit  smoking.  A  consumer  guide  for  smokers  who  would  like 
to  quit  has  been  developed  by  the  Agency  for  Health  Care  Policy  and 
Research  (AHCPR),  recommending  a  scientifically-based,  strong  and 
simple  three-step  approach  to  quitting.  For  your  free  copy  of  You  Can 
Quit  Smoking,  contact  AHCPR  by  mail,  phone,  fax  or  on-line. 


AHCPR  Publications  Clearinghouse 

P.O.  Box  8547 

Silver  Spring,  MD  20907 


800-358-9295 


AHCPR's  World  Wide  Web  site: 
http://www.ahcpr.gov/ 


AHCPR's  InstantFAX,  a  fax-on-demand 
service  that  operates  24  hours  a  day, 
7  days  a  week.  Dial  30/-594-2800 
from  the  handset  of  a  fax  machine, 
wait  for  the  automated  voice  instructions, 
press  0  and  enter  960695  for  the 
You  Can  QuitSmokinq  consumer  guide. 
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TOXIC      ENCOUNTERS 


"Boldly  They  Rode. ..Into  the  Mouth  of  Hell" 

Pennyroyal  Oil  Toxicity 

Ronald  B.  Mack,  MD 


In  the  panorama  of  world  events,  the  Crimean  War  of  1853- 
1856'  was  not  of  great  moment — unless  you  were  a  participant, 
of  course.  One  of  the  more  famous  (or  infamous)  engagements 
of  this  conflict  was  the  Battle  of  Balaklava  in  1854,  which 
prompted  Alfred  Lord  Tennyson  to  write  his  wonderful  ballad, 
■'The  Charge  of  the  Light  Brigade."-  The  battle  pitted  the  British 
and  French  against  Tsarist  Russia.  The  Russians  wanted  to 
expand  their  territorial  dominion  into  the  Balkans  (but  then, 
they  have  always  coveted  the  Balkans  and  still  do).  Russian 
expansion  would  have  compromised  the  Ottoman  Empire,  and 
the  British  needed  the  Ottoman  Empire  intact  because  of  their 
interests  in  the  Mediterranean  and  Asia,  and  the  French  wanted 
to  protect  Roman  Catholic  interests  in  Turkish-controlled  Pal- 
estine. The  Russians  lost  the  war  and  abandoned  their  claims. 
For  our  purposes,  several  interesting  events  came  out  this 
war:  It  introduced  women  into  the  important  role  of  army  nurses 
under  the  expert  guidance  of  Florence  Nightingale.'  Even  with 
Miss  Nightingale,  far  more  soldiers  died  from  disease  than  from 
battle  wounds.  It  was  probably  the  first  war  in  which  the  newly 
discovered  telegraph  was  used,  primarily  to  influence  govern- 
ment policy-making  and  for  aiding  press  coverage.  And  finally, 
of  course,  it  prompted  the  poem  by  Tennyson.  Tennyson  gives 
a  true  rendering  of  the  charge  made  by  673  British  light 
cavalrymen  against  massed  Russian  artillery.  The  British  horse- 
men suffered  tremendous  losses  because  of  their  inept  leader- 
ship, but  "Theirs  not  to  reason  why/Theirs  but  to  do  and  die." 

Pennyroyal 

The  lesson  we  need  to  learn  from  the  Charge  is  that  when,  as 
adults,  we  have  choices,  we  should  avoid  making  stupid  and 
dangerous  ones.  The  last  annual  report  of  the  American  Asso- 
ciation of  Poison  Control  Centers  notes  that  there  were  2,023,089 
human  poison  exposures  in  a  population  of  218.5  million 
people;  53%  of  the  reported  exposures  were  in  children  younger 
than  six  years.'  Fortunately,  there  were  only  20  deaths  (I  say 
only  not  to  be  insensitive,  but  to  make  the  point  that  20  is  a  small 
number  out  of  over  two  million  exposures). 

Dr.  Mack  is  Professor  of  Pediatrics,  Wake  Forest  Univ.  School 
of  Medicine,  and  a  member  of  the  Journal's  Editorial  Board. 


One  of  the  20  deaths  came  after  ingesting  pennyroyal  oil 
tea.'  The  victim  was  12  weeks  old.  He  allegedly  had  a  mild  up- 
per respiratory  infection  for  which  his  caretakers  ( ho  we  ver  mis- 
guided) gave  him  acetaminophen  (probably  not  necessary  un- 
less his  rectal  temperature  was  over  102°),  a  brompheniramine/ 
phenylpropanolamine  cold  remedy  (a  no-no  in  pediatrics)  and 
four  ounces  of  "tea"  made  from  leaves  of  a  plant  growing  in  an 
aunt's  yard.  Shortly  thereafter  he  died  from  fulminating  liver 
failure,  metabolic  acidosis,  and  renal  dysfunction.  A  liver 
transplant  was  considered,  but  the  child  died  before  it  could  be 
accomplished.  A  blood  sample  taken  before  death  was  positive 
for  pulegone  but  more  about  this  toxin  later.  ThiS  child  had 
ridden  "Into  the  jaws  of  Death/Into  the  mouth  of  Hell." 

Pennyroyal  is  an  old  remedy  and  an  old  nemesis;  it  is  a 
perennial  wild  or  garden  plant,  an  herb  of  the  mint  family, 
Labiatae.'*  Since  ancient  times  it  has  been  reputed  to  ward  off 
fleas;  it  was  a  traditional  stewing  herb  of  medieval  castles.  It  is 
found  in  North  America,  Great  Britain,  France,  and  Germany. 
Pennyroyal  oil,  a  volatile  oil  related  to  turpentine  is  derived 
from  the  leaves  and  flowering  tops  of  the  plant.  It  has  a  distinct 
mint-like  odor  and  contains  80%-92%  of  the  cyclo-hexanone, 
pulegone.  This  later  chemical  apparently  protects  the  plant 
from  predators  (its  name  derives  from  the  Latin  word  for  flea). 
In  Ancient  Rome  at  the  time  of  Pliny  the  Elder  (230-279  AD)^ 
pennyroyal  was  used  as  an  abortifacient.  That  remains  one  of  its 
main  uses,  as  it  has  for  centuries.'  No  question,  it  does  cause 
uterine  contraction  but  the  action  is  unpredictable  and  poten- 
tially lethal.  It  is,  as  we  speak,  available  in  "health  food"  stores. 

Getting  Sick  From  Pennyroyal 

The  metabolism  of  pennyroyal  oil  is  both  fascinating  and 
informative  and  provides  clues  about  adverse  effects  and  poten- 
tial therapy.  Believe  it  or  not,  its  metabolism  is  similar  to  that  of 
acetaminophen.  More  than  90%  of  an  ingested  dose  of  acetami- 
nophen is  conjugated  to  glucuronide  or  sulfate;  about  4%  is 
metabolized  by  a  cytochrome  P450-dependent,  mixed-function 
oxidase  to  produce  a  reactive,  arylating  toxic  metabolite  known 
as  N-acetyl-p-benzoquinone  (NAPQI).  NAPQI  is  rendered 
harmless  by  being  joined  to  glutathione  from  the  liver  and 
excreted  in  the  urine.  When  doses  of  acetaminophen  are  exces- 
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sive,  the  glutathione  system  is  overwhelmed  and  toxic  amounts 
of  NAPQI  are  available  to  attack  liver  cells  where  it  causes 
acute  centrilobular  hepatic  necrosis  (and  possibly  a  visit  to  the 
Hale-Bopp  comet).  The  antidote  for  acetaminophen  overdose  is 
N-actylcysteine.  which  helps  to  restore  enzyme  function  and 
helps  to  detoxify,  either  directly  or  indirectly,  reactive  metabo- 
lites by  facilitating  glutathione  synthesis. 

The  major  component  of  pennyroyal  oil,  pulegone.  is 
metabolized  by  the  cytochrome  P450  enzyme  system  to  form  a 
hepatotoxic  metabolite,  methofiiran.*''  Pulegone  and  methofuran 
can  deplete  hepatic  glutathione,  leading  to  hepatotoxicity .  Pule- 
gone (or  a  metabolite)  also  produces  neurotoxicity  (seen  in 
some  pennyroyal  victims)  and  destroys  bronchiolar  epithelial 
cells. ''■'^  Remember  the  method  of  metabolism  because  it  will 
point  to  the  right  treatment  (if  you  have  not  guessed  it  already). 

Primary  toxic  effects  of  ingesting  pennyroyal  oil  involve 
the  liver,  kidney,  central  nervous  system,  and  blood.  Shock  and 
disseminated  intravascular  coagulation  can  occur."  The  central 
nervous  system  adversities  include  confusion,  delirium,  rest- 
lessness, dizziness,  and  seizures,  as  well  as  alternating  periods 
of  lethargy  and  agitation.  It  should  be  no  surprise  that  nausea, 
vomiting,  and  abdominal  pain  are  relatively  common  following 
ingestion,  but  hepatotoxicity,  hepatic  failure,  and  renal  failure 
are  the  dreaded  consequences  of  a  pennyroyal  oil  exposure. 
Abortion  may  occur  after  severe  poisoning,  either  accidentally 
or  on  purpose.  Death,  the  ultimate  evil  sequela,  can  occur. 

As  a  frame  of  reference  regarding  toxic  doses  of  penny- 
royal oil,  as  little  as  one  tablespoon  can  cause  death.'  Other  toxic 
effects,  including  convulsions,  have  been  reported  after  inges- 
tion of  less  than  a  teaspoon.  Since  it  requires  50  to  1 00  grams  of 
leaves  to  produce  1  mL  of  oil,'  a  teaspoon  may  be  equivalent  to 
a  half  a  kilogram  of  leaves.  It  probably  is  of  some  importance 
to  mention  here  that  pennyroyal  oil  can  be  derived  from.  Mentha 
pulegium  or  Hedeoma  species.  These  plants  are  commonly 
called  mosquito  plant  and  squaw  mint;  they  grow  from  Canada 
to  Florida.  Another  source  is  commercial  herbal  tea  such  as 
broncodin  tea  which  contains  pulegone.  This  latter  remedy  has 
been  used  to  treat  upper  respiratory  tract  infection  and  otitis 
media.  (Please  O,  Lord,  protect  us  from  our  protectors!) 

There  are  many  case  reports  concerning  pennyroyal  oil 
toxicity,  including  one  1 996  paper  describing  four  cases,  one  of 
whom  died.^  Three  of  the  fourpatients  were  young  women  who 
consumed  pennyroyal  in  the  hope  that  the  concoction  would 
induce  menses;  one  of  them  died.  The  fourth  patient  was  an 


infant  of  22  months  who  ingested  pennyroyal  oil,  amount 
unknown,  was  treated  and  survived.  The  authors  reviewed  18 
previous  cases  and  deduced  that  moderate  to  severe  toxicity 
occurred  after  ingestion  of  at  least  two  teaspoons  of  pennyroyal 
oil.  It  seems  that  all  readers  of  this  piece  should  be  aware  that 
recent  analytic  techniques  are  available  to  measure  pennyroyal 
metabolite  levels.  Thus,  it  is  possible  to  identify  and  quantify 
blood  levels  of  pulegone  and  methofuran. 

Treating  Pennyroyal  Toxicity 

One  of  the  more  exciting  aspects  of  dealing  with  this  ancient 
enemy  is  current  treatment,  which  focuses  on  aggressive  sup- 
portive care  as  well  as  monitoring  hepatic,  renal,  or  hematopoi- 
etic abnormalities.  If  seen  early  enough  after  ingestion,  the 
patient  should  be  given  one  dose  of  activated  charcoal  and  one 
dose  of  sorbitol  cathartic.  It  is  not  a  prudent  endeavor  to  induce 
emesis  because  of  the  risk  of  aspirating  the  pennyroyal  oil  and 
causing  rapid  CNS  depression.  In  an  effort  to  stave  off  liver 
failure,  strong  consideration  should  be  given  to  the  administra- 
tion of  n-acetylcysteine,  as  is  done  in  treatment  of  acetami- 
nophen overdose.'"'  There  is  little  risk  of  toxicity  from  n- 
acetylcysteine  and  the  potential  benefit  is  high,  so  I  would  not 
hesitate  to  use  it.  It"  s  probably  best  to  begin  treatment  during  the 
first  few  hours  after  ingestion. 

A  Penny(royal)  for  Your  Thoughts 

Pardon  me  for  not  accepting  most  forms  of  '"alternative  medi- 
cine."" I  have  enough  trouble  treating  patients  with  medicines 
and  procedures  based  on  the  scientific  method.  I  embrace  the 
thinking  of  Aristotle,  Paracelsus.  Osier.  Koch.  Pasteur.  Salk, 
and  other  personal  heroes,  but  I  cannot  feel  the  same  about  Drs. 
Andrew  Weil,  Deepak  Chopra,  Bemie  Siegal.  etc.  It  must  be 
difficult  and  discouraging  for  patients  who  cannot  get  what  they 
perceive  as  adequate  relief  from  their  ailments.  The  Light 
Brigade  must  have  felt  that  way  (as  Tennyson  noted.  "Cannon 
to  the  right  of  them/  Cannon  to  the  left  of  them/  Cannon  in  front 
of  them/"Volley"d  and  thunder"  d""-).  Many  patients  feel  "Theirs 
not  to  make  reply/  Theirs  not  to  reason  why/  Theirs  but  to  do  and 
die.""  I  say  to  them  discuss  your  anxieties  with  your  doctor,  but 
if  you  do  not  get  relief,  do  not  get  an  alternative  medicine  like 
pennyroyal  oil — get  a  second  opinion!  This  way  you  can 
"Come thro' thejawsof Death/BackfromthemouthofHell."-  Q 
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I  1 


CASE      REPORT 


Automobile  Hood  Ornament 
as  Penetrating  Missile 

Lawrence  S.  Harris,  MD 


Neurosurgeons  often  must  remove  metallic  objects  from  the  cranium. 
Most  often  these  objects  are  bullets,  fragments  of  bullets,  or  lead  pellets 
from  firearms.  I  report  a  recent  instance  in  which  a  metal  fragment  lodged 
in  cranial  bone  proved  to  be  part  of  an  automobile  hood  ornament. 


The  Case 

Two  cars  collided  on  a  rain-slick  rural  road  on  an  afternoon  in  August.  The 
smaller  and  older  car,  a  Ford  Pinto,  was  struck  on  the  passenger-side  door 
by  the  front  of  a  late-model  Cadillac  traveling  at  an  estimated  speed  of  45- 
50  mph.  The  tires  on  the  Pinto  had  been  worn  smooth;  the  driver  lost 
control  on  a  gradual  curve  and  swerved  into  the  path  of  the  Cadillac.  The 
two  young  men  in  the  Pinto  were  using  three-point  seat  belts  which 
remained  intact.  Despite  this,  the  passenger  was  dead  within  minutes  due 
to  injuries  involving  head,  neck,  and  thorax.  The  driver  sustained  a  major 
head  injury,  detailed  below. 

The  two  occupants  of  the  Cadillac,  also  using  seat  belts,  sustained  no 
significant  injury.  The  driver's  air  bag  deployed  without  complication. 

Rescue  personnel  arrived  within  15  minutes  and  determined  that  the 
driver  of  the  smaller  car  had  sustained  a  penetrating  head  injury.  There 
was  copious  blood  flow  from  a  gaping  wound  in  the  right  lateral  forehead. 
A  compressive  bandage  controlled  the  external  bleeding.  There  were  no 
other  evident  injuries. 

In  hospital  three  hours  later,  a  computed  tomogram  revealed  a 
metallic  object  embedded  in  the  right  frontal  bone  and  penetrating  into  the 
right  frontal  fossa  (Figure  1,  at  right).  During  debridement  of  the  injury, 
the  neurosurgeon  described  "an  S-shaped  wound"  through  the  frontal 
scalp.  Partial  frontal  lobectomy  was  necessitated  by  extensive  hemor- 
rhage, necrosis,  and  edema  of  cerebral  tissues.  After  surgery,  the  driver 
required  several  weeks  of  physical  therapy  to  recover  his  motor  skills.  He 
was  discharged  to  a  limited-care  facility  for  additional  rehabilitation. 


Dr.  Harris  is  Emeritus  Professor  of  Pathology,  Forensic  Division, 
Department  of  Pathology,  School  of  Medicine,  East  Carolina 
University,  Greenville  27858. 


The  surgeon  removed  the  imbedded  metallic 
object  (Figure  2,  next  page:  top).  It  was  readily 
recognized  as  an  arc  of  the  "Olympic  wreath"  that 
outlines  the  Cadillac  emblem  in  the  hood  ornament  of 
recent  models  of  that  automobile.  I  was  able  to  match 
it  with  an  intact  example  found  in  the  hospital  parking 
lot  (Figure  2,  next  page:  bottom). 

Within  a  week  of  the  crash,  I  visited  the  salvage 
yard  where  the  damaged  Cadillac  was  stored.  The 
front  of  the  hood  was  severely  deformed  and  the 
entire  hood  ornament  was  absent,  having  broken  off 
at  hood  level.  The  stump  of  the  spring-loaded  mount- 
ing mechanism  remained  in  the  hood  cavity,  its  spring 
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Fig  1 :  CT  scan  image  of  cranium  showing  a  metallic 
foreign  body  embedded  in  the  right  frontal  bone. 
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Fig  2:  Top — the  metal  fragment  removed  by  the  neurosurgeon. 
Bottom — the  fragment  compared  with  an  intact  hood  ornament 
on  a  late-model  Cadillac. 


still  under  tension.  I  examined  the  wrecked  Pinto  and  found  the 
center  of  impact  at  the  level  of  the  passenger  door  handle, 
about  46  cm  ( 1 8  inches)  in  front  of  the  handle  and  about  30  cm 
(12  inches)  in  front  of  the  passenger  at  the  moment  of  impact. 
It  was  clear  that  the  passenger  door  window  had  been  rolled 
down  and  open  at  the  time  of  impact.  The  degree  of  inward 
deformation  of  the  passenger  door  did  not  suggest  that  the 
leading  edge  of  the  Cadillac  hood  had  protruded  into  the 
driver's  side  of  the  car. 

Visiting  the  crash  site  10  days  after  the  event,  I  found  a 
number  of  small  metal  and  plastic  fragments  in  the  dusty  soil 
at  the  side  of  the  road.  Among  the  broken  pieces  of  grille  and 
battery  bracket  material,  I  found  a  Cadillac  escutcheon  (Figure 
3,  above  right),  but  no  other  portions  of  hood  ornament  at  the 
scene  or  in  the  interior  of  the  Pinto. 

I  believe  that  two  events  took  place  during  the  crash  event: 
1)  the  impact  initially  caused  the  hood  ornament  to  be  snapped 
off  at  hood  level;  and  2)  a  portion  of  the  ornament  became  an 
airborne  missile,  traveling  across  the  passenger  compartment 
(in  front  of  the  belted  passenger)  to  lodge  in  the  head  of  the 
driver.  Its  energy  was  derived  from  the  residual  kinetic  energy 


Fig  3:  Debris  recovered  from  crash  scene:  metal  and  plastic 
fragments  from  radiator  grille  and  battery  brackets  and  the 
central  escutcheon  of  a  Cadillac  hood  ornament  (at  arrow). 


of  the  of  the  impacting  vehicle  and  was  apparently  sufficient 
to  propel  the  small  metallic  fragment  through  the  frontal  bone 
of  a  27-year-old  man.  It  seems  likely  that  the  spring-mounting 
of  the  ornament  permitted  extreme  forward  excursion  during 
deceleration  so  that  the  stem  snapped  and  the  component  parts 
fragmented.  Whether  a  rigid  hood  ornament  of  similar  design 
would  have  behaved  in  a  similar  fashion  is  not  known. 


Discussion 

Even  in  the  1960s,  traffic  safety  researchers  were  concerned 
about  hood  ornaments  on  the  "leading  edges"  of  motor  ve- 
hicles. From  after  World  War  II  into  the  late  1960s,  many  US 
manufacturers  displayed  decorative  and  symbolic  decorations 
on  the  hoods  and  fenders  of  their  products:  a  chrome  ram  on  the 
Dodge,  a  ship  in  full  sail  on  the  Plymouth,  a  shiny,  pointed 
rocket  on  some  models  of  Chevrolet  and  Oldsmobile,  etc.  In 
1968,  Gikas  and  Huelke  described  the  dangers  to  drivers  and 
passengers  of  objects  that  protruded  into  the  "interior  environ- 
ments" of  vehicles.'  -  Later  that  year,  Gikas  expressed  addi- 
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tional  concern  about  the  dangers  to  pedestrians  of  hood-mounted 
objects  (personal  communication,  November  1968).  He  cited 
the  1962  work  of  Wakeland.'  who  had  proposed  modifying  or 
eliminating  all  externally  protruding,  fixed  objects  from  the 
"leading  edges"  of  motor  vehicles. 

Based  on  Wakeland' s  proposal  and  others,  the  National 
Highway  Traffic  Safety  Administration  (NHTSA)  in  1969 
began  discussions  with  vehicle  manufacturers  about  formulat- 
ing a  Federal  Motor  Vehicle  Safety  Standard  (FMVSS)  for 
"Exterior  Protrusions."  The  proposed  new  standard  was  to  be 
modeled  on  FM  VSS-208,  which  had  earlier  defined  "Occupant 
Crash  Protection"  (and  thereby  required  a  costly  redesign  of 
vehicle  interiors).  Under  the  pressures  of  that  precedent,  the 
1 969  discussions  led  to  a  nonregulatory  compromise  that  elimi- 
nated fixed,  immobile  hood  ornaments.  Only  spring-mounted 
ornaments  of  "reasonably  safe  design"  could  be  installed."" 


Because  of  this  standard,  late-model  Cadillacs  such  as  the  one 
involved  here,  had  a  spring-mounted  hood  ornament,  designed 
to  diminish  the  risk  of  pedestrian  injury.  I  am  not  aware  of  other 
examples  of  hood  ornament  fragmentation  and  subsequent 
trauma,'^  but  it  seems  reasonable  to  assume  that  the  design 
engineers  who  took  part  in  that  regulatory  compromise  in  1969 
did  not  foresee  the  crash  sequence  outlined  in  this  report. 
Perhaps  the  safest  ornament  is  no  ornament  at  all.     Q 


Acknowledgments:  The  author  thanks  Dr.  I.  Hardy.  Jr..  who 
granted  permission  to  review  his  neurosurgical  operative  record 
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to  S.  Daniel.  Jr..  a  senior  engineer  at  NHTSA.  for  calling 
attention  to  the  Public  Docket  material  cited  in  reference  #4. 
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Thomas  Kevin  McKean  (P).  Hickory  Psychiatric 
Ctr..  24  Second  Ave..  NE.  Hickory  28601 

Steven  Richard  Merta  (OBG).  Graystone  Women's 
Care.  3509  Graystone  Place.  Conover  28613 

James  Hunter  Parrott  (N).  Neurology  Associates, 
PA,  1985  Tate  Blvd.,  SE  #600.  Hickory  28602 

Pamela  J.  Russell-Howard  (N).  Neurology  Associ- 
ates. PA,  1985  Tale  Blvd..  SE,  Hickory  28602 

Kenneth  V.  Summer  (PD),  The  Childhealth  Cen- 
ter. PA.  1375  4th  St.  Dnve  NW.  Hickory  28601 

Cleveland 

Radek  Masner  (IM).  Shelby  Medical  Associates, 
808  Schenck  St.,  Shelby  28150 

Brian  David  Smith  (GE),  Cleveland  Gastro.  Asso- 
ciates. 808  N.  Washington  St.,  Shelby  28150 

Craven-Pamlico- Jones 

George  Montgomery  Baylor  (AN),  New  Bern  An- 
esthesia Assocs.,  2719  Neuse  Blvd.,  Bldg.  C, 
New  Bern  28560 

Cumberland 

Nicolas  Nhuan  Doan  Van  (C),  Lafayette  Clinic. 

1756  Metro  Medical  Dnve.  Fayetteville  28304 
Arvind  Srinivasan  (U).  Cape  Fear  Reg.  Urological 

Clinic.  513  Owen  Drive.  Fayetteville  28304 

Davidson 

WiUiam  Joseph  Allen.  Jr.  (PD).  Lexington  Pediat- 
ric Clinic.  PA.  8  Medical  Park  Drive.  Lexington 

27292 

Duplin 

Satvir  Singh  (IM).  107  N.  Center  St..  Warsaw 
28398 

Durham-Orange 

Elizabeth  1.  Abemathy  ( ST ).  1 03-2 1 6  Timber  Hol- 
low Court.  Chapel  Hill  27514 

Jonathan  Casey  Albeg  (RES).  124  Purefoy  Road. 
Chapel  Hill  27514 

Carol  Albnght  (ST),  1815  Cannon  Dnve,  Durham 
27705 
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Jennifer  J.  Altman  (ST),  1 17  Forest  Oaks  Drive, 

Durham  27705 
Deverick  John  Anderson  (ST),  31 1  S.  LaSalle  St., 

#13H,  Durham  27705 
Julie  Baker-Lepain  (ST),  1202  Snowcrest  Trail, 

Durham  27707 
Caryn  Baldauf  (ST),  4800  University  Drive.  Apt. 

4-C,  Durham  27707 
Anastasia  M.  Balius  (ST),  2030  Bedford  St.,  #22, 

Durham,  27707 
Zoe  A.  Beatty  (ST),  462 1-G  Hope  Valley  Road, 

Durham  27707 
Steven  Isaac  Benyas  (ST),  104  Marlowe  Court, 

Carrboro  27510 
Scott  Winfield  Bertrand  (ST).   1215  Welcome 

Circle,  Durham  27705 
Thomas  H.  Bishop  ( ST).  1 07- A  Bernard  St..  Chapel 

Hill  27514 
Frank  Bolger  (ST),  4-F  Pest  Oak  Road,  Durham 

27705 
James  W.  Bntt  ( PD),  53 10  Silkwood  Drive,  Durham 

27713 
Carrie  L.  Brown  (ST),  1025  Monmouth  Ave.,  #3, 

Durham  27701 
Lauretta  Bueher  (ST),  1801  Williamsburg  Road, 

Apt.  34C,  Durham  27707 
Lora  L.  Burke  (RES),  86  Hamilton  Road,  Chapel 

Hill  27514 
Rob  Buschinann  (ST),  720-L  S.  LaSalle  St.,  Durham 

27705 
Faera  L.  Byeriy  (ST),  1 80  BPW  Club  Road,  Apt.  S- 

11.  Carrboro  27510 
Lisa  Anne  Carey  (On),  224  Huntington  Drive, 

Chapel  Hill  27514 
Michael  J.  Ca.sey  (ST),  705-A  Edwards  St.,  Chapel 

Hill  27516 
Brian  J.  Chung  (ST),  1521  E.  Franklin  St.  C21 1, 

Chapel  Hill  27514 
Michael  Joshua  Cisco  (ST).  306  N.  Estes  Dr.  Ext., 

#18B,  Carrboro  27510 
Brian  Cohen  (ST),  1 1 1-A  Cameron  Court.  Chapel 

Hill  27514 
Ted  Cohen  (ST).  7 1 1  Watts  St..  #4.  Durham  27705 
Kathryn  M.  Connor  ( P),  2225  Chariotte  St.,  Durham 

27705 
Raymond  Dwight  Cook  (ST),  4100  Five  Oaks 

Drive,  Durham  27707 
Alan  Wilson  Cooper  (ST),  180  BPW  Club  Road, 

Apt.  Q 12,  Can-boro  27510 
Sean  V.  Costabile  (ST),  6123  Farrington  Road, 

Apt.  J-1,  Chapel  Hill  27514 
Charles  Stephen  Ebert.  Jr.  ( ST).  1 1 2 1  -B  Northington 

Place,  Cary  27513 
Lynn  Eckert  (ST).  1008  S.  Columbia  St.,  Chapel 

Hill  27516 
John  Ellis  (RES),  910  Constitution  Dnve,  Apt. 

418.  Durham  27705 
Cauveh  Erami  (ST),  1 04  Kingsbury  Drive.  Chapel 

Hill  27514 
Bill  Fangman  (ST),  222  Old  Fayetteville  Road, 

Apt.  D-303,  Chapel  Hill  27514 
Peter  Farkas  (ST),  1 20  Friar  Lane,  Can-boro  275 1 0 
Vincent  E.  Gaver  (ST).  60  N.  Hamilton  Road. 

Chapel  Hill  27514 
Elizabeth  J.  Geller  (ST).  1 40  BPW  Club  Road,  Apt. 

B5.  Carrboro  27510 
Isaac  George  (ST),  41  ForestGreen,Durhain  27705 
Donald  Stephen  Goggans  (RES ),  406- A  Waterside 


Drive,  Carrboro  27510 
Maria  Cristina  Gonzalez  (ST),  461 1-H  Hope  Val- 
ley Road,  Durham  27707 
Satish   Gopal   (ST),   41    Forest  Green   Drive, 

Durham277()7 
Cynthia  R.  Greenlee  (ST),  1 100  Hwy.  54  Bypass, 

Apt.27K.  Chapel  Hill  27516 
Lori  Haigler-Purvis  (ST),  613-C  Hibbard  Drive, 

Chapel  Hill  27514 
Teni  Halperin  (ST),  10-G  Post  Oak  Road,  Durham 

27705 
Andrew  J.  Haputa  (ST),  105-D  Barksdale  Drive, 

Chapel  Hill  27516 
Matthew  G.  Hartwig  (ST),  2748  Campus  Walk 

Ave.,  Apt.  2 IB,  Durham  27705 
Sarah  E.  Herndon  (ST),  1 19  Fidelity  St.,  Apt.  E-3, 

Carrboro  27510 
April  Horton  (ST),  4600  University  Drive,  Apt. 

1308.  Durham  27707 
Gerald  Hsu  (ST).  14-F  Post  Oak  Road,  Durham 

27705 
ShubaRajashri  lyengar(ST),  607  Snowcrest  Trail, 

Durham  27707 
Erin  Jans.sen  (ST),  605  Snowcrest  Trail,  Durham 

27707 
Tom  P.  Javelona  (ST),  1 10-L  Misty  Wood  Circle, 

Chapel  Hill  27514 
Jeffrey  C.Johnson  (PD),  418  Summerwalk  Circle, 

Chapel  Hill  27514 
Benny  L.  Joyner,  Jr.  (ST),  PO  Box 482,  Chapel  Hill 

27514 
Jonathan  J.  Juliano  (ST),  27  Bluff  Trail,  Chapel 

Hill  27516 
Brian  Kamin.ski  (ST),  306  Snowcrest  Trail,  Durham 

27705 
John  C.  Kim  (ST).  100  Rock  Haven  Road,  Apt.  M- 

204,  Carrboro  27510 
Andy  C.  Kiser  (RES),  109  Polks  Landing  Road, 

Chapel  Hill  27516 
Jessica  L.  Knight  (ST),  1000  Smith  Level  Road, 

Apt.  C4.  Chapel  Hill  27514 
Garyun  Kong  (ST).  5001  American  Drive,  Durham 

27705 
Donald  T.  Kulas  (RES).  4800  University  Drive. 

Apt.  6H.  Durham  27707 
Gordon  K.  Lam  (ST).  1400  Harrier  Court.  Durham 

27713 
Laura  Brooke  Lawrence  (ST).  1117  Snowcrest 

Trail,  Durham  27707 
Patrick  Lee  (ST),  2109  Snowcrest  Trail,  Durham 

27707 
Alexander  Legrand  (ST),  1321  Newcastle  Road, 

L-15,  Durham  27704 
Peggy  Liao  (ST),  2109  Snowcrest  Trail,  Durham 

27707 
Ken  A.  Lindell  (ST),  H342  A.shley  Forest  Road, 

Chapel  Hill  27514 
Madelena  Martin  (ST).  902-B 1 0  Park  Ridge  Road. 

Durham  27713 
David  McSwain  (ST),  101  Rock  Haven  Road,  Apt. 

A-lOO,  Can-boro  27510 
John  P.  Morcos  (ST),  2-Q  River  Birch  Road, 

Durham  27705 
Cristin  Mulderig  (ST),  201  Howell  St.,  Apt.  IC, 

Chapel  Hill  27514 
Shriram  Nallamshetty  (ST),  6F  Post  Oak  Road. 

Durham  27705 
Kristen  Neuharth  (ST).  202  Butler  Court,  Chapel 


Hill  27514 
Aran  M.  O'malley  (ST).  3 17  W.  University  Drive, 

Chapel  Hill  27514 
Daniel  J.  Parsons  (ST).  1315  Moneene  Road,  21- 

H.  Durham  27705 
Akash  A.  Patel  (ST),  6F  Post  Oak  Road,  Durham 

27705 
C.  Britt  Peterson  (ST),  407-B  Smith  Ave.,  Chapel 

Hill  27514 
Duykhanh  Thi  Pham  (ST),  1514  Edgevale  Road, 

Durham  27701 
Hoke  W.  Pollock  (ST),  46 1 1  -H  Hope  Valley  Road, 

Durham  27705 
Sanjay  Kumar  Premakumar  (ST),  107  Radcliff 

Circle,  Durham  27713 
MicheleQuinn(ST),  15l5PinecrestRoad,Durham 

27705 
Jawad  A.  Qureshi  (ST),  3A  River  Birch  Road, 

Durham  27705 
Priya  V.  Rajan  (ST),  107  Timber  Hollow  Court, 

#232,  Chapel  Hill  27514 
Marc  Richmond  (ST),  9B  River  Birch  Road, 

Durham  27705 
JaquelineRoetz(ST),910ConstitutionDrive,  Apt. 

215,  Durham  27705 
Michael  Rosenthal  (ST),  1 1 7  Mallard  Court,  Chapel 

Hill  27514 
Molly  Sachdev  (ST),  129  Forest  Oaks,  Durham 

27705 
Fan-ukh  1.  Sair  (ST),  105-0  Misty  Wood  Circle, 

Chapel  Hill  27514 
Sarah  S.  Sarvis  (ST),  311  S.  LaSalle  St.,  #29P, 

Durham  27705 
Andrew  E.  Scanga  (ST),  127  Cedar  Hills  Circle, 

Chapel  Hill  27514 
Rolf  A.  Schlichter  (ST),  902  E.  Franklin  St.,  Chapel 

Hill  27514 
Jonathan  G.  Schoenecker  (ST).  10-E  Post  Oak 

Road.  Durham  27705 
Kelly  Allan  Schofield  (ST).  4524  Newby  Drive, 

#68,  Durham  27704 
Georgia  Lea  Scott  (ST),  602  S.  Columbia  St., 

Chapel  Hill  27514 
Bimal  R.  Shah  (ST),  3117  La.ssiter  St.,  Durham 

27707 
Christine   L.    Sheppard-Sawyer   (ST),    1117 

Snowcrest  Trail,  Durham  27707 
Rahul  Arun  Shimpi  (ST),  1 100  Hwy  54  Bypass, 

Apt.  65.  Chapel  Hill  27516 
Steven  C.  Spruill  (ST).  401  Highway  54  Bypass, 

Apt.  B-31,  Can-boro  27510 
Deborah  A.  Stengel  (ST),  102  Marlowe  Court, 

Can-boro  27510 
Carmen  Teague  (ST),  100  Lindsay  St.,  Carrboro 

27510 
Elizabeth  Tillem  (ST),  4800  University  Drive, 

#30J.  Durham  27705 
Thaddeus  R.  Tolleson,  5700  Mountain  Island  Drive, 

Durham  27713 
Ramsey  K.  Umar(ST),  1 15  Purefoy  Road,  Chapel 

Hill  27514 
Ariel  S.  Vincent  (ST),  313  Purefoy  Road,  Chapel 

Hill  27514 
Kelly  Walton  (ST),  1 1 32  Northcreek Drive,  Durham 

27705 
AbnerM.Ward(ST),  110-15  Melville  Loop,  Chapel 

Hill  27514 
MarkWard(ST),  1 1 16-ANinthSt.,Durham27705 
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Michael  S.  Waugh  (ST),  5212  Longwood  Drive, 

Durham  27713 
Stefan  C.  Weiss  (ST),  4800  University  Dnve,  #8E, 

Durham  27707 
Roberta  Gay  Williams,  UNC,  509  Bumett-Womack 

Bldg.,  Chapel  Hill  27599 
Karen  Winkfield  (ST),  311  S.  LaSalle  St.,  #158, 

Durham  27705 
Chen-Sen  Wu  (ST),  lOE  Post  Oak  Road.  Durham 

27705 
Sang  Pong  Yi  (ST),  1400  Harrier  Court,  Durham 

27705 

Forsyth-Stokes-Davie 

Tonya  Arscott-Mills  (ST),  2008-  IC  Falcon  Woods 
Court,  Winston-Salem  27127 

Matthew  Justice  Carter  (ST).  301  S.  Sunset  Drive, 
Apt.  1,  Winston-Salem  27103 

Julie  Christine  Clark  (ST),  1720  Grace  St..  Apt.  B. 
Winston-Salem  27103 

Ted  David  Cox  (R).  WFU  School  of  Medicine, 
Medical  Center  Blvd.,  Winston-Salem  27157 

Angle  Han  Culin  (ST),  3501-D  Hyde  Park.  Win- 
ston-Salem 27106 

Elizabeth  A.  Daniel  (ST).  537-11  S.  Hawthorne 
Road.  Winston-Salem  27103 

Rustom  Dashtaki  (ST).  PO  Box  572603,  Winston- 
Salem  27157 

Alexander  Joseph  Davit.  lU  (ST).  Box  2732.  WFU 
School  of  Medicine.  Medical  Center  Blvd..  Win- 
ston-Salem 27157 

Peter  J.  Deweerd  (ST).  Box  572605.  WFTJ  School 
of  Medicine.  Medical  Center  Blvd..  Winston- 
Salem  27157 

LauraC.  Dickerson(ST).  1401  W.  FirstSt..Apt.F. 
Winston-Salem  27101 

Jason  W.  Edsall  (ST).  1725-B  Franciscan  Terrace. 
Winston-Salem  27127 

David  Eller  (ST),  2345-C  Salem  Court,  Winston- 
Salem  27103 

Eric  Joseph  Foltz  (ST),  405  S.  Sunset  Drive,  Win- 
ston-Salem 27103 

Lance  Fuller  (ST),  1407  Seneca  St.,  Apt.  A,  Win- 
ston-Salem 27103 

Abbott  Julian  Garvin  ( PTH ).  WFU  School  of  Medi- 
cine, Medical  Center  Blvd..  Winston-Salem 
27157 

Victona  J.  Gregg  (ST).  1720  Grace  St..  Apt.  A. 
Winston-Salem  27103 

David  H.  Hammett  ( ST),  262 1  -A  Greenbner  Road, 
Winston-Salem  27104 

Cressent  M.  Hudson  (ST).  206  N.  Sunset  Drive. 
Winston-Salem  27101 

Erik  J.  Kilgore  (R).  PO  Box  15101.  Winston- 
Salem  271 13 

Esther  Kim  (ST).  2500-C  Miller  Park  Circle.  Win- 
ston-Salem 27103 

Jennifer  L.  Kloss  (ST),  1416  Glade  St.,  Apt.  1, 
Winston-Salem  27101 

Curtis  Stokes  Koontz  (ST),  324  Crafton  St..  Win- 
ston-Salem  27103 

Lawrence  H.  Lee  (AN).  235  Oakwood  Court.  Win- 
ston-Salem 27103 

Marc  Mayhew  (ST).  1407  Seneca  St..  Apt.  C. 
Winston-Salem  27103 

Karen  Mazie  ( ST).  1 8 1 0  Elizabeth  Ave..  Winston- 
Salem  27103 

LauraEllenMillender(ST).  205 IW.  Academy  St.. 


Winston-Salem  27103 

Brian  D.  Miller  (ST).  41 1  Corona  St..  Winston- 
Salem  27103 

Mary  Morehead  (ST).  4860  Thales  Road.  Apt.  K. 
Winston-Salem  27104 

William  Paul  Murphy  (ST),  1625  W.  Northwest 
Blvd..  Winston-Salem  27104 

Robert  D.  Nelson  (ST).  209-C  New  Drive.  Win- 
ston-Salem 27103 

Michael  A.  Papagikos  (ST).  1301  Salem  Crossing 
Lane.  Kemersville  27284 

Catherine  J.  Rees  (ST),  3600-G  High  Meadows 
Drive.  Winston-Salem  27106 

Derek  Reid  (ST),  323  Lockland  Ave..  Winston- 
Salem  27103 

Christine  Post  Roberts  (ST).  2077  Queen  St..  Win- 
ston-Salem 27103 

Kerry  L.  Rotondi  (ST).  1720  Grace  St..  Apt.  A. 
Winston-Salem  27103 

Maria  L.  Rudisill  (ST).  2051  W.  Academy  St.. 
Win.ston-Salem  27103 

Sherry  M.  Ryter-Brown  (ST).  6061  Yeaton  Glen 
Drive.  Winston-Salem  27107 

Charles  N.  Seal  (ST).  PO  Box  572670.  Winston- 
Salem  27157 

Lindsay  Stuart  Seawright  (ST).  208  N.  Sunset 
Drive.  Winston-Salem  27101 

Nancy  M.  Sokal  (ST).  232  Epping  Road.  Clemmons 
27012 

Leighton  Bradford  Tewes  ( ST).  323  Lockland  Ave.. 
Winston-Salem  27103 

Alison  L.  Townsend  (ST).  1239  Pine  Knolls  Road. 
Kemersville  27284 

Chnstopher  J.  Tuohy  (ST).  1810  Dantzler  Road. 
High  Point  27265 

Jane  M.  Wainscott  (ST).  1521  Bridford  Pkwy.. 
#18F.  Greensboro  27407 

Chris  Walters  (ST),  217-A  New  Dnve,  Apt.  B, 
Winston-Salem  27103 

Michelle  L.  Weber  (ST).  810  Brent  St..  Apt.  B. 
Winston-Salem  27103 

Thomas  G.  West  (ST).  7002  Poplar  Grove  Tl. 
Greensboro  27410 

Emmett  Clive  Willis.  IV  (ST),  240- A  New  Dnve, 
Apt.  D,  Winston-Salem  27103 

Gaston 

Jacqueline  V.  Bedingfield  (PD).  Gaston  Children' s 
Clinic.  PA.  902  Cox  Road.  Ste.  C.  Gastonia 
28054 

Brian  Derek  Buzzeo  ( U ).  Gaston  Urological  Asso- 
ciates. 63 1  Cox  Road.  Gastonia  28054 

Michael  John  Heili  (GS),  Gastonia  Surgical  Assocs. 
PA,  902  Cox  Road,  Ste.  G.  Gastonia  28054 

Greater  Greensboro  Society  of  Medicine 

Coley  Christopher  Gatlin  (RES),  Moses  H.  Cone 
Family  Medical  Residency,  1 1 25  N.  Church  St., 
Greensboro  27401 

Michael  P.  Krusch  (IM),  Lebauer  Healthcare.  520 
N.  Elam  Ave..  Greensboro  27403 

Bradley  Leon  Pearman  (OPH).  Greensboro  Oph- 
thalmology. 348  N.  Elm  St..  Greensboro  27401 

John  Joseph  Zieminski  (RHU).  Greensboro  Medi- 
cal Assocs.,  151 1  Westover  Terrace,  Greensboro 
27408 


Haywood 

David  D.  Markoff  (OPH) 
Clyde  28721 


486  Hospital  Drive. 


Henderson 

William  Lanson  Plyler  (IM).  Hendersonville  Inter- 
nists, Inc.,  518  6th  Ave.,  West,  Hendersonville 
28739 

High  Point 

James  Cochran  Anderson,  IV  (PD).  High  Point 
Infant  &  Child  Clinic,  624  Quaker  Lane,  Ste. 
200-A,  High  Point  27262 

Michael  J.  Lucas  (ORS ).  High  Point  Orthopaedics, 
624QuakerLane.,Bldg.D-200.HighPoint27262 

Iredell 

Steven  Howell  Bradley.  Lake  Norman  Anesthesia 
Assoc.  642  Carpenter  Ave..  Mooresville  281 15 

James  Clifford  Lorentzen  ( R ).  542  Brookdale  Drive, 
Statesville  28687 

Mark  B.  Williamson  (ORS),  433  Augusta  Drive, 
Statesville  28625 

Jackson 

Martha  Johnston  Brewer  (OBG).  Western  Caro- 
Una  Womencare,  26  Westcare  Drive,  #303.  Sylva 
28779 


Lee 

DeclanQuigley(lM) 
Sanford  27330 


2527-8  Buffalo  Church  Road. 


Lenoir-Greene 

Kenneth  Lee  Jacobs  ( OBG ).  Lenoir  Women' s  Care, 
1 100  Hardee  Road,  Ste.  112,  Kinston  28504 

Mecklenburg 

Donald  Paul  Beriing  (IM),  928  Baxter  St.,  Char- 
lotte 28204 

Deena  Manon  Castellion  (OBG),  1450  Matthews 
Township  Pkwy.,  Matthews  28106 

T.  Scott  Ellison  (ORS),  628  Carpenter  Ave., 
Mooresville  281 15 

Darryl  Bracey  Floyd  (IM),  First  Chariotte  Physi- 
cians. 300  Billingsley  Road.  Ste.  200.  Chariotte 
28211 

Wyatt  Charles  Fowler  (GS).  Carolina  Surgical 
Clinic.  2104  Randolph  Road.  Chariotte  28207 

Floyd  Bnan  Gibson  (OTO).  5516  Central  Ave.. 
Charlotte  28277 

Martin  McMillan  Henegar  (NS).  1010  Edgehill 
Road.  N.,  Charlotte  28207 

Lane  Knox  Jacobs  (IM),  Carolinas  Medical  Cen- 
ter. 1 000  Blythe  Blvd..  5th  Floor.  Charlotte  28203 

Kerrith  Lyn  Jaeckel  (PD).  Randolph  Pediatrics. 
27 1 1  Randolph  Road.  Ste.  501 .  Chariotte  28207 

Richard  Eugene  Karulf  (GS ).  20 1 5  Randolph  Road. 
Ste.  201.  Charlotte  28270 

Susan  L.  Owens-Jarrell  (IM).  First  Chariotte  Phy- 
sicians. Ste.  350.  1450  Matthew  sTownshipPkwy, 
Matthews  27105 

Richard  In  Park  (AN),  Southeast  Anesthesia 
Assocs.,  PO  Box  3635 1 ,  Charlotte  28236 

Joan  Irene  Schw  anz  (FP).  Northcross  Urgent  Care, 
16455  Statesville  Road,  Charlotte  28207 

Mark  P.  Trolice  (OBG ),  Carolinas  Medical  Center, 
PO  Box  32861,  Charlotte  28232 
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Moore 

Reynold  Carter  Grine  (D).  185  Page  Road,  Ste.  A, 
Pinehurst  28374 

James  Andrew  Winter.  750  E.  Mass.  Ave.,  South- 
em  Pines  28387 

Nash 

Jennifer  Wells  Orr  (OBG).  Nash  Ob-Gyn.  200 
Nash  Medical  Arts  Mall,  Rocky  Mount  27804 

New  Hanover-Pender 

Bradley  Warren  Boatman  (D),  Lower  Cape  Fear 
Dennatology,  3904  Oleander  Drive,  Ste.  102, 
Wilmington  28403 

Mark Bulgarelli  ( IM ).  30 1  S.  Campbell  St.,  Burgaw 
28425 

Sonja  M.  Shanley  (FP).  Wilmington  Health  Asso- 
ciates, 8108  Market  St.,  Wilmington  28405 

Frank  Wilson  Stevens,  Jr.  (P),  Cape  Fear  Psych.  & 
Psy.  Services.  1121  Medical  Center  Drive, 
Wilmington  28401 

Pitt 

Anne  Renee  Barnes  (ST).  2300  Beasley  Drive,  #B- 

5,  Greenville  27834 
Richard  D.  Barrow.  II  (ST),  81   Barnes  St.. 

Greenville  27858 
Joseph  E.  Beshay  (ST),  3808  Steriing  Point  Drive. 

#E-6,  Winterville  28590 
Victor  E.  Beshay  (ST),  3808  Sterling  Point  Drive, 

#E-6,  Winterville  28590 
Michelle  Brown  (ST).  401-J  Paladin  Drive. 

Greenville  27834 
Brian  Ray  Cabarrus  (ST).  2600-A  Boone  Court. 

Greenville  27834 
Crystal  N.  Carter  (ST).  8940  Steeplechase  Drive. 

Linden  28356 
Reginald  Lamont  Cathey  (ST).   1291  Parkwest 

Drive.  Apt.  #8,  Greenville  27834 
Joseph  Anthony  Cefalu  (ST),  27 1 7  Townes  Drive, 

Greenville  27834 
Tara  J.  Cole  (ST).  1 286  Park  West  Drive,  Greenville 

27834 
David  N.  Collier  (ST).  465  Moss  Point  Lane. 

Greenville  27834 
Benjamin  Judson  Copeland  (ST).  907  Allen  Road. 

C-2,  Greenville  27834 
Phelicia  A.  Cuthhertson  (ST).  400-32  Treybrooke 

Circle.  Greenville  27834 
Shawn  M.  Dalton-Bethea  (ST).  2716-6  Meridian 

Drive.  Greenville  27834 
James  E.  Devente  (ST),  605-H  Spring  Forest  Road, 

Greenville  27834 
Brian  M.  Duncan  (ST),  1117  Grovemont  Drive, 

Apt.  1-8,  Greenville  27834 
Michelle  T.  Edgerton  (ST),  200  Haw  Road, 

Greenville  27834 
Malathi  V.  Ellis  (ST).  604-B  Spring  Forest  Road. 

Greenville  27834 
Patrick  Christopher  Ellis  (ST),  953  Shady  Lane, 

Greenville  27858 
Shandal  Emanuel  (ST),  3030  Elks  Road,  Lot  53, 

Simpson  27834 
Reza  Edward  Ershadi  (ST),  504-32  Treybrooke 

Circle,  Greenville  27834 
Erica  Evans  (ST),  1315  Westpointe  Drive,  #3. 

Greenville  27834 


John  Femald  (ST),  1 295  Park  West  Drive.  Apt.  #3. 

Greenville  27834 
Brigette  D.  Flythe  (ST),  2724-6  Meridian  Drive. 

Greenville  27834 
Nicola  Antonio  Francalancia.  ECU  School  of  Medi- 
cine. Dept.  of  Surgery.  Greenville  27858 
Laun  P.  Givens  (ST).  2300  Beasley  Dr.  M-10. 

Greenville  27834 
Michael  J.  Grossell  (PD).  105  Christenbury  Drive. 

Greenville  27858 
Caroline  Faye  Healy  (ST).  400-32  Treybrooke 

Circle.  Greenville  27834 
Willie  Hester,  Jr.  (ST),  1401  Westpointe  Drive, 

Apt.  K,  Greenville  27834 
Rachel  Hunt  (ST),  406-32  Treybrooke  Circle, 

Greenville  27834 
Maryjoylheanacho(ST),  1401  E.  Westpointe  Drive. 

Greenville  27834 
L.  Alan  Jackson.  Jr.  (ST).  2300  Beasley  Drive.  #S- 

6.  Greenville  27834 
Jennifer  M.  Jarrett  (ST).  1604  W.  ArUngton  Blvd.. 

Apt.  4,  Greenville  27834 
Nelson  L.  Jenkins  (ST).  204-67  Rollins  Drive, 

Greenville  27834 
Jill  Renee  Jimison  (ST),  1222  Treybrooke  Circle. 

Greenville  27834 
Victoria  G.  Johnson  (ST),  2300  Beasley  Drive, 

Apt.  E-8,  Greenville  27834 
Ridas  Juskevicius  (RES),  909  Allen  Road,  B5. 

Greenville  27834 
Amy  Kold  (ST).   1298  Parkwest  Drive,  #15, 

Greenville  27834 
Scott  E.  Konopka  (ST).  903-24  Treybrooke  Circle. 

Greenville  27834 
Michael  Liu  (ST),   1295  Parkwest  Drive,  #7. 

Greenville  27834 
Jeff  McCallum  (ST),  PO  Bo.\  5042,  Greenville 

27835 
Owen  Russell  McLean  (ST).  602-24  Treybrooke 

Circle.  Greenville  27834 
Theresa  S.  Monteith  (ST).  406-32  Treybrooke 

Circle.  Greenville  27834 
Tue  Hoc  Ngo  (ST).   1604  W.  Ariington  Blvd.. 

Apt.lO.  Greenville  27834 
Alphonsus  E.  Okoli  (IM),  Grifton  Internal  Medi- 
cine. Inc..  Bo,\  880,  5477  Hwy.  1 1  N.,  Grifton 

28530 
Thomas  Orii  (ST),  802-34  Treybrooke  Circle. 

Greenville  27834 
Jody  N.  Osborne  (ST),  216  John  Ave..  Greenville 

27858 
J.  Ashley  Parker  (ST),  601-E  Spring  Forest  Road. 

Greenville  27834 
Shiny  Purushothaman  (ST).  2705-B  Bluff  View 

Dnve.  Greenville  27834 
Kent  Reifschneider  (ST),  405-A  Paladin  Drive, 

Greenville  27834 
Willie  F.  Richardson.  Jr.  (ST).  1 647  Mandy  Drive. 

Greenville  27834 
Jean  D.  Saint  Louis  (ST).  2604  River  Chase  Drive, 

Greenville  27834 
Lamar  Freddie  Shannon  (ST).  401  -C  Paladin  Drive. 

Greenville  27834 
Lia  D.  Shorter  (ST),  504-H  Paladin  Drive, 

Greenville  27834 
Rebecca  A.  Sprouse  (ST).  91 1  Allen  Road.  #A7. 

Greenville  27834 


Cara  Sumners  (ST).  PO  Bo.\  1307.  Kitty  Hawk 

27949 
Susan  J.  Turner  (ST),  404-31  Treybrooke  Circle, 

Greenville  27834 
Ifeanyi  A.  Udezulu(  ST),  1608  W.Arlington  Blvd., 

Apt.lO.  Greenville  27834 
Alexander  Gregory  Vigh  (IM),  Div.  of  Cardiology, 

ECU  Dept.  of  Medicine.  Greenville  27858 
Trent  W.  Wester  (ST).  2617-A  Richard  Drive, 

Greenville  27834 
Mary  Allyson  Wherren  (ST).  807  Falcon  Circle, 

Greenville  27834 
Rebecca  Perry  Williams  (ST),  1107  Grovemont 

Drive,  #D4,  Greenville  27834 
James  Wingert  (ST),  2109  Yorkshire  Drive, 

Greenville  27834 
Stephanie  Witt  (ST),  2300  Beasley  Dr.  Apt.  B-2, 

Greenville  27834 

Robeson 

James  Edwin  Stone  Parker  (DR),  Lumberton  Ra- 
diological Assocs.,  PO  Drawer  1 527.  Lumberton 
28358 

Rowan 

William  Reid  Black  (ON),  130  Mocksville  Ave., 

Salisbury  28144 
Timothy  L.  Dersch  (GS).  401  Mocksville  Ave., 

Ste.  301.  Salisbury  28144 

Sampson 

Daniel  T.  Sicking  (IM),  603  Beaman  St..  Ste.  400, 
Clinton  28328 

Scotland 

Philip  Holzknecht  (ORS).  Scotland  Orthopedics, 
PO  Bo.\  189,  Laurinburg  28353 

Wake 

Brian  Hunter  Camp  (MFS),  3900  Wake  Forest 
Road,  Raleigh  27609 

Michael  Owen  Citron  (EM ),  8308  Nantahala Drive, 
2500  Blue  Ridge  Road,  Ste.  417.  Raleigh  27615 

Mary  Ellen  Coy  (P).  Raleigh  Psychiatric  Assocs., 
3900  Browning  Place.  Ste.  201,  Raleigh  27609 

Robert  Alan  Dilorenzo  (EM),  5204  Huntingwood 
Drive,  Raleigh  27606 

Jesus  Hernandez  (RHU),  3931  Merton  Drive,  Ra- 
leigh 27609 

Karin  Siri  Linthicum  (D),  123  Ethans  Glen  Court, 
Gary  27513 

Dwayne  Edward  Patterson  (PMR),  Raleigh  Ortho- 
paedic Clinic,  3515  Glenwood  Ave.,  Raleigh 
27612 

Robert  L.  Patz  (ORS),  Gary  Orthopaedics,  1 0 1  SW 
Cary  Parkway,  Gary  275 1 1 

Wayne 

Robert  David  Kemp  (NEP),  Carolina  Kidney  Cen- 
ter, 2809  McLamb  Place,  Goldsboro  27530 

Wilson 

James  Ronald  Krug  (AN),  Wilson  Anesthesia,  PA, 
2401  J.  Wooten  Blvd..  Wilson  27895 

Catherine  Marie  Sloop  (OPH),  Wilson-Carolina 
Eye  Center.  1707  Medical  Park  Drive,  Wilson 
27893 


464 


NCMJ  November/December  1997.  Volume  58  Number  6 


North  Carolina  Medical  Journal 

Volume  58:  January/February-November/December  1997 


Where  to  locate  Journal  art\c\es: 


Jan/Feb 

Mar/April  ("Gay  &  Lesbian  Health")* 

May/June 


pages  1-80 
pages  81-160 
pages  161-228 


July/Aug  ("Emergency  Medicine")* 
Sept/Oct  ("Domestic  Violence")* 
Nov/Dec 


pages  229-304 
pages  305-388 
pages  389-472 


*denotes  special  issue  or  segment 


Agee,  Nell  L,  Physicians  in  retirement: 
opportunities  for  continued  productivity 
and  enjoyment  148 

i  Alexander,  Eben  Jr,  United  medical 
research  foundation :  a  brief  chapter  i  nthe 
history  of  NC  medicine  206 

Allen,  Cyril  A,  Wellness  is  key  for  dia- 
betics: don't  let  sick  days  get  you  down 

39 
Alson,  Roy  L,  Disaster  response  in  North 
Carolina  248 

iAnonymous,  A  survivor's  story:  when 
abuse  is  more  than  skin  deep  326 

B 

Bailey,  Bob,  The  status  of  emergency 
medical  services  in  North  Carolina  238 
Baker,  Christopher  C,  The  North  Caro- 
lina trauma  system  245 
Baker,  John  W,  The  North  Carolina 
trauma  system  245 
Balch,  David  C,  Next  generation  tele- 
medicine:  the  future  is  now  398 
Bangdiwala,  Shrikant  I,  Prevalence  of 
high  cholesterol,  high  blood  pressure, 
and  smoking  among  elementary  school- 
children in  North  Carolina  362 
Barrett,  George  C,  The  good  telemedi- 
cine:  can  we  avoid  the  bad  and  the  ugly? 
(commentary)  401 
Bart,  Bradley  A,  Left  ventricular  hyper- 
trophy impairs  detection  of  myocardial 
infarction  in  patients  with  nonischemic 


Author  Index 


cardiomyopathy  134 

Behrns,  Kevin  E,  Gastroesophageal  re- 
flux disease:  pill,  blade,  or  laparoscope? 

436 
Berchuck,  Andrew,  Oral  contraceptive 
pills:  prevention  of  ovarian  cancer  and 
other  benefits  404 

Betsill,  William  L  Jr,  Interval  to  cancer 
diagnosis  following  "negative"  transtho- 
racic fine  needle  aspiration  biopsy  56 
Bitterman,  Robert  A,  Managed  care 
authorization  for  emergency  department 
services:  a  medical  risk  to  patients,  a 
legal  risk  for  doctors  and  hospitals  260 
Blazer,  Dan  G,  Medicine  as  a  mission 

14 
Blumenthal,  James  A,  Psychosocial  fac- 
tors and  coronary  disease:  a  national 
multicenter  clinical  trial  (ENRICHD )  widi 
a  North  Carolina  focus  440 

Blythe,  William  B,  Some  thoughts  on 
keeping  our  noble  profession  professional 
and  noble  424 

Bos,  Gary  D,  Opportunities  for  coopera- 
tion: a  dialogue  with  the  Saratov  Medical 
University,  Russia  44 

Bowes,  Watson  A  Jr,  Oral  contraceptive 
pills:  prevention  of  ovarian  cancer  and 
other  benefits  (commentary)  408 

Bradley,  Chyrise  B,  Prevalence  of  high 
cholesterol,  high  blood  pressure,  and 
smoking  among  elementary  schoolchil- 
dren in  North  Carolina  362 
Brezina,  Dawn,  Physician-assisted  sui- 


cide: a  bad  idea,  Carroll  and  Kevorkian 
notwithstanding  132 

Brown,  Alan,  Domestic  violence:  work- 
ing with  the  spouse  abuser  324 
Brown,  Ann  J,  Postmenopausal  hormone 
replacement  therapy:  information  for  ef- 
fective patient  counseling  411 
Brown,  J  Trig,  The  compromise  of  com- 
passionate care:  North  Carolina  poet's 
essay  illuminates  doctors'  role  in  caring 
for  the  terminally  ill  (commentary)  334 
The  smile  410 
Browning,  Iley  B  III,  "Children  are  not 
supposed  to  die":  combined  pediatric  and 
radiation  oncology  grand  rounds  ad- 
dresses severe  illness  and  death  (com- 
mentary) 445 
Buescher,  Paul  A,  Smoking  in  preg- 
nancy in  North  Carolina:  maternal  char- 
acteristics and  trends,  1988-1994  356 
Burk,  Larry,  A  fine  day  for  the  admin- 
istrator's chair:  healing  with  mind-body- 
spirit  medicine  201 


Callahan,  Richard  D,  Health  care  in 
ancient  Rome:  lessons  for  doctors  today 

202 
Capps,  Jan,  Not  in  my  practice:  a  look  at 
the  pervasive  consequences  of  domestic 
violence  310 

Carr,  Stuart,  A  patient's  guide  to  safer 
sex:  reducing  the  risk  of  HIV  and  other 
sexually  transmitted  diseases  119 


NCMJ  November/December  1997.  Volume  58  Number  6 


465 


Carroll,  Bernard  J,  Physician-assisted 
suicide:  lessons  from  the  Kevorkian  tri- 
als 25 
Chescheir,  Nancy  C,  Domestic  violence: 
a  clinician's  strategy  316 
Chitwood,  W  Randolph  Jr,  Minimally 
invasive  cardiac  surgery:  heart  surgery 
for  the  2 1  st  century  374 
Clark,  Robert  E,  Ultrapulse  CO,  laser 
resurfacing:  treatment  for  wrinkled, 
photodamaged  skin  214 
Clarke-Pearson,  Kathleen  M,  A 
patient's  guide  to  pulling  the  plug  on 
media  violence:  children-media  violence- 
solutions  265 
Cobb,  Pamela,  Perinatal  substance  abuse 
within  central  North  Carolina  36 
Corey,  G  Ralph,  The  compromise  of 
compassionate  care:  NC  poet's  essay  il- 
luminates doctors'  role  in  caring  for  the 
terminally  ill  (commentary)              335 


De  Ville,  Kenneth,  Scapegoats  for  the 
organization?  physicians,  managed  care, 
and  medical  malpractice  340 

Dodge,  Robert  Thomas,  A  patient's 
guide  to  safer  sex:  reducing  the  risk  of 
HIV  and  other  STDs  119 

Drake,  Amelia  F,  Bronchoscopic  evalu- 
ation of  pediatric  airway  pathology  2 1 0 
Drayer,  Jeff,  Major  dysphagia  (poem) 

198 
Actinic  keratosis  (poem)  439 

Dudley,  L  Shannon,  Bronchoscopic 
evaluation  of  pediatric  airway  pathology 

210 
Dunn,  Kathleen  A,  Injury  prevention 
and  control:  an  evolving  role  for  emer- 
gency physicians  and  other  specialists 

279 
Dunn,  Toby,  Oxygen  and  cancer  140 
Duvoisin,  Anne,  The  medicolegal  guide- 
lines: an  invitation  to  resuirect  and  revise 

372 


Eisenson,  Howard  J,  Patient-centered 
care:  a  collaborative  approach  18 

Elbeery,  Joseph  R,  Minimally  invasive 
cardiac  surgery:  heart  surgery  for  the  2 1  st 
century  374 


Fath,  Kenneth,  Psychosocial  factors  and 


coronary  disease:  a  national  multicenter 
clinical  trial  (ENRICHD)  with  a  North 
Carolina  focus  440 

Fields,  Karl  B,  Use  of  bicycle  helmets  by 
Greensboro  children  190 

Flack,  John  M,  Living  with  hyperten- 
sion: an  introduction  to  dealing  with  el- 
evated blood  pressure  193 
Fortney,  Jennifer  Taylor,  Gays,  lesbi- 
ans, HIV  infection,  and  admission  to 
medical  school:  a  physicians'  roundtable 
(commentary)  126 
Frank,  Michael,  "Children  are  not  sup- 
posed to  die":  combined  pediatric  and 
radiation  oncology  grand  rounds  ad- 
dresses severe  illness  and  death  (com- 
mentary) 445 
Frauman,  Annette  C,  Prevalence  of  high 
cholesterol,  high  blood  pressure,  and 
smoking  among  elementary  schoolchil- 
dren in  North  Carolina  362 
Frush,  Karen,  Emergency  medical  ser- 
vices for  North  Carolina's  children  293 


Garrison,  Herbert  G,  Injury  prevention 
and  control:  an  evolving  role  for  emer- 
gency physicians  and  other  specialists 

279 
Injuries  associated  with  personal  water- 
craft:  an  emerging  epidemic  in  need  of 
legislative  action  284 

Gibbs,  Michael  A,  Air  medical  transport 
services  in  North  Carolina  254 

Gill,  Michael,  Opportunities  for  coop- 
eration: a  dialogue  with  the  Saratov  Medi- 
cal University,  Russia  44 
Glasson,  John,  Physician-assisted  sui- 
cide: current  American  Medical  Associa- 
tion initiatives  30 
Godwin,  Herman  A  Jr,  Interval  to  can- 
cer diagnosis  following  "negative"  trans- 
thoracic fine  needle  aspiration  biopsy 

56 
Goodman,  Peggy  E,  Editorial  308 
Not  in  my  practice:  a  look  at  the  pervasive 
consequences  of  domestic  violence  310 
Greene,  Dennis  A,  Locked  and  loaded: 
Roger  Castle' s  Gulf  War  syndrome  48 
Greer,  David,  Use  of  bicycle  helmets  by 
Greensboro  children  190 

Greniillion,  David  H,  Should  physicians 
be  required  to  report  domestic  violence? 

320 
Grogan,  David  M,  The  prevalence  of 


cancer  in  NC  168 

H 

Halperin,  Edward  C,  Why  a  special 

issue  of  the  Joitnuil  on  gay  and  lesbian 
medicine?  90 

"Children  are  not  supposed  to  die":  com- 
bined pediatric  and  radiation  oncology 
grand  rounds  addresses  severe  illness  and 
death  445 

Hamilton,  Carol  Dukes,  A  patient's 
guide  to  safer  sex:  reducing  the  risk  of 
HIV  and  other  sexually  transmitted  dis- 
eases 119 
Hansen,  Hans  C,  How  to  open  a  free 
medical  clinic  449 
Harr,  Douglas  S,  Next  generation  tele- 
medicine:  the  future  is  now  398 
Harrell,  Joanne  S,  Prevalence  of  high 
cholesterol,  high  blood  pressure,  and 
smoking  among  elementary  schoolchil- 
dren in  North  Carolina  362 
Harris,  Lawrence  S,  Automobile  hood 
ornament  as  penetrating  missile  458 
Hartmann,  Katherine,  Perinatal  sub- 
stance abuse  within  central  NC  36 
Heald,  Alison  E,  Taste  and  smell:  ne- 
glected senses  that  contribute  to  the  mal- 
nutrition of  AIDS  100 
Brain  biopsy  for  HIV-infected  patients 
with  intracranial  lesions  106 
Hegde,  Sadanand  B,  Psychosocial  fac- 
tors and  coronary  disease:  a  national 
multicenter  clinical  trial  (ENRICHD)  with 
a  North  Carolina  focus  440 
Hensel,  William  A,  Feeding  each  other 

218 
Herbst,  Charles  A  Jr,  Gastroesophageal 
reflux  disease:  pill,  blade,  or  laparoscope? 

436 
Hill,  James  E  Jr,  Taking  sides:  can  we 
reach  middle  ground  in  a  managed  care 
system?  182 

Hinderliter,  Alan,  Psychosocial  factors 
and  coronary  disease:  a  national  multi- 
center  clinical  trial  (ENRICHD)  with  a 
North  Carolina  focus  440 

J 

James,  Robert  L,  Most  anesthesiolo- 
gists no  longer  restrict  clear  fluids  for 
eight  hours  before  elective  surgeiy  32 
Janes,  Cynthia  L,  The  health  and  health 
care  utilization  of  people  in  Buncombe 
County  452 


466 


NCMJ  November/December  1997.  Volume  58  Number  6 


Jones,  Bill,  Reporting  occupational  ill- 
nesses and  injuries  in  North  Carolina:  an 
update  for  physicians  350 


Kelley,  Michael  J,  Interval  to  cancer 
diagnosis  following  "negative"  transtho- 
racic fine  needle  aspiration  biopsy  56 
Kelling,  Douglas  G,  Diabetes  mellitus: 
using  a  database  to  implement  a  system- 
atic management  program  368 
Kelly,  Johnson  H,  Investor-owned  or 
not-for-profit  health  care:  a  conundrum 
for  communities  420 
Kenan,  Patrick  D,  Physicians  in  retire- 
ment: opportunities  for  continued  pro- 
ductivity and  enjoyment  148 
Klabunde,  Carrie  N,  The  prevalence  of 
cancer  in  NC  168 
Should  we  test  women  for  inherited  sus- 
ceptibility to  breast  cancer?  what  do  NC 
primary  care  physicians  think  176 
Koruda,  Mark  J,  Gastroesophageal  re- 
flux disease:  pill,  blade,  or  laparoscope? 

436 
Kredich,  Deborah,  "Children  are  not 
supposed  to  die":  combined  pediatric  and 
radiation  oncology  grand  rounds  ad- 
dresses severe  illness  and  death  (com- 
mentary) 445 
Krunic,  Aleksandar  L,  Ultrapulse  CO, 
laser  resurfacing:  treatment  for  wrinkled, 
photodamaged  skin  214 
Kudler,  Harold,  Gays,  lesbians,  HIV 
infection,  and  admission  to  medical 
school:  a  physicians'  roundtable  (com- 
mentary) 126 


!  Landls,  Suzanne  E,  The  health  and  health 
!  care  utilization  of  people  in  Buncombe 
j  County  452 

1  Lea,  James  W,  Opportunities  for  coop- 
eration: a  dialogue  with  the  Saratov  Medi- 
cal University,  Russia  44 
I  Lenhart,  Aimee,  Nutrition  and  Par- 
kinson's disease  186 
Leonard,  Ralph  B  "Monty,"  Disaster 
response  in  North  Carolina  248 
Levine,  Ronald  H,  Conjoint  report:  to 
the  North  Carolina  Medical  Society  and 
the  North  Carolina  Commission  for 
Health  Services  10 
Lichstein,  Peter  R,  The  compromise  of 
compassionate  care:  NC  poet's  essay  il- 


luminates doctors'  role  in  caring  for  the 
terminally  ill  (commentary)  335 

Logio,  Lia  S,  The  eye  of  the  storm:  a 

bedside  view  270 

M 

Mack,  Ronald  B,  "All  but  death,  can  be 
adjusted":  ma  huang  (ephedrine)  adver- 
sities 68 
"Grow  dumb  along  with  me":  misuse  of 
DHEA  (dehydroepiandrosterone)  144 
"Boldly  they  rode... into  the  mouth  of 
hell":  pennyroyal  oil  toxicity  456 
Madani,  Shabnam,  Ultrapulse  CO,  la- 
ser resurfacing:  treatment  for  wrinkled, 
photodamaged  skin  214 
Mann,  Elizabeth  S,  Gays,  lesbians,  HIV 
infection,  and  admission  to  medical 
school:  a  physicians'  roundtable  (com- 
mentary) 126 
Manning,  James  E,  Research  in  emer- 
gency medicine  296 
Marx,  John  A,  The  history  and  future  of 
emergency  medicine  288 
Maynard,  Charles,  Left  ventricular  hy- 
pertrophy impairs  detection  of  myocar- 
dial infarction  in  patients  with  nonisch- 
emic cardiomyopathy  134 
McConnell,  Michael  E,  Next  generation 
telemedicine:  the  future  is  now  398 
McDonald,  Gary,  The  status  of  emer- 
gency medical  services  in  North  Carolina 

238 
McDonald,  Cathie,  Air  medical  trans- 
port services  in  North  Carolina  254 
McKinley,  A  Colin,  Most  anesthesiolo- 
gists no  longer  restrict  clear  fluids  for 
eight  hours  before  elective  surgery  32 
McKinley,  Elizabeth  D,  Should  we  test 
women  for  inherited  susceptibility  to 
breast  cancer?  what  do  NC  primary  care 
physicians  think  176 

McMurray,  Robert  G,  Prevalence  of 
high  cholesterol,  high  blood  pressure, 
and  smoking  among  elementary  school- 
children in  North  Carolina  362 
McQueen,  Chapman  T,  Bronchoscopic 
evaluation  of  pediatric  airway  pathology 

2  To 

Melvin,  Danielle,  Left  ventricular  hy- 
pertrophy impairs  detection  of  myocar- 
dial infarction  in  patients  with  nonisch- 
emic cardiomyopathy  1 34 
Menscer,  Darlyne,  The  compromise  of 
compassionate  care:   North  Carolina 


poet's  essay  illuminates  doctors'  role  in 
caring  for  the  terminally  ill  (commen- 
tary) 336 
Miller,  Gary,  Psychosocial  factors  and 
coronary  disease:  a  national  multicenter 
clinical  trial  (ENRICHD)  with  a  North 
Carolina  focus  440 
Mims,  Grover  R  Ul,  Most  anesthesiolo- 
gists no  longer  restrict  clear  fluids  for 
eight  hours  before  elective  surgery  32 
Minsley,  MaryAnn,  Bronchoscopic 
evaluation  of  pediatric  airway  pathology 

210 
Monteiro,  Robert  W,  Environmental 
tobacco  smoke  429 

N 

Newman,  Beth,  Should  we  test  women 
for  inherited  susceptibility  to  breast  can- 
cer? what  do  NC  primary  care  physicians 
think  176 


O'Connor,  Christopher,  Psychosocial 
factors  and  coronary  disease:  a  national 
multicenterclinical  trial  (ENRICHD)  with 
a  North  Carolina  focus  440 

O'Malley,  Michael  S,  Should  we  test 
women  for  inherited  susceptibility  to 
breast  cancer?  what  do  NC  primary  care 
physicians  think  176 


Pandarinath,  Gupta,  Nutrition  and 
Parkinson's  disease  186 

Perry,  Robert  F,  Use  of  bicycle  helmets 
by  Greensboro  children  (commentary) 

192 
Porter,  William  G,  Remembering  Ron: 
a  glimpse  into  the  heart  of  doctoring 

"no 

The  compromise  of  compassionate  care: 
North  Carolina  poet's  essay  illuminates 
doctors'  role  in  caring  for  the  terminally 
ill  (commentary)  337 

Puma,  Joseph,  Psychosocial  factors  and 
coronary  disease:  a  national  multicenter 
clinical  trial  (ENRICHD)  with  a  North 
Carolina  focus  440 


Randolph,  Susan  A,  Reporting  occupa- 
tional illnesses  and  injuries  in  North  Caro- 
lina: an  update  for  physicians  350 
Rankow,  Elizabeth  J,  Primary  medical 


NCMJ  November/December  1997.  Volume  58  Number  6 


467 


care  of  the  gay  or  lesbian  patient  92 
Renz,  Connie,  Perinatal  substance  abuse 
within  central  North  Carolina  36 

Rhyne,  Sharon  Baker,  The  North  Caro- 
lina trauma  system  245 
Rose,  S  Rutherfoord,  Poison  control  in 
North  Carolina  272 
Rosen,  Richard  J,  Smoking  cessation 

429 
Rosse,  Wendell  F,  New  views  of  sickle 
cell  disease  62 

Rounds,  Kathleen,  Perinatal  substance 
abuse  within  central  North  Carolina  36 
Runge,  Jeffrey  W,  Emerging  success: 
finding  a  void  and  filling  it  235 

Runyan,  Carol  W,  Injury  prevention 
and  control:  an  evolving  role  for  emer- 
gency physicians  and  other  specialists 

279 


Sager,  Steven,  "Children  are  not  sup- 
posed to  die":  combined  pediatric  and 
radiation  oncology  grand  rounds  ad- 
dresses severe  illness  and  death  (com- 
mentary) 445 
Schafermeyer,  Robert  W,  Emergency 
medical  services  for  North  Carolina's 
children  293 
Schiffman,  Susan  S,  Taste  and  smell: 
neglected  senses  that  contribute  to  the 
malnutrition  of  AIDS  100 
Schildkraut,  Joellen,  Oral  contracep- 
tive pills:  prevention  of  ovarian  cancer 
and  other  benefits  404 
Sessions,  William,  Psychosocial  factors 
and  coronary  disease:  a  national  multi- 
center  clinical  trial  (ENRICHD)  with  a 
North  Carolina  focus  440 
Sexton,  Daniel  J,  The  aphorism- 
collector's  mind  299 
Shah,  Bimal  R,  Left  ventricular  hyper- 
trophy impairs  detection  of  myocardial 
infarction  in  patients  with  nonischemic 
cardiomyopathy  1 34 
Shapiro,  Alan,  The  compromise  of  com- 
passionate care:  North  Carolina  poet's 
essay  illuminates  doctors'  role  in  caring 
for  the  terminally  ill  332 
Sheps,  David,  Psychosocial  factors  and 
coronary  disease:  a  national  multicenter 
clinical  trial  (ENRICHD)  with  a  North 
Carolina  focus  440 
Simmons,  Michael,  Opportunities  for 
cooperation:  a  dialogue  with  the  Saratov 


Medical  University,  Russia  44 

Simpson,  Mitchell,  "Children  are  not 
supposed  to  die":  combined  pediatric  and 
radiation  oncology  grand  rounds  ad- 
dresses severe  illness  and  death  (com- 
mentary) 445 
Smith,  Harmon  L,  Physician-assisted 
suicide:  a  bad  idea,  Carroll  and  Kevorkian 
notwithstanding  130 
Smith,  Jan,  A  fine  day  for  the  dentist's 
chair:  pulling  with  Mozart  200 
Smith  TL,  Bronchoscopic  evaluation  of 
pediatric  airway  pathology  210 
Stanford,  Deborah,  Perinatal  substance 
abuse  within  central  North  Carolina  36 
Stead,  Eugene  A  Jr,  The  compromise  of 
compassionate  care:  NC  poet's  essay  il- 
luminates doctors'  role  in  caring  for  the 
terminally  ill  (commentary)  337 
Stringer,  Lewellyn  W,  Disaster  response 
in  North  Carolina  248 
Sullivan,  Robert  J  Jr,  The  compromise 
of  compassionate  care:  NC  poet's  essay 
illuminates  doctors'  role  in  caring  for  the 
terminally  ill  (commentary)              338 


Thorp,  John  M  Jr,  Perinatal  substance 
abuse  within  central  North  Carolina  36 
Townsend,  Mark  H,  Gay  and  lesbian 
issues  in  graduate  medical  education 

114 
Travis,  James,  "Children  are  not  sup- 
posed to  die":  combined  pediatric  and 
radiation  oncology  grand  rounds  ad- 
dresses severe  illness  and  death  (com- 
mentary) 445 
Tyler,  Brian  C,  Injuries  associated  with 
personal  watercraft:  an  emerging  epi- 
demic in  need  of  legislative  action   284 

V 

Vaughn-D'Annibale,  Teena,  My  en- 
counter with  cancer:  one  woman's  battle 
with  cancer  and  today's  health  system 

52 
Viehman,  Greg  E,  Ultrapulse  CO,  laser 
resurfacing:  treatment  for  wrinkled, 
photodamaged  skin  214 

W 

Wagner,  Galen  S,  Left  ventricular  hy- 
pertrophy impairs  detection  of  myocar- 
dial infarction  in  patients  with  nonisch- 
emic cardiomyopathy  134 


Wallick,  MoUie  M,  Homophobia  and 
heterosexism:  out  of  the  medical  school 
closet  123 

Weaver,  James  P,  Reaching  equal 
ground  with  managed  care  (commentary) 

184 
Webb,  Julie  P,  Prevalence  of  high  chol- 
esterol, high  blood  pressure,  and  smok- 
ing among  elementary  schoolchildren  in 
North  Carolina  362 

Went  worth,  Joyce  A,  Diabetes  mellitus: 
using  a  database  to  implement  a  system- 
atic management  program  368 
Wester,  Thaddeus  B,  Physicians  in  re- 
tirement: opportunities  for  continued  pro- 
ductivity and  enjoyment  148 
White,  Marion  S,  The  prevalence  of 
cancer  in  NC  168 
Williams,  Redford  B,  Psychosocial  fac- 
tors and  coronary  disease:  a  national 
multicenter  clinical  trial  (ENRICHD)  with 
a  North  Carolina  focus  440 
Wittie,  Peggy,  The  prevalence  of  cancer 
inNC  168 
Wood,  Robert  E,  Bronchoscopic  evalu- 
ation of  pediatric  airway  pathology  210 
Woodard,  Warden  L  III,  Interval  to 
cancer  diagnosis  following  "negative" 
transthoracic  fine  needle  aspiration  bi- 
opsy 56 
Wooley,  Charles  F,  North  Carolina  medi- 
cine: a  conversation  with  Dr.  Gene  Stead 

379 
Wright,  Janet  B,  Diabetes  melhtus:  us- 
ing a  database  to  implement  a  systematic 
management  program  368 


Yellig,  Edward  B,  The  compromise  of 
compassionate  care:  NC  poet's  essay  il- 
luminates doctors'  role  in  caring  for  the 
terminally  ill  (commentary)  338 

Yohn,  Jeanne  C,  Pink  houses,  pink  tri- 
angles 91 
Young,  John  E,  Investor-owned  or  not- 
for-profit  health  care:  a  conundrum  for 
communities                                    420 


Zakhary,  Bosh,  Psychosocial  factors  and 
coronary  disease:  a  national  multicenter 
clinical  trial  (ENRICHD)  with  a  North 
Carolina  focus  440 


□ 


468 


NCMJ  November/December  1997,  Volume  58  Number  6 


AroS,  (see  HIV) 

Air  medical  transport  254 

Anestliesia,  and  fluid  restrictions  before 
surgery  32 

Anodyne  imagery  200-1 

Apiiorisms,  collecting  299 

B 

Bicycle  helmet  use, 

by  Greensboro  children  190 

Blood  pressure,  and  cholesterol  levels, 
and  smoking  in  elementary  schoolchil- 
dren 362 
Breast  cancer, 

testing  176 

physician  account  of  patient  410 

Bronchoscopy,  and  pediatric  airway  pa- 
thology 210 
Buncombe  County,  health  care  use 

452 


C 
Cancer, 

first-person  account 

interval  to  diagnosis  following 

negative"  transthoracic  fine  needle 

aspiration  biopsy 

and  oxygen 

prevalence  in  NC 

breast  cancer  susceptibility 

ovarian  and  endometrial,  prevention 


52 


56 
140 
168 

176 

404 
Cardiac  surgery, 

minimally  invasive  374 

Children, 

EMS  services  293 

and  media  violence  265 

and  death  445 

Cholesterol,  and  blood  pressure  levels, 
and  smoking  in  schoolchildren  362 
Conjoint  report,  to  the  NC  Medical  So- 
ciety and  NC  Commission  for  Health 
Services  10 

Coronary  disease,  psychosocial  factors 

440 


DHEA  (dehydroepiandrosterone) 
Diabetes, 

patient  wellness 


144 


39 


Subject  Index 

disease  management 
Disasters, 

NC  response  to 

patients'  hurricane  anecdotes 

Domestic  violence, 

(special  segment:  September/October) 

editorial 

clinical  consequences 

clinician's  strategy 

should  physicians  report?  320 

working  with  spouse  abusers  324 

survivor's  story  326 

treatment  programs  345 

Dysphagia,  poem  198 


East  Carolina  University,  telemedicine 

398 
Elementary  schoolchildren, 

health  status  362 

Emergency  medicine, 

(special  issue:  July/ August) 
editorial  235 

EMS,  trauma  services  238,  245 

disaster  response  248 

air  medical  transport  254 

managed  care  authorization  260 

patients'  Hurricane  Fran  accounts     270 
poison  control  272 

injury  prevention  and  control  279 

personal  watercraft  injuries  284 

history/future  of  emergency  med.     288 
EMS  for  children  293 

emergency  medicine  research  296 

Endometrial  cancer,  prevention     404 
ENRICHD  trial,  at  Duke  440 

Environmental  tobacco  smoke       429 
Ephedrine,  (ma  huang)  adversities    68 


368 

bicycle  helmet  use 

190 

Gulf  War,  fictional  account 

48 

248 

270 

H 

Health  Watch, 

-r) 

diabetes 

39 

308 

safer  sex 

119 

310 

hypertension 

193 

316 

children  and  media  violence 

265 

Free  medical  clinic 


449 


Gastroesophageal  reflux  disease    436 
Gay  and  lesbian  health, 

(special  section:  March/ April) 
editorial  90 

primary  medical  care  92 

taste,  smell  in  AIDS  malnutrition      100 
brain  biopsy  for  HIV  patients  106 

Greensboro,  children  and 


domestic  violence  treatment  programs, 
for  victims  and  abusers  345 

environmental  tobacco  smoke  429 

Heart  disease,  psychosocial  factors 

440 
History,  and  future  of  emergency  medi- 
cine 288 
HIV, 

primary  medical  care  92 

senses  and  AIDS  malnutrition  100 

brain  biopsy  for  HIV-infected  patients 
with  intracranial  lesions  106 

physician's  remembrance 
of  AIDS  patient  110 

Hood  ornament,  cranial  injury  458 
Hormone  replacement  therapy  41 1 
Hypertension  193 

I 

Indigent  care, 

opening  a  clinic  449 

health  care  in  Buncombe  County      452 

Injury, 

prevention  and  control  279 

with  personal  watercraft  284 

K 

Keratosis,  actinic  (poem)  439 

Kevorkian,  Jack, 

synopses  of,  lessons  from  trials  35 

commentaries  130 


Laser  resurfacing, 

with  ultrapulse  CO,  laser  214 

Left  ventricular  hypertrophy,  impairs 
detection  of  myocardial  infarction     134 


M 


68 


Ma  huang  (ephedrine)  adversities 
Managed  care 

reaching  "equal  ground"  182 


NCMJ  November/December  1997.  Volume  58  Number  6 


469 


commentaries  184,201 

authorization  for  ER  services 
managed  care  and  medical  malpractice 

investor  owned  vs.  not-for-profit 

Medical  education, 

gay  and  lesbian  issues 

homophobia  and  heterosexism 

gays,  lesbians.  HIV  infection,  and 

medical  school  admission 

Medicine, 

as  a  mission 

mind-body-spirit 

history  of  emergency  medicine 

nature  of  the  profession 

Medicolegal  guidelines 

Menopause,   hormone   replacement 


260 
ctice 

Parkinson's  disease,  and  nutrition 
Patient  care, 

186 

340 

a  collaborative  approach 

18 

420 

doctors'  role  in  terminal  illness 
Pediatric  airway  pathology. 

332 

114 

and  bronchoscopy 

210 

123 

Pediatric  radiation  oncology 

445 

Pennyroyal  oil,  toxicity 

456 

126 

Perinatal  substance  abuse 

36 

Personal  watercraft,  injuries 

284 

14 

Physician-assisted  suicide, 

200-1 

Kevorkian  trials                           35 

130 

288 

cunent  AMA  initiatives 

30 

424 

Pink  triangle,  origins  of  symbol 

91 

372 

Poison  control 

272 

therapy  4 1 1 

Minimally  invasive  surgery, 

cardiac  374 

Myocardial  infarction, 

pitfalls  in  detecting  134      R 


N 

Nutrition,  and  Parkinson's  disease  1 86 


Occupational  illnesses/injuries, 

reporting  in  NC  350 

Oral  contraceptives,  benefits  404 

Ovarian  cancer,  prevention  404 

Oxygen,  and  cancer  140 


Pregnancy,  and  smoking  356 

Prevention,  and  control  of  injuries  279 
Psychosocial  factors,  and  coronary  dis- 
ease 440 


436 


Reflux,  gastroesophageal 
Retired  physicians, 

NCMS  Foundation  program  148 

Research,  in  emergency  medicine    296 
Rome,  health  care  202 


Safe  sex,  patient's  guide  to 

reduce  HIV  and  other  STDs  1 1 9 

Saratov  Medical  University,  Russia 

a  dialogue  with  UNC  44 

Senses,  neglected 

in  AIDS  malnutrition  100 


Sickle  cell  disease,  origins  of  62 
Smoking, 

and  pregnancy  356 
and  cholesterol,  blood  pressure  levels  in 

schoolchildren  362 

environmental  tobacco  smoke  429 
State  health  report,  to  the  NC 
Medical  Society  and  NC  Commission 

for  Health  Services  10 

Stead,  Eugene,  a  conversation  379 

Substance  abuse,  perinatal,  36 
Surgery,  minimally  invasive 

cardiac  374 


Telemedicine,  at  ECU  398 

Terminal  illness,  doctors"  role  332 
Toxic  encounters, 

ma  huang  (ephedrine)  adversities  68 

misuse  of  DHEA  144 

pennyroyal  oil  toxicity  456 
Transthoracic  fine  needle  aspiration 

biopsy,  and  cancer  diagnosis  56 

Trauma  services,  in  NC  245 

U 

Ultrapulse  CO^  laser  resurfacing  214 

UNC  Medical  Center,  a  dialogue  with 
Saratov  Medical  University.  Russia  44 
United  Medical  Research 

Foundation  206 


Violence,  media  and  children 
"Visiting  men,"  rules,  circa  1947 


265 


Letters  to  the  Editor  Index 


Alexander.  Eben  Jr 

393 

Goldstein.  Adam  0 

87,  164 

Peden.  James  G  Jr 

166 

Au.  Victor  K 

5 

Hall,  Charlotte  E 

232 

Perry.  Robert  F 

393 

Bell.  Ronny  A. 

165 

Hall.  James  B 

393 

Peterson,  Stephanie 

87 

BuiTuss,  James  H 

86 

Halperin.  Edward  C 

234 

Sanders,  Fred  N 

394 

Butts,  John  D 

165 

Hammond,  Charles  B 

164 

Sharp,  Michael  C 

394 

Byerly.  W  Grimes 

308 

Harker.  Margaret  N 

85 

Stead.  Eugene  A.  Jr 

395 

Chaplin.  Don  C 

164 

Harris.  T  Reginald 

234 

Steinbeck.  Tim 

395 

Childress,  Angela 

164 

Hensel.  William  A 

394 

Sugarman,  Jeremy 

308 

Demas.  Ronald  C 

6 

Hughes.  Doreen  L 

232 

Sved.  Margie 

232 

Duvoisin.  Anne 

5-6 

Lengerich.  Eugene 

86 

Thompson.  J  Wesley 

164 

Ferree,  Carolyn  R 

7 

Litwin.  Mark  S 

232 

Travis,  James 

308 

Feuer.  Abe  L 

7 

McMillan.  Jane  E 

232 

Wallick.  Mollie  M 

165 

Gallis.  Harry 

234 

Norman.  Marilyn 

165 

Young,  Hugh 

165 

Gloster,  J  Gary 

85 

Ogden.  James  HI 

7 

□ 

470 


NCMJ  November/December  1997,  Volume  58  Number  6 


Classified  Ads 


BC  OBG  AVAILABLE:  Part/full-time  office/hospital  work. 
Excellent  technical  and  interpersonal  skills.  Tel  704/362- 
2240.  fax:  704/362-5702. 

I  BOARD-CERTIFIED  MD:  Needed  to  perform  mobile  insur- 
ance physicals  in  Buncombe  and  Henderson  counties  on  a 
part-time  basis.  Please  contact  Tara  O'Neill  at  EMSI:  800/ 
868-3674. 

I  EXPANDING  INTERNAL  MEDICINE/GERIATRIC  part 
nership  opportunity  in  Winston-Salem,  NC.  Inpatient  and 
consultative  position  with  excellent  income  potential.  Con- 
tact Susan  Chatman,  910/724-1900. 

FULL-TIME/PART-TIME  PHYSICIAN:  Outer  Banks, 
Emergency  Care/Family  Practice  Center  in  Nags  Head, 
North  Carolina.  Excellent  practice  in  a  beautiful  coastal 
community.  Emergency  Medicine  experience  is  necessary. 
Competitive  salary  and  benefit  package.  Part-time  positions 
available  with  accommodations  provided.  Call  Dr.  Kim- 
berly  Keith  at  888/503-2050  or  Dr.  Lewis  Siegel  at  757/670- 
8894. 

OFFICE  FOR  RENT:  3200  square  feet,  six  exam  rooms,  lab 
and  x-ray  included.  To  be  subleased  with  another  primary 
care  physician  in  Huntersville  (Lake  Norman/Charlotte  area). 
Call  704/896-8770. 

ORTHOPEDIC  SURGEON,  ELKIN,  NC:  Immediate  op- 
portunity to  join  established,  busy,  one-man  practice.  Lo- 
cated in  the  foothills  of  western  NC,  40  miles  west  of 
Winston-Salem.  Progressive  practice  with  electronic  medi- 
cal records  and  new  in-oft~ice  surgery  area.  Enjoy  small- 
town life  and  a  rewarding  practice.  Contact  Practice  Admin- 
istrator 910/526-2324. 

PHYSICIAN  RELOCATION  OPPORTUNITIES:  Select 

your  practice  setting  and  location  (large  cities,  suburban,  or 

rural)  particularly  in  the  Southeast  or  from  our  nationwide 

network.  Opportunities  are  tailored  to  your  specifications. 

,     Call  Angle  Cadenhead  at  800/625-4083  or  fax  confidential 

j     CV  to  704/298-4083.  No  J- 1  positions.  Angeline  Cadenhead 

•     Associates,  48  Independence  Blvd.,  Asheville.  NC  28805. 

MemberNational  Association  of  Physician  Recruiters.  Vast 

experience  with  physicians,  hospitals,  communities. 


PHYSICIANS  NEEDED  for  locum  tenens  and  permanent 
assignments  in  North  Carolina  family,  walk-in,  and  occupa- 
tional health  care  clinics.  Specialty  assignments  include  ER 
and  OB.  Mail  your  CV  to  Physician  Solutions,  P.O  Box 
98313,  Raleigh,  NC  27624. 

PHYSICIANS  NEEDED-Permanent  assignments: 

RTP  Occupational  Health  Care 

Raleigh  Primary  Care  &  Occupational  Health  Care 

Asheville         Primary  Care 

Greensboro      Primary  Care  &  Occupational  Health  Care 

Wilmington     Primary  Care 

Whiteville        Primary  Care  &  Ob-Gyn 
Send  C V:  Physician  Solutions,  P.O.  Box  983 1 3,  Raleigh  27624. 

PHYSICIAN  WANTED:  Raleigh,  NC.  location.  Medical 
consultant  position  available.  Prefer  Internist  or  Family 
Physician.  Forty-hour  work  week.  Administrative  duties 
only.  No  night  or  weekend  work.  Must  have  NC  license. 
Salary  plus  full  benefits.  Contact  9 1 9/779-0777  or  800/443- 
9360  ext.  6183.  Or  write:  Medical  Administrator,  P.O.  Box 
243,  Raleigh,  NC  27602. 

PSYCHIATRIST.  JACKSONVILLE,  NC:  Full  or  part-time, 
minimal  managed  care.  Emerald  Isle  or  Topsail  Beach.  Call 
Joe  Colhaan,  MD,  910/455-5551. 


Classified  rates  and  information:  For  North  Carolina 
Medical  Society  members,  $25  for  the  first  25  words,  35 
cents  for  each  additional  word;  for  nonmembers,  add  $10, 
Do  not  send  advance  payment.  Billing  is  sent  separately. 
Indicate  which  issues  the  ad  should  run  (the  Journal 
publishes  every  two  months.)  Copy  deadline  for  our  next 
issue  (January/February  1998)  is  December  10. 

Mail  ad  copy  and  complete  billing  information,  includ- 
ing phone  number,  to:  North  Carolina  Medical  Journal, 
Box  3910,  Duke  University  Medical  Center,  Durham,  NC 
27710,  919/286-6410,  fax:  919/286-9219;  or  send  copy 
via  e-mail  to:  yohnOOOl  @  mc.duke.edu 


Visit  us  on-line! 
http://www.ncmedicaljournal.coni 


NCMJ  November/December  1997.  Volume  58  Number  6 


471 


Aphorisms  of  the  Month 


Daniel  J.  Sexton,  MD,  Section  Editor 

"18th- and  19th- 
century  Wisdom" 

An  injured  friend  is  the  bitterest  of  foes. 

— Thomas  Jefferson 

One  man  lies  in  his  work  and  gets  a  bad  reputation; 
another  in  his  manners  and  enjoys  a  good  one. 

— Henry  David  Thoreau 

There's  small  revenge  in  words,  but  words  may  be 
greatly  revenged.  — Ben  Franklin 

You  take  the  lies  out  of  him,  and  he'll  shrink  to  the  size 
of  your  hat;  you  take  the  malice  out  of  him,  and  he'll 
disappear.  — Mark  Twain 

I  think  I  can  say  with  pride,  that  we  have  some  legisla- 
tors that  bring  higher  prices  than  any  in  the  world. 

— Mark  Twain 

Hain'  t  we  got  all  the  fools  in  town  on  our  side?  And  ain't 
that  a  big  enough  majority  in  any  town? 
— Mark  Twain  {The  Adventures  of  Huckleberry  Finn) 

Geniuses  are  commonly  believed  to  excell  other  men  in 
their  power  of  sustained  attention....  But  it  is  their 
genius  making  them  attentive,  not  their  attention  mak- 
ing geniuses  of  them.  — William  James 


We  are  afraid  of  truth, 
afraid  of  torture, 
afraid  of  death,  and 
afraid  of  each  other 


-Ralph  Waldo  Emerson 


There  is  no  good  in  arguing  with  the  inevitable.  The 
only  argument  available  with  an  east  wind  is  to  put  on 
your  overcoat.  — James  Russell  Lowell 


Send  aphorisms  to  Dr.  Sexton  at:  Box  3605,  Duke 
University  Medical  Center,  Durham,  NC  27710. 
fax:  919/684-8358,  e-mail:  sexto002@mc.duke.edu 


Index  to  Advertisers 

Agency  for  Health  Care  Policy  and  Research         455 

Carolina  Center  for  Clinical  Info,  inside  back  cover 

Carolinas  Physicians  Network  439 

Century  American  Insurance  Co.  inside  front  cover 

CompuSystems,  Inc.  back  cover 

CSC  Corp.  389 

Drew  Associates                          ~  434 

Healthcare  Consulting  Group  402 

Flying  Doctors  of  America  434 

Interim  Physicians  451 

MAG  Mutual  Insurance  403 

Medical  Mutual  Insurance  Co.  397 

Medical  Protective  Co.  427 

Mountain  Area  Health  Education  Center  435 

National  Kidney  Foundation  455 

NCMS/BB&T  MasterCard  435 

NCMS  Endorsed  Programs  428 

Physician  Solutions  392 

Plan  First  Financial  Services,  LLC  417 

Staff  Care,  Inc.  439 

Transcribe  423 

T.Rowe  Price  391,433 

US  Air  Force                               ,  409 

US  Air  Force  Reserve  422 


472 


NCMJ  November/December  1997,  Volume  58  Number  6 


s.jf: 


Physician  Information  Management  Services 


A  CONFIDENTIAL  physician  database  that  puts  YOU  in  control. 


Do  You  (KnOVaYour  Practice? 


Do  you  know  your  top  10  DIAGNOSES? 

PIMS'  quarterly  practice  reports  will  show  you: 

•  your  top  10  primary  diagnosis  assignments  for  each  calendar  quarter 

•  your  cumulative  top  1 0  primary  diagnosis  assignments  for  the  year 

•  regional  and  statewide  comparative  information  on  diagnosis 
assignments  and  associated  charges 

•  customized  reports  based  on  your  individual  needs 

Know  how  your  practice  and  network  compare  to  others. 
919-851-2955  or  1-800-682-2650 
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Carolina  Center  for  Clinical  Information 

SM   A  Division  of  Medical  Review  of  North  Carolina,  Inc. 


What  can  a  map  tell  you  about  a  computer  system? 


Plenty — if,  like  this  one,  it  shows 
how  many  medical  offices  in  the 
Carolinas  use  a  particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably. 

For  example,  it  might  show  how 
a  16-year  commitment  to  "Working 
for  Physicians"  has  resulted  in  over 
800  installations  in  North  and  South 
Carolina. 

It  might  bring  home  how  features 
Uke  "on-the-fly"  refiUng,  encounter- 
form  tracking,  and  direct  transmission 
to  North  Carolina  Medicare, 
Medicaid,  and  Blue  Cross /Blue  Shield 
(with  no  per-daim  charges)  are 
improving  physicians'  revenue. 


It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry. 

It  might  demonstrate  how  on- 
going research  and  development 
brought  innovations  like  the  first 
integrated,  direct  electronic  claims 
tiansmission  in  a  practice 
management  system.         -'- 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems 
only  in  the  Southeast,  a  computer 
company  can  keep  customers  up-to- 


date  on  the  latest  insurance  filing 
requirements. 

It  could  emphasize  the  flexibility 
of  multi-user,  multi-tasking  software 
that  runs  on  the  most  popular 
operating  system  in  the  world. 

And  it  could  Ulustrate  the  value  Oi 
having  a  computer  vendor  with  a 
vision  for  the  future  and  the  expertise 
to  make  that  vision  work  for  you. 


unSystems 


inc. 

Carolina  Research  Park  ■  One  Science  Court 
Columbia,  SC  29203-9356 
800-800-6472-803-735-7700       i 
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